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Abstract: Diversions occur when research disregards the inequality-generating actions of advantaged
groups and instead focuses attention on the actions and behaviors of disadvantaged groups. We in-
corporate important insights from COVID-19 to illustrate historical and contemporary examples of
diversions. This paper highlights US immigrant health inequities—a burgeoning subfield within
the broader health inequalities canon—to explore: (1) if and how diversions appear in immigrant
health studies; (2) how often white supremacy and intersectionality are explicitly named in grants,
publicly available datasets, and published research. The data derive from: NIH R01 grants (17),
publicly available datasets that focus on immigrant health (7), and research published in three health
journals (14). Using a qualitative content analysis approach, we analyzed these data as evidence
concerning the knowledge production cycle, and investigate whether: (a) the role of advantaged
groups in generating inequalities is explicitly mentioned; (b) disadvantaged groups are asked about
discriminatory actions perpetuated by advantaged groups; (c) health inequalities are placed on
the conditions of disadvantaged groups; (d) if white supremacy and intersectionality are explicitly
mentioned in grants, publicly available datasets, and research articles. The findings demonstrate the
prevalence of diversions in immigrant health research, given an overemphasis on health behaviors
and cultural explanations towards explaining immigrant health inequities. There was no mention of
white supremacy across the knowledge production cycle. Intersectionality was mentioned once in
a research article. We argue that understanding white supremacy’s role in the knowledge produc-
tion cycle illuminates how diversions occur and prevail. We provide suggestions on moving away
from diversionary research, toward adopting an intersectional approach of the study of immigrant
health inequities.

Keywords: diversions; immigrant health; white supremacy; intersectionality; social determinants of
health; COVID-19

1. Introduction

“It is not inequalities that kill people . . . it is those who are responsible for these
inequalities that kill people”. (Navarro 2009, p. 423; emphasis on original)

The COVID-19 pandemic has exposed and heightened health and social inequities
across the world. In the United States, COVID-19 mortality rates are more than twice as high
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for Black, Latina/o/x, and Indigenous populations, compared to white populations (Egbert
and Liao 2020). These high rates are the result of legacies of white supremacy, which have
historically, and contemporarily, disenfranchised entire communities, while privileging
others. COVID-19 has explicitly brought to the forefront years of disenfranchisement,
neglect, and systemic racism, contributing to health inequalities and making certain groups
more vulnerable to contracting and dying from COVID-19 (Garcia et al. 2021; Laster Pirtle
and Wright 2021). Because of this, we return to the COVID-19 pandemic on multiple
occasions throughout this paper to exemplify our concept of diversions.

Health inequalities have been linked with social inequalities. For example, the World
Health Organization Commission on the Social Determinants of Health (CSDH) invokes
social inequalities as drivers of health inequalities (World Health Organization 2008). Fram-
ing health inequalities as deriving from social inequalities leads to medicalizing inequality,
and, as Lynch (2017) argues, makes politicians and policy makers able to promote an
“equity” agenda, without confronting the fundamental causes of health needed to truly
address and eradicate both health and social inequities. Medicalizing inequality ultimately
reinforces medical, behavioral, and neoliberal approaches, by allowing politicians and
policy makers to hide behind an “equity” agenda, instead of addressing the redistribution
of income and wealth (Lynch 2017; Navarro 2009). Policy agendas, such as reparations,
and other income and wealth redistribution policies, might better address the fundamental
causes of health, getting us closer to a more just and equitable society.

This leads us to our opening quote. Navarro (2009), referring to the WHO Commission
on the Social Determinants of Health report, acknowledges and applauds many of its
recommendations, but faults it for ignoring the power relations that shape the social
determinants of health. The quote hints at the desperate need for explicitly addressing
health inequities by describing what is left out, what is emphasized as the culprit for
health inequalities, and whether the inequality-generating actions of those in power are
considered in health inequalities research. COVID-19 has brought to the fore the historically
and systemic rooted inequities that continue to wreak havoc, and further exacerbates the
already existing health inequities. Therefore, we incorporate the pandemic to exemplify
our concept of diversions, to identify if, and whether, diversions are prevalent in immigrant
health studies, and if terms such as white supremacy and intersectionality are explicitly
named in immigrant health research.

1.1. Immigrant Health Inequities

There are approximately 40 million immigrants in the United States, making it the
country with the highest number of immigrants worldwide (Budiman 2020). Mexico
is the largest source of immigrants, composing 25% of all immigrants living in the US
(Gonzalez-Barrera and Krogstad 2019). In 2017, there were 11.6 million immigrants from
Mexico living in the US, with fewer than half (43%) of them living as undocumented. The
population estimates of the larger undocumented populations in the US suggest that the
numbers have decreased, from between 10.9 million and 11.3 million in 2014 to between
10.3 million and 10.7 million in 2017 (Connor et al. 2019).

Among immigrant health inequalities research, there is significant interest in doc-
umenting the health of undocumented populations. For example, some of this work
highlights how immigrants’ exposure to discrimination, resulting from anti-immigrant sen-
timents, racist practices, anti-immigrant policies, enforcement practices, and a deportation
apparatus, negatively impacts their health (Cervantes and Menjívar 2020; García 2018;
Kline and Castañeda 2020; Lebrón et al. 2018; Lopez 2019; Mann-Jackson et al. 2018; Morey
2018; Novak et al. 2017; Salas et al. 2013; Vargas et al. 2017). Moreover, another large body
of research on undocumented health shows that the undocumented population is legally
excluded from receiving and accessing vital services, such as health care, health insurance,
food assistance, and other essential services (Park et al. 2017; Perreira and Pedroza 2019;
Wallace et al. 2019; for a review of this literature view: Ornelas et al. 2020). In this paper,
we bring attention to immigrant health inequities broadly, and, more specifically, to Mexi-
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can undocumented immigrants, who are suffering from the devastations of COVID-19 at
alarming rates.

1.2. Diversions in Immigrant Health Research

The role of advantaged groups in producing or generating circumstances that lead to
health inequities is often omitted from the health inequalities canon of research and policy
recommendations. Consequently, advantaged groups continue to reap the benefits of their
advantaged positions, which shapes their health in favorable ways. We conceptualize this
process, and the cascading results from it, as diversions. Diversions occur when research dis-
regards the actions of advantaged people and shifts the attention toward the circumstances
of disadvantaged groups (Link and García 2021). We argue that health inequities research
should also ask about the role of advantaged groups and institutions in constructing the
mechanisms, pathways, and the fundamental causes of health inequities. Moreover, we
argue that overemphasizing disadvantaged groups and asking why they confront worse
health outcomes, without a focus on advantaged groups, leads to diversionary research.
Omitting advantaged groups from the narrative allows those in power to continue to
locate the problem somewhere outside of themselves, thereby protecting their privileged
health circumstances. Subsequently, this widens inequities (with no accountability), and
perpetuates health inequities.

Words have the power to frame and define inequalities. As such, the ways in which
health inequalities are framed define the solutions needed to address them (Lynch 2017;
Navarro 2009; Lantz et al. 2007). A diversionary focus that defines the problem as stemming
from disadvantaged groups, and of conditions in their communities, will have lasting
impacts on the way we create research questions, design research studies, and propose
policies to ameliorate inequalities. This will perpetuate social inequities, whereby powerful
groups and institutions will continue to get free passes, without any scrutiny into how
they might be the culprits in creating health inequities. The way we formulate research
questions, the methods and analyses we choose, and, consequently, the way we interpret
the findings/results, and disseminate these findings all play a role in how diversionary
research can be identified.

