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Preface 
I am a current undergraduate student, in my senior year, at the University of California, 

Santa Cruz. Originally, born in San Jose, CA, I have some familiarity with the bay area in my 

life and was raised most of my life in the Central Valley, specifically in Modesto, CA. I come 

from a tight-knit Mexican-American family. I have strong ties to Mexico, the land that gave birth 

to my parents and where many of my relatives still live. This is why I have been exposed to the 

way of life in Mexico, and I have a deep respect and love for learning more about my culture and 

other Hispanic/ Latinx cultures. I have always been aware of this main part of my who I am, 

which is why I acknowledge that serving Latinos as their healthcare provider through the 

language and cultural sensitivity I can provide, seemed to be my only goal and incentive for 

becoming a doctor. Through much analysis, especially now in my multiple years in college I saw 

how transnational perspectives overall and regarding health was a major storyline in my life, and 

my desire to become a physician becoming more substantial with every course I take at UCSC, 

and with every life experience, and my purpose for writing this expanded LALS 175 paper. 

My parents, who came from Mexico to the United States, without help or a college 

education, have sought to provide the opportunities that they never had to my siblings and I, and 

number one has always been education. When my older sister became the first to attend 

university, she became another role model for me to further my education. She was the first in 

our family to receive a degree, and she motivated me to dream big. Therefore, when I learned 

that we, as first generation college students, are underrepresented in majors such as STEM, and 

as I watched on the news other first generation college students, like myself, that were 

Underrepresented in medicine become doctors, these became my earliest incentives to 

become a doctor. 

As, I have expanded my knowledge at UC Santa Cruz, my decision to choose the Human 
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Biology major, continues my motivation in the direction that I am going as a premed student. 

The combination of anatomy, and the opportunities available only to this major, such as the 

Medical Spanish course, furthers my passion for science. My love for learning about Latin 

American cultures furthers my understanding of healthcare, in terms of minorities, and social 

determinants of health. I believe my desire to become a physician is reinforced every day with 

my decision to double major in Human Biology and Latin American and Latino studies. The full 

scope of how history and movements affect health have inspired me to research articles online 

about minority health and integrates my interdisciplinary education in the open care I plan to 

provide for all patients, with an emphasis on the underserved. These goals are further motivated 

by my experiences at the UCLA SMDEP program, after my second year at UCSC, it is an 

enrichment program to increase minority professionals in health fields, where I first volunteered 

at a health fair, and fueled my health fair focus combined with the Binational Health Week. 

The area in UC Santa Cruz that has significantly changed me is the residential area of 

Oakes College. I have connected my residence at Oakes to my desire to become a physician and 

for health care to no longer be a commodity, but to be accessible for all, regardless of various 

factors. These factors I have learned about can range from race, beliefs, socioeconomic status, to 

sexuality and the combination of all. This is what I now believe makes up diversity, and is vital 

to be appreciated in both patients and healthcare providers. I find that the best way to begin is by 

having an open mind, and listening to the diverse opinions on any topic fully without 

interruption, which is a daily thought I have adopted from the Oakes course, Communicating 

Diversity for a Just Society. Inclusivity, critical analysis of the language used to address anyone 

has become important to me as well through this course, and in the context of treating a patient, 
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because I now feel strongly about providing a fully inclusive treatment, from the language, to the 

medicine prescribed. This is very much seen in health fairs, and Binational Health Week. 