To shed light on immigrant health—a burgeoning interdisciplinary subfield, which is
gaining more attention due to the COVID-19 pandemic—we ask: (1) if and how diversions
appear in immigrant health studies; (2) how often are white supremacy and intersection-
ality explicitly named? Using various knowledge production venues (including grants,
secondary datasets, and research articles), we expose diversions and white supremacy.
Before addressing these questions, we provide a historical example of medicalized nativism
to illustrate how public health discourse produced racialized constructions of Mexican im-
migrants as disease carriers. We also provide contemporary examples of how migrants and
asylum-seekers are scapegoated and framed as vectors of disease. We use these examples
to help illuminate the concept of diversions. Next, we explicate our research questions
and research strategy, and describe our findings. We highlight a number of immigrant
health studies that produce, what we consider to be, antidiversionary research. Finally, we
discuss the relationship between diversions, white supremacy, and intersectionality, and
end with suggestions for future research.

1.3. Historical Example of Diversions: Medicalized Nativism and the 1916 Typhus Outbreak in
Los Angeles

Medicalized nativism (beliefs about the spread of disease by immigrants) is used to
justify prejudices against immigrants, to create immigration inspections, and to further
justify exclusionary and anti-immigrant views toward foreigners (Kraut 1994; Markel and
Stern 1999). Kraut (1994) coined the term, medicalized nativism, to demonstrate how a
fear of germs, illness, and disease were attributed to immigrants from the eighteenth and
early nineteenth centuries. Engaging in medicalized nativism justified the anti-immigrant
policies that continue today.
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Depicting Mexicans in the United States through medicalized terms can be traced back
to as early as when the US Southwest was part of Mexico. During the Mexican–American
War (1846–1848), an ideology known as Manifest Destiny provided a justification for US
expansionism, ultimately giving Anglo-Saxon whites an ability to further colonize the
US Southwest. This ideology portrayed white Americans as superior to Mexicans and
American Indians. Those promoting this ideology argued that Mexicans and American
Indians would not survive because they were not biologically fit (Gómez 2018; Molina 2011).
Manifest Destiny aligned with eugenicist logic and biological determinism, or the belief
that human behavior is controlled by an individuals’ genes. The eugenics movement—a
fundamental reality of United States history—used science and education to advance
scientific racism (Schwartz 2004; Chavez-Garcia 2012).

Mexican immigration to the US increased, driven by US labor needs, coupled with
people fleeing the Mexican Revolution during the 20th century (Markel and Stern 1999;
Molina 2011). Mexican sojourner men became the ideal migrant laborers, who traveled
temporarily for work but returned to Mexico after work was over. In this period, US
immigration laws did not restrict Mexicans because they were filling labor needs by
working on the Southern Pacific Railroad and in agricultural jobs (Markel and Stern 1999;
Molina 2011). However, soon after medicalized nativism gained dominance, an image
of the racially inferior and diseased Mexican became rampant (Molina 2011), negatively
shaping how Mexicans were perceived. Molina (2006) documents how public health
discourse produced medicalized and racialized constructions of Mexicans and Asians
as disease carriers in 1930s Los Angeles. Such discourse, supported and legitimated by
“science,” reinforced, and further solidified, the earlier stereotypes that were present as a
result of the Manifest Destiny ideology, portraying Mexicans as racially inferior, disease
carriers, and disease spreaders. With this, we ask: How do diversions become relevant
through this historical example? How are the actions of the advantaged, in creating
unhealthy conditions, apparent, yet the characteristics of the disadvantaged are framed
as the problem? To explicate this even further, we draw on an even more vivid example
excavated by Molina’s comprehensive archival research (2011).

Documenting the 1916 typhus outbreak in LA County, Molina unearthed the story of
a Mexican laborer working at the Southern Pacific Railroad camp who contracted typhus,
an infectious disease transmitted to humans through lice and tick bites. What was startling
were the responses of their employer and health officials. Over a five-month period,
26 people contracted typhus, including 22 Mexican railroad workers. Despite typhus
not being contagious, the inhumane conditions experienced by Mexican laborers, such
as overcrowding, poor sanitation conditions, and the lack of facilities to bathe and wash
clothes, led to typhus quickly spreading at the camp site.

Public health officials reacted quickly, linking this outbreak to Mexicans and spreading
stigmatized conceptions of Mexicans as disease ridden. Continuing on this framing of
the problem, health officials reacted aggressively, using cyanide gas to kill lice, ticks, and
other pests. The California State Board of Health pressured the employers to take a more
direct role in containing the typhus outbreak, leading them to create an eight-point list
of regulations, which was printed in both English and Spanish, and shared with various
camp sites for all men and their families to see. The Mexican laborers expressed frustration
over the attention paid to their individual actions, without any mention of the structural
problems in the camps (e.g., lack of toilets and bathing facilities). We share a formal letter
of complaint written by several Mexican laborers to the Mexican consul in Los Angeles
and excavated by Molina (2011). Below is a portion of this letter:

Dear Sir:

“ . . . We are enclosing a copy of the severe law that the railroad line has imposed
on us Mexicans who work on the track, which we do not see as a just thing, but
only offensive and humiliating. When we crossed the border into this country,
the health inspector inspected us. If the railroad line needs or wants to take such
precautions, it is not necessary that they treat us in this manner. For this, they
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would need health inspectors who assisted every individual with medical care
and give us 2 rooms to live, one to sleep in and one to cook in, and also to pay
a fair wage to obtain a change of clothes and a bar of soap. This wage they set
is not enough for the nourishment of one person. Health comes from this and
these precautions are the basis for achieving sanitation. Health we have. What
we need is liberty and the opportunity to achieve it. We need a bathroom in each
section of camp and that the toilets that are now next to the sleeping quarters
be moved. Many times their bad smell has prevented us from eating our simple
meal. Furthermore, we can disclose many other details which compromise our
good health and personal hygiene . . . ”

Felipe Vaiz,

José Martinez

Felipe Martinez

Adolfo Robles

Alejandro Gómez

Alberto Esquivel

(cited in Molina 2011, p. 1026)

We share this letter because it serves as evidence that these courageous men un-
derstood that they were being targeted. It also demonstrates their collective efforts in
advocating for themselves, their families, and others on the campsite. We witness how
diversions occur, whereby public health officials and employers divert attention away from
the unhealthy conditions that led to the typhus outbreak, directing it to Mexican laborers’
individual characteristics. The regulations focused on improving personal hygiene, and not
one addressed the inhumane conditions in the camps. Molina’s (2006, 2011) outstanding
archival research illustrates how diversions were used to shift the blame to Mexicans,
scapegoating and stigmatizing them as racially inferior, dirty, and disease spreaders. Such
diversions helped justify deportations, pushed for immigration restrictions, and continue
to shape how undocumented populations are viewed today.

1.4. Contemporary Example of Diversions: Framing Migrants and Asylum-Seekers as Vectors
of Disease

New surges of COVID-19 cases, largely motivated by the Delta variant, are being used
as ammunition by Republican politicians to frame migrants and asylum-seekers at the
US–Mexico border as vectors of disease. The Texas Governor Greg Abbott, Texas Senator
Ted Cruz, and Florida Governor Ron DeSantis have all used the recent surge of COVID-19
cases to shift the blame to President Biden’s administration for, what they claim to be, lax
immigration policies and open borders. Their comments, suggesting that migrants are
bringing disease, help resurrect medicalized nativism in present times. More accurately,
these examples illuminate that medicalized nativism is not a thing of the past, as we,
presently, see how xenophobic and anti-immigrant rhetoric is disguised under “public
health” interests, resulting in the exclusion of migrants, refugees, and asylum-seekers.

1.5. Using Title 42 to Legally Expulse Migrants, Asylum-Seekers, and Children

The framing of immigrants as vectors of disease is also reminiscent of the toxic rhetoric
that Donald Trump and the former presidential administration used to invoke Section 265
of US Code Title 42, to achieve Trump’s goal of shutting down the border. In March 2020,
Trump invoked Title 42, a provision of US health law that authorizes the Director of the Cen-
ters for Disease Control and Prevention (CDC) to issue an “Order suspending the right to
introduce certain persons from countries where a quarantinable communicable disease ex-
ists” (https://www.federalregister.gov/documents/2020/10/16/2020-22978/order-susp
ending-the-right-to-introduce-certain-persons-from-countries-where-a-quarantinable, ac-
cessed on 9 August 2021). Despite the CDC’s early hesitations to implement Title 42, citing
no evidence that such a measure would slow the spread of the virus, the CDC eventually

https://www.federalregister.gov/documents/2020/10/16/2020-22978/order-suspending-the-right-to-introduce-certain-persons-from-countries-where-a-quarantinable
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implemented Title 42 (Bandler et al. 2020; Dearen and Burke 2020), giving US Customs
and Border Protection (CBP) agents the right to “legally” expel migrants seeking asylum,
including children.

While several of Trump’s immigration policies have been revoked under President
Biden’s administration, Title 42 continues today. In fact, the use of Title 42 has increased
under Biden’s administration, resulting in the expulsion of individuals, families (including
single mothers with children (U.S. Customs and Border Protection 2021), and even the
expulsion of more than 20 babies and children to Haiti (Pilkington 2021). Community
organizations, activists, and public health experts across the United States from public
health schools, medical schools, and other academic institutions have expressed outrage,
calling on Biden’s administration to rescind Title 42 (https://www.humanrightsfirst.org/s
ites/default/files/LetteronDHSExpulsionsUnderCDCOrder.pdf, accessed on 10 August
2021); https://www.publichealth.columbia.edu/research/program-forced-migration-an
d-health/letter-acting-hhs-secretary-cochran-and-cdc-director-walensky, accessed on 10
August 2021). Their message is clear: Title 42 is not about protecting public health; instead,
it spreads, masquerades, and disguises xenophobia as a public health measure. Various
lawyers and United Nations officials have similarly opposed Title 42, arguing that it violates
US and international laws (Guttentag 2020; UN High Commissioner for Refugees 2020).

In this contemporary example, migrants and asylum-seekers are scapegoated and
blamed for spreading disease, similar to the way Mexican immigrants were framed as
spreading typhus. Both the rhetoric put forth by the Texas and Florida governors, and
echoed by other Republican politicians, and the implementation of Title 42, reveals di-
versions in two ways. First, these men frame migrants and asylum-seekers as vectors of
disease, helping resurrect medicalized nativism. Doing so diverts attention from their
own behavior, promoting personal freedom to justify their reasoning for not mandating
masks and vaccines, defying public health recommendations and scientific evidence that
shows how masks and vaccines help constrain COVID-19 and save lives. Second, these
men are using such framing for their own political gains, and diverting attention away
from the role the United States has played, in Central America and Mexico, in creating the
conditions that force people to seek refuge in the US. Capitalism, wars, and climate change
have largely driven mass migration, creating what Walia (2021), a Canadian activist, has
described as “global apartheid.”

These historical and contemporary examples demonstrate the need to identify diver-
sions in the broader immigrant health research. The COVID-19 pandemic has underscored
how migrants are stigmatized as a public health threat, diverting attention away from the
role that advantaged groups and powerful institutions play in the generation of inequalities
that lead to health inequities. We strongly believe that identifying diversions in the knowl-
edge production cycle of immigrant health research will bring visibility to the role that
advantaged groups and institutions play in generating immigrant health inequities. We
are also interested in understanding if white supremacy and intersectionality are explicitly
named in grants, secondary datasets, and research articles.

1.6. Explicitly Naming White Supremacy in Health Inequalities Research

There has been a significant increase in research highlighting the various ways in
which racism negatively affects health (Ford and Airhihenbuwa 2010; Hardeman et al. 2018;
Jones 2002, 2016; Phelan and Link 2015; Williams et al. 2019; Williams and Mohammed 2013).
However, it was not until 2021 that the Centers for Disease and Control (CDC) recognized
racism as “a serious public health threat” (CDC and HHS 2020a, 2020b). Sparked by police
violence and the health inequities that COVID-19 has brought to bear, Rochelle P. Walensky,
the CDC Director stated “Yet the disparities seen over the past year were not a result of
COVID-19. Instead, the pandemic illuminated inequities that have existed for generations
and revealed for all of America a known, but often unaddressed, epidemic impacting
public health: racism” (CDC Newsroom 2021). This has initiated the CDC’s efforts for
bringing racism, as a fundamental cause of health inequities, to the forefront, by introducing
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various initiatives. For example, they have launched a new web portal, Racism and Health,
which serves as a hub to illustrate CDC’s commitment to ensuring all people live healthy
lives. The web portal features publications from the CDC and from researchers that study
racism and health (https://www.cdc.gov/healthequity/racism-disparities, accessed on 2
September 2021). The National Institutes of Health (NIH) has similarly pledged support
toward ending structural racism and racial inequities in biomedical research. For example,
the NIH has established the UNITE initiative to address structural racism and promote
racial equity and inclusion within the biomedical research enterprise and within the NIH
as an institution (https://www.nih.gov/ending-structural-racism/unite, accessed on 12
August 2021).

Explicitly naming racism among these top government health agencies is an important
first step. While white supremacy, a system of dominance built through multiple stages
of colonial conquest, genocide, and imperialism (Mills 1997; Smith 2012a), is linked with
racism, studies that explicitly name white supremacy are still rare. Yet, white supremacy
and its connection to health can be understood by Du Bois (1935) work on the “public and
psychological wage” that is accrued from whiteness. For example, Du Bois explains how
poor whites benefited from their identification and commitment to whiteness, leading to
better rewards, privileges, and benefits accumulating from early life, throughout the entire
course of life.

The more recent work on health inequities has focused on the social determinants of
health, to help illuminate how the conditions in which people are born, grow up, live, work,
and age are shaped by social, political, and economic forces (World Health Organization
2008). However, most of this work has focused on understanding the social determinants
of health among disadvantaged groups, given their social positions and higher exposures
to social conditions that are linked to poor health. More recent work, however, has
empirically examined how white privilege shapes health (Kwate and Goodman 2014). With
a focus on whiteness, Malat et al. (2018) developed a framework that illustrates multiple
pathways of how whiteness affects whites’ health. Accordingly, framing whiteness as a
racialized social system serves as a theoretical tool to understand how US whiteness and
capitalism shape societal conditions, individual social characteristics and experiences, and
psychosocial responses, and their impacts on whites’ health. Using social policies supported
by whiteness, beliefs and narratives of whiteness, and the privileges of whiteness to guide
their analyses, the authors highlight how whiteness can sometimes lead to negative health
consequences, and other instances in which whiteness may lead to positive health.