In terms of transnational health perspectives, I did not make this realization until recently 

at UCSC, taking LALS courses (Latin American & Latino Studies) where I learned many 

theories, histories, and concepts that related to my life. It was in this course in particular, in fall 

quarter of 2016 that I learned about Binational Health Week, and that I analyzed health in my life 

and in other marginalized groups was LALS 175, Migration, Gender, and Health. I grew up with 

a transnational, or binational centered childhood, growing up with going back and coming back 

with medicines in our suitcases. I remember learning that these names were the generic names 

for name brand expensive us medicines, requesting them to be sent for with our tios (aunts & 

uncles) nearby in the Central Valley that were traveling to Mexico that month and picking them 

up when they came back from the airport, and or at their house visiting when they got back so we 

could go get them at their house always turning into a café con pan (coffee and bread) ordeal, or 

when they traveled by car there, they came back with many things. My mom knowing so much 

about medicines, came from her being very aware, and from my tia (aunt) in Mexico, is the 

connection that worked many years at a small rural clinic at the IMSS (the Mexican Social 

Security Institute that assists in public health and operates under the Secretary of Health). As 

years passed, I began to notice more that my parents would discuss, and did go back to Mexico 

to receive health care and exams, dental care, and more, because they said it was cheaper, and 

they got a visit all at once. The connections with my tia of course did provide much cheaper 

visits, and my parents were able to maintain a health insurance plan there that my tia managed 

for them at times and still does currently. 
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Therefore, my purpose for writing this expanded paper is to further my knowledge about 

this topic, it intertwines with many of my life experiences and passion towards why I plan on 

becoming a physician, and overall there are many factors to understand and improve care, and 

the health interactions, access, and outcomes of people, specifically for marginalized groups 

further marginalized in anything related to health.  

Introduction 

The health care provided to those in marginalized groups often is insensitive and along with 

structural barriers, practitioners’ stereotypes or lack of knowledge about patients’ full needs may 

increase the barriers to accessing health care. Those members of marginalized groups ⎯ based 

on race, gender, sexuality, poverty, migration, and more ⎯ and those who have multiple 

vulnerabilities (such as Latinos/as/xs, women, LGBTQ+, indigenous migrants, etc.) may have 

negative encounters with health care practitioners, leading them to access health care 

transnationally.  

 This is a significant case to study because the particular perceptions of their patients by 

health providers ultimately can affect the quality of care given to patients, can cause 

misdiagnoses, interactions with stereotypes, treatment of only symptoms and not the overall 

cause of a patient’s concern as a whole, mistrust in providers, etc. Thus, the health of a large 

group of marginalized individuals remain at risk, furthering and aggregating to the cycle of 

structural factors that already affect these individuals because they cannot participate in this 

overarching system, making it exclusionary. This can also lead to the accessing of health care 

transnationally, as an alternative and contestation to Western medicine, leading to a research 

question to be addressed here: why and how do marginalized groups access health care 

transnationally?  
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Cultural sensitivity/ competency is a term that is used in the literature and by many health 

care providers working with marginalized groups. Scholars use either cultural competency or 

sensitivity for similar processes. However, cultural competency involves generally skills that can 

be obtained through training. Cultural sensitivity on the other hand is generally an approach in 

which the practitioner understands the importance of cultural values and norms and attempts to 

take patients’ views, beliefs and practices into consideration. As someone who plans to be a 

future health care practitioner, I work towards deepening an understanding and practice of 

cultural sensitivity for my future patients and in this paper.  

By analyzing cultural sensitivity/ competency, further depth can be added to the first 

research question as: how do marginalized groups experience cultural sensitivity with healthcare 

providers transnationally or in spaces that provide a transnational perspective?  

The reasons for these variations in patient-provider interaction include multiple complex 

factors related to factors that specifically affect these groups. Provider-patient interactions are 

shaped by the structural considerations of particular types of patients. Providers are more likely 

to interact in certain ways with particular kinds of patients- Latinx, women, lesbians, indigenous 

migrants, etc. A sub-research question for this paper is: how can cultural sensitivity be increased 

by health care providers to better serve their patients from marginalized groups?  