1.7. Diversions and Connections to White Supremacy

The concept of diversions aligns with Malat et al.’s (2018) framework, but it explores
a distinct area. We agree that systems of racial inequity and class inequities affect health,
and that people in disadvantaged positions have more exposure and fewer resources
to protect them from deleterious health conditions. However, our work on diversions
encourages researchers to ask: What causes or creates these health inequalities? What
are the inequality-generating behaviors that advantaged groups and institutions play in
shaping health inequalities? Why do we ignore the role that advantaged and powerful
institutions play in shaping health? What are the consequences of diversionary research,
for both advantaged and disadvantaged groups? We see white supremacy as a culprit that
creates, fosters, shapes, and perpetuates diversionary research.

1.8. Explicitly Naming White Supremacy in Immigrant Health Inequities Research

More strides have been made in bridging the sociology of race and critical race schol-
arship with migration studies (García 2017; Golash-Boza et al. 2019; Romero 2008; Sáenz
and Douglas 2015; Treitler 2015). White supremacy is explicitly named to expose how
assimilation perspectives support white supremacy by ignoring how immigrants are racial-
ized. Asad and Clair (2018) conceptualize racialized legal status (RLS), a social position

https://www.cdc.gov/healthequity/racism-disparities
https://www.nih.gov/ending-structural-racism/unite
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based on supposed race-neutral legal classifications, that disproportionately affects People
of Color, and provide a framework that demonstrates how RLS shapes health disparities.

More recent research suggests that understanding immigration as both socially deter-
mined and as a social determinant of health is vital (Castañeda et al. 2015). Immigration is
shaped by the social determinants of health in two ways. Firstly, social determinants (such
as poverty, persecution, wars, etc.) push people to migrate. Secondly, social determinants
affect the lives of immigrants as they settle into their new lives. Nevertheless, the extensive
immigration and health literature within the broader public health field has overwhelm-
ingly emphasized behavioral and cultural frameworks over structural frameworks (for an
excellent review, see: Castañeda et al. 2015).

1.9. Dominant Frameworks to Understand Immigrant Health

Behavioral frameworks focus on individual health behaviors (e.g., smoking, drinking,
and dietary habits) as the primary units of analysis. Consequently, theories and interven-
tions that focus on behavior change are proposed, and the onus is placed on the individual
(and, generally, on disadvantaged individuals) (Castañeda et al. 2015; Viruell-Fuentes et al.
2012). This perpetuates the deficit perspectives that place the onus on disadvantaged
groups and their presumed lack of responsibility, ability to be educated, and motivation
for making healthy choices. As such, this framework does not contextualize or address
the structural conditions impinging on immigrants’ lives (Castañeda et al. 2015). Similarly,
cultural frameworks make comparable erroneous conclusions about immigrant health.

Cultural frameworks are considered to be the second most common approach to
understanding immigration and health within the public health literature (Castañeda
et al. 2015). These works emphasize cultural practices, such as group traits, customs,
beliefs, traditions, and values. Cultural practices shape the individual behaviors that then
shape health (Castañeda et al. 2015; Viruell-Fuentes et al. 2012). This framework supports
research on the Latina/o/x Health Paradox which suggests that, while immigrant cultural
practices are championed and viewed as protective, they likely also lead to homogenizing
Latina/o/xs (Sáenz and Morales 2012).

The final framework that Castañeda et al. (2015) identify is a structural framework.
The structural framework acknowledges larger social factors and their impacts on health.
The scholarship exploring how ‘illegality’ and anti-immigrant policies shape health fall
under this framework. The structural framework also aligns closely to a social determinants
of health approach.

1.10. Diversions and Connections to Dominant Frameworks to Understand Immigrant Health

We argue that the behavioral and cultural frameworks align with our concept of
diversions, as they shape a narrative that places the onus on immigrants’ individual choices,
without considering structural factors, and without explicitly addressing how advantaged
or powerful institutions shape immigrant health. Perhaps it is not surprising that diversions
are prevalent in the immigrant health literature, given that this subfield builds on the
broader health inequalities research. However, the immigrant health literature has not
been examined systematically across the various stages of the knowledge production cycle.

2. Research Strategy

Data were derived using a systematic method to gather and analyze content from
multiple sources. We combined data that was part of a larger study with new data sources
to explore whether diversions appear in immigrant health research. More specifically, data
derived from (a) grants focusing on migration and health that have been funded through
the National Institutes of Health (NIH R01) during the 5 year period 2015–2019); (b) large-
scale and nationally representative datasets that are publicly available and that focus on
migration and health; (c) published articles that center on migration and health. Graduate
Research Fellows (GRFs) took the lead in data collection and analysis, with guidance from
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first and last authors. This study was exempt from institutional review board approval,
given that the analysis did not involve human subjects.

Adopting a qualitative content analysis approach, we analyzed the content of grants,
secondary datasets, and research articles, and engaged in an iterative coding process
to identify if diversions appeared across the knowledge production cycle, and if terms
and concepts such as white supremacy and intersectionality were explicitly named. We
specifically used two types of content analyses: directed and summative content analysis.
Directed content analysis takes a deductive approach in that the coding tool and the coding
categories are developed based on previous research or theory (Hsieh and Shannon 2005).
We used directed content analysis to examine whether diversions exist in immigrant health
studies, in grants, secondary datasets, and published research. Summative content analyses
involve documenting counts, frequencies, and comparisons, of keywords, terms, or content,
followed by the interpretation of the underlying context (Hsieh and Shannon 2005). We
used summative content analysis to examine if white supremacy and intersectionality were
explicitly mentioned, across all stages of the knowledge production cycle.

To explore our research questions, we turned to three categories of evidence at each
stage of the knowledge production process that served to guide the development of
our coding tools and coding process. First, we identified whether direct inequality-
generating actions of advantaged groups were represented. Second, we identified whether
indirect accounts appeared, by determining if disadvantaged groups described the inequality-
generating actions of advantaged groups. Third, we identified whether, instead of a focus
on advantaged groups, attention locates the problem in disadvantaged groups. Evidence
consistent with the diversions concept would show relatively little attention focused on
advantaged groups and relatively more attention directed to the characteristics and con-
ditions experienced by disadvantaged groups. This research strategy allowed us to find
evidence to investigate whether diversions occurred. If the evidence, across all stages of
the knowledge production cycle, reveals an underrepresentation of studies that focus on
advantaged groups, then we will know that diversions are prevalent. Before highlighting
the results, we first explain what we mean by two key terms: advantaged and disadvantaged.

By advantaged, we mean those that are socially privileged by their racial and economic
position within the United States’ social hierarchy. For example, white people are consid-
ered advantaged, racially. Economically, we refer to people with higher income and wealth.
Given that we are focusing on immigrant health research, advantaged people have US
citizenship and/or legal status. For example, those that have citizenship, speak English,
are white, and have higher income are considered the most advantaged. Individuals that
meet these criteria are considered socially advantaged and have favorable social, economic,
or political conditions. Moreover, they face fewer barriers to access health care, and do not
experience the same environmental and occupational health hazards as the disadvantaged.
Advantaged people will have more flexible resources of knowledge, money, power, and
prestige, and beneficial social connections that can help them garner health advantages
(Link and Phelan 1995; Phelan and Link 2015), than disadvantaged groups.

In contrast, by disadvantaged, we mean those that are socially underprivileged by their
racial and economic position within the United States racial hierarchy. For example, Black,
Indigenous, People of Color (BIPOC) that experience socio-economic disadvantage are
considered socially disadvantaged. We are also interested in shedding light on undocu-
mented immigrant populations, given that they are not able to reap the benefits of their
labor. Socially disadvantaged groups confront unfavorable social, economic, or political
conditions given their relative position in social hierarchies. People that make up this
category experience low levels of wealth, income, and education, low-wage employment,
and less political representation (Braveman et al. 2011). The health inequalities that these
groups confront are created by a variety of life experiences, such as environmental racism,
discrimination, language barriers, fears of the government and police, food deserts, poor
infrastructure, poverty, and much more. Furthermore, many individuals experience several
of these compounding disadvantages, leading to a society where the socio-economically
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advantaged continue to have more privileges and opportunities to improve their health
care and personal health.

3. Results
3.1. National Institute of Health R01 Research Grants 2015–2019

Using the NIH Research Portfolio Online Reporting Tools (RePORTER), that provides
“access to reports, data, and analyses of NIH research activities, including information
on NIH expenditures and the results of NIH-supported research,” we identified National
Institutes of Health (NIH) R01 equivalent grants, ranging from the fiscal year of 2015
to 2019. We searched for new and competing renewal project grants identified as R01
equivalents (DP2, R01, R23, R29, R37, RF1). The project grants were limited to immigrant
health search terms, required in one of the following: project title, project terms, or project
abstract. To extract grants related to immigrant health, the search for immigrant health
terms were two-fold. First, we searched eight status terms individually (undocumented,
unauthorized, illegal, citizenship, migrant, nativity, immigrant, and citizen), along with
three health terms (health disparities, health inequalities, health inequities) using the NIH
RePORTER platform. The second round of search terms consisted of the term “immigrant”
combined with variations on the word “health” (undocumented and health, unauthorized
and health, illegal and health, citizenship and health, migrant and health, nativity and
health, immigrant and health, or citizen and health) with disparities, inequalities, and in-
equities. The results from the two-fold search yielded 36 grants. After removing duplicates,
31 remained. To ensure the grants focused on researching immigrants and health, we read
the title, abstract, and the public health relevance statement, to determine if the studies
were motivated to understand immigrant health, and did not simply mention the search
terms. After examining each grant, and determining if the focus was on immigrant health,
17 grants remained for the final analysis in this paper.

3.2. Actions of Advantaged People

We examined whether any of the 17 grants concentrated directly on the actions of
advantaged people—based on race/ethnicity, socioeconomic status, nativity, legal status
(undocumented/documented status)—to determine whether any aspect of their behavior
was considered as a possible contributor to health inequalities. Analyzing the content
from the title, abstract, and public health relevance statement, we found one grant that
focused on the actions of advantaged people. This grant focused on the effects that state
policies have had on immigrants’ access to health care. Furthermore, to understand if
the grants focused on studying how the actions of advantaged people affect immigrant
health, we coded to identify if any of the following terms were mentioned: colonialism,
white supremacy, intersectionality, white racism, structural racism, settler colonialism,
neoliberalism, and imperialism. These terms were not found in any of the 17 grants
we identified.

3.3. Reports from Disadvantaged People That Reflect on the Behavior of Advantaged People

The grants were analyzed for terms that might be creating health inequalities in immi-
grant communities, such as family separation, deportation, stigma, exploitation, disrespect,
harassment, and discrimination. We found that five of the 17 grants discussed the follow-
ing: one family separation, one exploitation, one harassment, and three discrimination.
One of the five grants discussed both family separation and discrimination. For grants that
mentioned discrimination, we further searched if these terms were discussed in the aims of
the grant. Based on the three grants that mentioned discrimination in the title, abstract, or
health relevance statement, only one grant discussed discrimination in the project’s aims.
This study focused on understanding if discrimination, along with psychological factors,
were related to Type 2 diabetes.
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3.4. Concepts and Conditions That Locate the Problem in Disadvantaged Groups

To further understand the discussion of health inequities amongst immigrant groups,
we coded for the same two concepts and conditions that were coded in a previous health
inequalities diversions study (Link and García 2021). The two concepts coded in the
grants were (1) health behaviors and (2) biomarkers/genetics/epigenetic factors. Discus-
sions of health behaviors were found in 16 of the 17 grants. The grants discussed social
networks/support, immigrant, cultural, and linguistic factors, coping, acculturation, sub-
stance abuse/dependence, and social isolation. The analysis of biomarkers, genetics, and
epigenetics was not as common as behaviors, but they were mentioned in seven of the
17 grants, through discussions of biomarkers, blood/urine samples, inflammation, blood
pressure, and biospecimens.

To summarize, we found one grant that focused on the actions of the advantaged
(policies on immigrants’ access to health care). There was no mention of white supremacy,
colonialism, white racism, structural racism, settler colonialism, neoliberalism, or impe-
rialism; all terms which address the conditions that immigrants confront and that have
health implications. Our coding also explored if the term intersectionality was explicitly
mentioned; however, we did not find any grants that did so. In identifying whether the
reports from disadvantaged people reflect the behavior of advantaged groups, we found
that only five of the 17 grants did so, and that only one included discrimination as a primary
aim. Given that 16 of the 17 grants mentioned concepts and conditions that locate the
problem in disadvantaged groups, such as through health behaviors, cultural practices, or
acculturation, provides evidence of diversions occurring.

3.5. Major Health Datasets Publicly Available for Secondary Analysis

We identified large, publicly available, nationally representative studies that focus
on migrant health. To do this, we (1) did a broad search to find publicly available sec-
ondary datasets, including through the Inter-university Consortium for Political and Social
Research (ICPSR), with keywords such as migrant health, immigration health, and foreign-
born health, and (2) searched through the 14 research articles included in this study to
examine the datasets that were used in those studies. Our inclusion criteria included
datasets that were longitudinal studies with multiple waves of data collection, or studies
that involved multiple cross-sectional assessments conducted in the US. We found a total
of 11 datasets, although four were excluded because data collection occurred only once.

We analyzed seven datasets; four longitudinal and three cross-sectional datasets. The
longitudinal datasets we examined were (1) the National Institutes of Health’s Hispanic
Community Health Study/Study of Latinos (HCHS/SOL); (2) the New Immigrant Survey
(NIS); (3) the Mexican Family Life Survey (MxFLS); (4) The National Longitudinal Study
of Adolescent to Adult Health (ADD Health). The multiple cross-sectional studies we
examined were the (1) National Health Interview Survey (NHIS); (2) Mexican Migration
Project (MMP); (3) National Health and Nutrition Examination Survey (NHANES).

From the seven datasets, four datasets (SOL, NIS, MMP, MxFLS) focused on migrant
health, and three were national health datasets with migrant populations included (ADD
Health, NHANES, NHIS). The four additional datasets that were excluded from our sample
are one-time cross-sectional studies that focus primarily on migrant health. These are the
(1) National Latino and Asian American Study (NLAAS); (2) National Survey of American
Life (NSAL); (3) National Latino Health and Immigration Survey (NLHIS); (4) American
Health Values Survey (AHVS). For each dataset in our sample, we examined the content
from the survey instruments and protocols, including the codebooks for each study.

3.6. Actions of the Advantaged

None of the datasets had a theme focusing on the health inequality generating actions
of advantaged people. There were no questions that focused on immigration policy impacts,
the behavior of government officials that affect health, the behavioral intentions regarding
wanting to keep migrants out of neighborhoods, schools, and jobs, and no measures on the
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implicit biases toward migrant communities. The term white supremacy did not emerge
among the databases used. There were no questions that focused on US imperialism,
neoliberal policies, or settler-colonialism; all conditions that push people to migrate to new
countries (Speed 2019).