This expanded research paper will analyze the purpose of providing an in-depth 

understanding of these likely interactions and how marginalized groups may approach and act on 

this by accessing care transnationally, and the initiative known as Binational Health Week. The 

research and analysis will be based on a literature review and ethnographic research conducted 

through the attendance of a few Binational Health Week events in the Bay Area and Central 

Valley area, and through four dimensions. 
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The four main dimensions to be discussed and analyzed in this paper to answer the 

research questions, includes the various barriers for accessing health care and subsequent health 

outcomes for Latinx migrants, the clinical gaze, the definitions of cultural sensitivity/cultural 

competency and how this care is enacted, with a focus on how the Binational Health Week 

initiative addresses the barriers to care. The utilization of the most recent archive on the 

Binational Health Week website will provide history and most recent results along with other 

literature, and the ethnographic experiences through participant observation of the 2017 BHW 

events including health fairs. I argue that the multiple barriers to accessing health care lead in 

marginalized groups to seek health care elsewhere, as an alternative and contestation to Western 

medicine.  

Literature Review 

Access to healthcare & health outcomes 

There are multiple macro and micro barriers and factors affecting access to healthcare 

and health outcomes that specifically affect the marginalized groups discussed in this research 

paper. Analyzed by Betancourt and colleagues (2003), broadly, factors that affect health 

outcomes, include three types of socio cultural barriers: organizational barriers (that is, health 

care systems and the leadership that designs them), structural barriers (obtaining health care from 

systems that are complex, underfunded, lack of interpreter services and Spanish speaking 

physicians), clinical barriers (interactions between health care providers and the patient or 

family) (295-297). These barriers do not encompass all barriers that affect marginalized groups 

access to care and their health outcomes.  

Chavez and colleagues (1995), although focused on breast and cervical cancer, 

establishes a list more specific and comprehensive for the purpose of this paper, its research 
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questions, and the argument. They suggest the way in which barriers can lead to accessing care 

binationally, and further, the significance of marginalized groups, such as Latinas, consequently 

having worsened health conditions: “Latinas, however, often face obstacles to care, such as lack 

of medical insurance, low incomes, language differences, and lack of knowledge about available 

services…As a result of such obstacles, Latinas may delay seeking care for a breast problem, 

which in turn leads to poor outcomes, including large tumors at diagnosis, high rates of multiple 

primary breast cancer, and relatively high mortality rates” (42). Chavez and colleagues (2001) 

add, “Latinas also discussed the obstacles to medical care, placing the blame not on the 

individual but on the structure of health care delivery… need to work, child care problems…etc.” 

(1118).  

Furthermore, findings of access to care in the United States as problematic was seen 

through a higher number of Mexican and Salvadoran immigrants not having regular physicians 

or clinics and lacking medical insurance when compared to Chicanas and Anglo women, when 

women of similar working class backgrounds were interviewed (Chavez 1995: 46). This shows 

that access to health care can include barriers that are divided even further among marginalized 

and cultural groups. Such as Ku and Jewers (2013: 11) mention of legal status, which can cause 

concern for unauthorized migrants to be in a public facility where exposure of their status may 

increase risk of deportation. They suggest how some marginalized groups may access health care 

more freely, without fear of deportation, and some may not. Further, the fact that Chavez (1995) 

points out getting care binationally in Mexico is more accessible due to varying undocumented 

immigration status, and there is more ease of comfort in receiving care in Mexico as Mexicans, 

this results in more recent medical checkups for the Mexican than Salvadoran women in this 

study, demonstrating a deeper barrier to the macro barriers discussed (47).  
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Bade (2004), analyzes the other part to barriers to health care regarding health outcomes and 

quality of care, “Health care is the outcome of the interaction between two fundamental 

processes, access and utilization, of health care services. An individual’s ability to gain access to 

clinical diagnosis and treatment, couple with that person’s experience in that person’s utilization 

of these gained services, determines the quality of health care. Access involves both the ability to 

pay for needed health services and the availability of those services” (217). Thus, this, and lack 

of communication due to language barriers can lead to mistrust and fear affecting utilization of 

health care and health outcomes or delivery, such as preventive health conditions to escalate to 

full blown health crises much like Chavez (1995) mentions (Bade 2004: 224). These barriers of 

access to health care can also result in accessing care binationally (Bade 2004). The Mixteca, 

migrant farmworkers from Oaxaca, Mexico, that Bade (2004) discusses, return to Mexico, for 

instance, to purchase arthritis medicine that farmworkers would take back and inject in their 

homes, which is necessary for many reasons but also includes the fact of being low-income, and 

need to work as Chavez (2001) analyzed, or going to Tijuana, Mexico due to all of these reasons 

and being uninsured (225). 