3.7. Reports from Disadvantaged People That Reflect on the Behavior of Advantaged People

Within the seven major databases reviewed, there was no inclusion of measures of
discrimination related to class or racial discrimination, or being perceived as undocumented
or an immigrant (see Supplemental Table S1). These datasets did not include measures
of microaggressions, ethnic pride, racial socialization, or implicit bias. The government-
sponsored repeat cross-sectional studies (NHIS, MMP, NHANES) were particularly sparse
in their coverage of discrimination. The range in their minimal coverage was from none
(NHANES) to the MMP that included one question on mistreatment as a migrant in the
US. The NHIS lies in between, where it included sponsored supplements over the past
20 years, in which one out of the 169 questions was about health care providers (related to
cultural competency).

The longitudinal studies that we reviewed produced similar results. The SOL study
includes two questions on perceived discrimination. The ADD Health study includes one
single item from Williams’ Everyday Discrimination Measure in Wave 4 (2008), 14 years
after the study began, and added four more items from Williams’ Everyday Discrimina-
tion Measure in Wave 5. However, these additional items did not explicitly ask if the
discrimination was based on undocumented status, presumed undocumented status, class,
or racial background. The MxFLS and NIS do not focus on questions of discrimination.
Overall, none of these studies include measures that specifically address the exploitation
or racism that migrants in the US might experience, despite the various studies that have
noted the importance of discrimination and anti-immigration policies on health. Only the
MMP includes one question about treatment as a migrant worker in the US. However, this
question does not capture who is doing the mistreatment, who is discriminating, or who is
the perpetrator(s).

3.8. Concepts and Conditions That Locate the Problem in Disadvantaged Groups

All of the studies focused on self-reported health behaviors, traits, and biomarkers
(see Supplemental Table S1). For example, health behaviors included smoking, drinking,
exercise, sleep quality, diet, and personality traits, such as cognitive skills. All of the studies
included health behaviors, and four out of the seven included biomarkers. The focus on
concepts and conditions that locate the problem in disadvantaged groups redirects the
attention away from advantaged groups and, thus, provides evidence of diversions.

To summarize, none of the datasets focused on the actions of the advantaged. The term
white supremacy was not identified in any of the datasets. We did not find intersectionality
explicitly mentioned in the datasets. In identifying whether the reports from disadvan-
taged people reflect the behavior of advantaged groups, we found no discrimination
measures related to class and racial discrimination, or being perceived as undocumented
or an immigrant. The MMP had one question on mistreatment as a migrant in the US,
although questions that capture who is discriminating are not included. The NHIS asked
one question, over the past 20 years, about respect by health care providers. All of the
studies focused on health behaviors, traits, and biomarkers, and locate the problem in
disadvantaged groups. These findings indicate a rerouting of the inequality-generating
actions of the advantaged, which is indicative of diversions.

3.9. Health Inequalities Empirical Research Published in Three Major Journals 2014–2019

Immigrant health-related articles were chosen from a large sample of 324 articles,
derived from three major journals (American Journal of Public Health, Journal of Health
and Social Behavior, and Social Science and Medicine—Population Health), given their strong
emphasis on health inequalities. We used a systematic literature review methodology to
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identify US-focused empirical articles, published from 1 January 2014 to 30 June 2019, that
mentioned the following terms: health disparities, health inequalities, or health inequities.
For this paper, we used articles from this larger study to identify the articles focusing on
immigrant health.

The eligibility criteria included articles that: (a) mention one or more of the following
keywords and/or their inflections: immigrant, migrant, or foreign; (b) focused on the
United States. This reduced our sample to 34 articles. Next, these 34 articles were reviewed
independently, as to whether the article addressed immigrant health disparities as the focus
of the paper. To identify this, three Graduate Research Fellows skimmed the 34 articles to
assess whether the topic of study was driven by an immigration focus, or whether it was
merely tangentially mentioned. This process yielded 14 articles that focused on immigrant
health inequalities and were, thus, used for the analysis.

After identifying these 14 articles, the GRFs coded the articles utilizing the following
open- and closed-ended criteria: (1) explanatory focus on disadvantaged populations (does
the article use aspects of the disadvantaged/unprivileged groups to explain why health
disparities exist? For example, Traits, Behaviors, Attitudes, Genes, Biomarkers, Cultural
Orientation, Resilience, or Conditions of Neighborhood); (2) explanatory focus on advantaged
populations (does the article use aspects of the advantaged/privileged groups to explain
why health disparities exist? For example, Traits, Behaviors, Attitudes, Genes, Biomarkers,
Cultural Orientation, Resilience, or Conditions of Neighborhood); (3) advantaged groups
involved in creating inequalities (does the article mention whether advantaged groups may
be involved in creating inequalities in health, between advantaged and disadvantaged
groups?); (4) measurement of discrimination (does the article include an explicit measure of
discrimination? For example, Major Experiences, Everyday Discrimination, Heightened
Vigilance, Micro-aggressions, Perpetration of Discrimination, Implicit Bias, or Anticipatory
Discrimination); (5) naming oppression (does the article explicitly mention: racism, systemic
racism, institutionalized racism, white racism, white supremacy, colonialism, exploitation,
or domination?); (6) structural inequities (does the article specify the structural inequities,
or the systemic disadvantage, of one social group compared to other groups with whom
they coexist (such as redlining, mass incarceration, the prison–industrial complex, and the
immigration–industrial complex), and how they lead to health inequities?); (7) structural
systems (does the article explain that health disparities exist because of larger systems or
institutions?); (8) intersectionality (does the article explicitly name or reference intersection-
ality?). In addition to these criteria, coders were also instructed to write notes on anything
that stood out in the articles related to diversions.

Using the coding criteria, the coders read and coded five articles each week, for a total
of three weeks. After individually coding each article, the three coders met weekly for one
and a half hours to discuss their coding and settle any disagreements. While disagreement
was not common, when it did emerge, the coders talked about the disagreement and
referenced the article until a consensus was reached.

3.10. Actions of the Advantaged

Our findings indicate that four articles focused on the advantaged populations to
explain why health inequalities exist (Wallace et al. 2019; Martínez et al. 2018; Rodriguez
2019; Minkler et al. 2014, see Supplemental Table S2). First, the citizenship of advantaged
people functions as a source that contributes to creating health inequalities. For example,
Wallace et al. (2019) proposed that state policies create space for health inequalities among
undocumented and documented immigrants, because advantaged people are granted
more resources than undocumented immigrants. Wallace et al. (2019) also highlight
that undocumented immigrants are more likely to be racially profiled, which can create
stressors. In addition, they describe that various political institutions create environments
that disadvantage undocumented immigrants. They describe five distinct state policy
domains: “health and welfare benefits, higher education, labor and employment, driver’s
licenses and IDs, and immigration enforcement” (p. 2).
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Similarly, to Wallace et al. (2019), Martínez et al. (2018) focused on using aspects of the
advantaged to explain why health inequalities exist. More specifically, Martínez et al. (2018)
proposed that the implementation of immigration enforcement policies (IEP) generates
health inequities for undocumented immigrants via their persecution. They explain that
IEP creates fear and mistrust among immigrant communities, particularly Latinos, which
results in “Latino and Mexican-origin families to evade services from government agencies,
despite their children qualifying for them” (p. 189). Additionally, Martínez et al. (2018)
highlight that IEP are part of institutionally racist systems. In explaining health disparities,
Rodriguez (2019) spotlights various political and historical events that have driven health
outcomes, such as the Jim Crow era and the Civil Rights Movement. This puts some of the
accountability for poor infant mortality rates on political institutions. Minkler et al. (2014)
avoid diversions by including employers and wage theft as issues contributing to health
inequalities. For more details on these exemplar articles, see Supplementary Table S2.

3.11. Reports from Disadvantaged People That Reflect on the Behavior of Advantaged People

None of the 14 articles included a measure of discrimination in their assessment of
health inequalities. Ten of the 14 articles analyzed focused on the disadvantaged when
explaining health inequalities. Among these 10, some still mentioned some forms of
structural barriers, but failed to make connections from this to a greater explanation of
immigrant health inequalities. For example, one article (Landale et al. 2015) explains the
health inequalities between children of immigrants with varying legal status. However,
the focus is on the parents’ undocumented status as a major factor in determining the
children’s health outcomes. This approach places the responsibility of the disparity on the
undocumented parents, and does not go far enough in explaining the advantaged role in
creating the conditions for citizenship status, as a determinant of children’s health. An
exemplary quote from this article states that: “Mexican-origin youth with undocumented
mothers have significantly higher levels of internalizing and externalizing behavior prob-
lems than their co-ethnic counterparts with documented or naturalized citizen mothers.
Thus, treating Mexican children with immigrant parents as a single undifferentiated group
masks important differences in outcomes by parental legal status.” While it is important to
emphasize the varying differences within immigrant groups, it is crucial to acknowledge
why undocumented status is detrimental to these children (i.e., limited access to health
care, poor health care treatment, discrimination, fear of deportation). Advantaged groups
enforce the conditions created for undocumented immigrants in the United States.

3.12. Concepts and Conditions That Locate the Problem in Disadvantaged Groups

Although some articles focused on the advantaged to explain health inequalities, most
of the articles used an explanatory focus on disadvantaged populations to explain them.
For example, several of the articles, and two in particular (Warner and Swisher 2015;
Gany et al. 2015), named aspects of oppression and/or structural barriers, but ultimately
focused on the disadvantaged in their explanations. Ten articles explain health disparities
by focusing on the disadvantaged. Four articles, however, focused on the advantaged (see
Supplementary Table S2). While there were only four that ultimately explained health
inequalities by focusing on the actions of the advantaged, several other articles do mention
forms of oppression and/or structural barriers. Generally, there is overlap between articles
that focused on the advantaged in explaining why health inequalities exist, and in naming
the advantaged as the creators of the inequalities, oppression, structural inequalities, and
structural systems. Of the 14 articles analyzed, none included the terms white supremacy,
systemic racism, white racism, or domination. One article (Warner and Swisher 2015)
included the term intersectionality; however, it ultimately shifted its focus to the behaviors
of the disadvantaged.

The overwhelming lack of grants, datasets, and articles that focus on the advantaged
directly, or by asking disadvantaged groups about the discrimination or exploitation they
have experienced (targeting the inequality-generating actions of the advantaged indirectly),
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and an overemphasis on the conditions that locate the problem in disadvantaged groups,
are indicative that diversions are prevalent. The lack of related terms, such as white
supremacy, mentioned is also problematic. Across the knowledge production cycle, we
found that zero grants, datasets, and articles mentioned the term white supremacy. One
article mentioned the term intersectionality. We argue that this provides evidence that
diversions are occurring across the knowledge production cycle.

4. Discussion

Throughout this paper, we have argued that diversions capture a shifting away of the
inequality-generating actions of advantaged groups toward the conditions of disadvan-
taged people. This paper stems from a larger research project on health inequalities and
diversions. Motivated by how immigration policies, deportation threats, systemic racism,
and other structural factors shape the health and lives of immigrants and their families,
coupled with the current pandemic ravaging BIPOC communities, we sought to identify
whether diversions were common, and if white supremacy and intersectionality were
explicitly mentioned in grants, datasets, and published articles. We provided historical and
contemporary examples of medicalized nativism to reveal the detrimental consequences of
diversionary logic. Using various stages of the knowledge production cycle, grants (17),
large-scale datasets (7), and published research articles (14), we exposed diversions and
white supremacy. We found an overwhelming lack of grants, datasets, and articles that
focus on the advantaged directly, or by asking disadvantaged groups about discrimination
or exploitation they have experienced (targeting the inequality-generating actions of the
advantaged indirectly), and an overemphasis on conditions that locate the problem in
disadvantaged groups. Our findings expose how pervasive diversions are, and depict the
hesitancy of explicitly naming white supremacy and intersectionality across all stages of
the knowledge production cycle.

4.1. Diversions and White Supremacy

We argue that white supremacy helps create, produce, and reproduce diversions.
We ask: where does the hesitancy of explicitly naming white supremacy in immigrant
health studies come from? The lack of even mentioning white supremacy, or even systemic
racism, blurs the power structures dictating the potential solutions proposed for addressing
immigrant health inequities, without holding those in power accountable. Ultimately, this
limits radical transformation within, and outside, health institutions, and continues the
cycles of exacerbating inequities, as COVID-19 has laid bare.

While few studies acknowledge whiteness and white privilege in examining whites’
health, we argue that more studies should bring to the fore the role white supremacy
plays in understanding its effects on people’s health, the ways in which white supremacy
seeps into social institutions and impacts everyday interactions, shaping access to, and the
quality of, health care. It is critical to acknowledge white supremacy’s role in structuring
all social institutions, including immigration and health systems, as well as the role that
advantaged groups play in contributing to health inequities. Perhaps some of the hesitation
with explicitly using the term white supremacy is due to whites’ fragility in acknowledging
how they benefit from whiteness.

In the words of Mills (2003): “Since official segregation and explicit political exclusion
of this sort no longer exist in the United States, the term has now disappeared from
mainstream white American discourse. If it is employed at all, it is only to refer to the
unhappy past or, in the purely ideological and attitudinal sense, to the beliefs of radical
white-separatist groups (i.e., as white supremacists). That in important ways the United
States could still be white supremacist would, of course, be rejected out of hand.” (p. 36).
White supremacy, he argues, must be conceptualized in much broader terms, beyond
the narrowly juridical way. White supremacy requires a deeper understanding of how
domination and race connects to structural and individual violence, and exploitation,
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is needed. Critical race scholar Ansley (1989) developed two possible models of white
supremacy, including a “class” and a “race” model. In Ansley’s words:

“By “white supremacy” I do not mean to allude only to the self-conscious racism
of white supremacist hate groups. I refer instead to a political, economic and
cultural system in which whites overwhelmingly control power and material
resources, conscious and unconscious ideas of white superiority and entitlement
are widespread, and relations of white dominance and non-white subordina-
tion are daily reenacted across a broad array of institutions and social settings.”
(p. 1024)

Framing white supremacy as a system of dominance that is deeply ingrained in all
social institutions, with historical roots that continue to be felt, reenacted, and reinvented
in newer (often hidden) ways is important to recognize. White supremacy, with its deep
roots from colonial conquest, genocide, and imperialism, must be exposed in the health
inequalities research and the immigrant health literature. We argue that white supremacy
helps sustain diversions throughout the knowledge production cycle. These findings leads
us to ask: How can we create antidiversionary research? Incorporating a social determi-
nants of health and intersectionality framework to immigrant health studies provides an
avenue toward antidiversionary research. A social determinants of health framework, one
that highlights how upstream social determinants of health (e.g., economic and political
structures, social and physical environments) shape the pathways that lead to immigrant
health inequities is desperately needed (Castañeda et al. 2015; Wallace et al. 2019). However,
Navarro (2009) reminds us of the importance of casting light on the power relations that
shape the social determinants of health, even among studies that aim to elucidating the
social determinants of health. Adopting an intersectional approach toward understand-
ing the social determinants of health allows researchers to shine a direct light on power
relations (Hankivsky and Christoffersen 2008; López and Gadsden 2016).

4.2. Intersectionality and Immigrant Health: Toward Antidiversionary Research

Viruell-Fuentes (2007, 2011) and Viruell-Fuentes et al. (2012) pioneering work has
shaped immigrant health research in significant ways. Her work is an example of antidiver-
sionary research, as she identified the problems associated with the individual behavioral
and cultural frameworks that are commonly used to study immigrant health. Encouraging
immigrant health scholars to embrace an intersectional lens, Viruell-Fuentes et al. (2012)
argued that:

“ . . . intersectionality theory can serve as a guiding framework in shifting the
focus away from individual-level conceptualizations of culture in immigrant
health research, to structural examinations that take into account the power
dimensions of race, class, gender, and immigrant status hierarchies and how
these shape inequities.” (p. 2100)

An intersectionality approach to immigrant health inequities is necessary in order
to move away from diversionary research. Black activists and scholars first developed
intersectionality to illustrate how Black women endured oppression, due to both their race
and gender social positions, and, thus, argued that these two social positions should not
be treated separately (Crenshaw 1989, 1991; Combahee River Collective 1983). Sociologist
Patricia Hill Collins (2015) views intersectionality as an analytical strategy in illustrating
how social categories, such as race, class, gender, and sexuality, are mutually constructed
and shaped by intersecting systems of power that produce social formations of complex
social inequities. Intersectionality provides a strong analytical tool for understanding
health inequalities beyond racial, ethnic, and socioeconomic social positions by addressing
multiple layers of privilege and disadvantage (Gkiouleka et al. 2018; Hankivsky and
Christoffersen 2008; López and Gadsden 2016). What links diversions with intersectionality
is the attention to systems of power (e.g., white supremacy, nativism), and how they may
be producing health inequities.
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4.3. Limitations

Although insightful, our findings have several limitations. First, in our selections of
NIH R01 grants, we decided to focus on grants in the past 5 years, and not on all grants
funded. Additionally, although we examined major publicly available longitudinal and
multiple cross-sectional datasets that are used as secondary data sources, we excluded
cross-sectional studies that took place once. The research articles were selected from a
larger study focused on diversions and health inequalities. This study yielded 324 articles
from three prominent health journals. From the 324 articles, we identified research focused
on migration and health, and after ensuring all inclusion criteria were met, we were left
with 14 articles to analyze for this paper. A limitation is that the articles derive from the
324 articles available. Yet, the low number of results from both the larger study to the
14 articles we analyzed in this paper demonstrates how immigrant health research deserves
more attention.

4.4. Future Research

Future research should explore if diversions or diversionary logic appear in other
social domains beyond health inequalities and immigrant health inequities. For example,
how is the recent attack on Critical Race Theory framed as diversionary? How do uni-
versities perpetuate diversions when faculty of color, queer, or other minoritized faculty
are pushed out of their workplaces? How do policy makers use diversions in promoting
voter suppression? How do policy makers advocate for policies aimed to constrain the
spread of COVID-19 (including mask and vaccine mandates) using diversionary logic?
How do diversions shape the policies aimed to confront the inequities that are rampant in
sentencing, punishment, and deportations? These are just a small number of examples of
future research that will show how diversions extend into other social domains.

Engaging in studies that highlight structural inequities, and the way advantaged
groups and institutions shape social inequities, aligns with an antidiversionary approach.
Using an intersectionality lens for understanding the social determinants of health aligns
with antidiversionary research. Other examples of antidiversionary research can be seen in
research that critiques the biomedical approaches to obesity. To challenge the biomedical
constructions of obesity, Fat Studies emerged as an interdisciplinary and radical field
that problematizes the dominant discourses of obesity (Cooper 2010; Levy-Navarro 2009).
Reclaiming the term “fat” to remove stigma, and rejecting the medicalized term of obesity,
Fat Studies scholars show how obesity is gendered, politicized, and economically motivated
(Levy-Navarro 2009). Fat Studies scholars argue that a biomedical approach to obesity
emphasizes individual health behaviors, lifestyle choices, diets, and the promotion of
physical activity, without any recognition of how structural factors shape individuals and
their health (Syed 2019). Finally, combining a feminist political economy lens with a focus
on health inequalities for women has led to the creation of a new concept—the feminist
political economy of health—a concept that also aligns with antidiversionary research. This
concept sheds light on how women confront health inequities due to their social, economic,
political, and cultural conditions (Doyal 1995; Syed 2021).

Strides are being made, as ethnic studies, feminist studies, indigenous studies, and
other critical race scholars in mainstream disciplines, encourage the need to dismantle
the white logic and white methods we learn through our research training (Zuberi and
Bonilla-Silva 2008), and that are reproduced in the publishing enterprise and peer review
process (Buggs et al. 2020). Engaging in what Rodríguez-Muñiz (2015) has described as a
cultural diagnostics approach to identifying ontological myopias (the taken-for-granted
assumptions that shape the research questions we ask and the overall research topics we
choose) encourages the need for reflexive and critical research. Disrupting such research
training allows us to dismantle Eurocentric research methods by turning the gaze toward
the powerful, equipping us with ways of conducting anti-oppressive (Strega and Brown
2015) and antidiversionary research. Indeed, social science research methods would benefit
from the use of Chicanx feminist methods (Hurtado 2020; Sandoval 2013), critical race
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methods (Twine and Warren 2000; Decuir-Gunby et al. 2018), indigenous and decolonial
methods (Smith 2012b; Darder 2019), and intersectional methods (Abrams et al. 2020; Misra
et al. 2021), that align with adopting antidiversionary approaches to research.

5. Conclusions

We conclude by asking how naming diversions can help us redirect research questions,
research funding announcements, and the development of new measures, scales, and
surveys that capture the inequality-generating behaviors of advantaged groups and institu-
tions, leading to future datasets. We strongly believe that naming diversions will provide
researchers with an opportunity to critically reflect on the way we design research studies.
The naming of diversions also demonstrates the importance of interdisciplinary research
that welcomes different epistemological and methodological approaches in studying immi-
grant health. For example, health researchers can engage with the migration, critical race
theory, feminist political economy of health, intersectionality, and postcolonial scholarship
to better identify inequality-generating mechanisms, and the role that advantaged groups
and institutions play in shaping health inequities. Health researchers can also learn from
the humanists, such as historians, to understand the history of immigration, science, and
medicine, to learn how our past shapes the present time. Doing so may even provide
insight into what future theoretical and methodological debates we may anticipate.

The CDC and the NIH’s commitment to confronting racism, and its deleterious pub-
lic health impacts, is an important first step. Yet, it remains extremely concerning and
problematic that the CDC continues to implement Title 42, making its commitment to
confronting racism questionable. Similarly, the lack of immigrant health studies across all
stages of the knowledge production cycle mentioning white supremacy is also concern-
ing. We sincerely hope that we, as academics, are able to use our skillset, training, and
resources toward designing antidiversionary research with a goal of positively affecting
the wider community.
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