It is significant to analyze this effect of barriers to health care, which also suggest importance 

of understanding the clinical gaze, values of cultural sensitivity, and Binational Health Week 

discussed in the next sections. Bade (2004), summarizes, and opens this discussion broadly, “For 

the political, economic, and social reasons…(undocumented status, chronic poverty, ethnic 

status), clinical care for Mixtec families in California is limited…it is significant that some travel 

to Mexico to seek treatment that is unavailable or unaffordable in California. Mixtec women and 

their families move between distinct health care systems (with differing values, methods, 

languages, behaviors, and schedules) and along diverse pathways (with differing social 
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relationships and behavioral expectations) to attend to their medical needs in California. This is 

the practice of ‘transmedical’ health care” (233). 

Furthermore, migrants access health care transnationally by sending for medicines and 

healing instructions across national borders. Menjívar (2002), describes this as “transnational 

‘consultations’ and practices are an integral part of the process by which people put together a 

treatment in a ‘patchwork’ manner. People get in touch with friends and family in Guatemala 

directly…For instance, Maribel usually borrows money and gets a ride from her neighbor when 

she goes to the local clinic, but the medicine upon which she relies for ‘everything’ is a set of 

medicaments that her sister unfailingly sends from Guatemala every three months” (455-456). 

This suggests that receiving culturally sensitive care is a process that involves multiple forms of 

transnational practice of health care. Menjívar (2002), mentions the story of Rosa, which 

portrays the various approaches to accessing transnational health care, through her seeing a 

physician at a local clinic, receiving medicines from her home country of Guatemala, and then 

eventually traveling back to her home country for a treatment that she trusted and believed to be 

of higher quality than that which she received at her local clinic in the United States (457). The 

mentioning of trust in regards to the critical view of Western medicine through accessing 

alternate forms of this health care further suggests the importance of cultural sensitivity to avoid 

these negative consequences.  

Clinical Gaze 

Holmes (2013) provides the idea of the clinical gaze as another barrier to accessing health 

care and a catalyst for accessing care binationally. He analyzes how the treatment of only 

symptoms and not the overall cause of a patient’s concern as a whole occurs often, leading to 

mistrust in providers. The saying, “doctors don’t know anything,” by the companions of Holmes, 
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lead him to explore the lenses in which health professionals perceive migrant patients, and is the 

preface to the discussion of the clinical gaze (Holmes 2013: 113). 

 The research of Holmes involved Triqui farmworkers, or any Mexican farmworkers and 

laborers, mainly from Oaxaca, and their experiences. Holmes (2013) defines the clinical gaze as, 

“It was no longer considered necessary for doctors to listen to patients describe their experience 

of the illness…in order to diagnose and treat. Instead, physicians began to focus on the isolated, 

diseased organs, treating the patient increasingly as a body…and ignoring the social and personal 

realities of the patient, the person. In the paradigm of the clinical gaze, physicians examine and 

talk about the patient’s diseases, while the patient remains largely silent” (115). Some examples 

include the unequal, degrading treatment given to his Triqui companions at the health clinic, 

whereas, to him, as a white male, he was treated with respect:  “Multiple times in the clinics of 

Washington, California, and Oaxaca, Triqui companions of mine were charged incorrectly, given 

the inappropriate medicines, or treated generally as inferiors who should obey unquestioningly. 

After observing or hearing about these events, if I approached a clinic staff member for help, I 

was greeted with a kind apology” (2013: 36-37). Similar to Holmes, Bade (2004) mentions that 

Western medicine focuses on symptoms only (206). Thus, this results in many migrants, and 

other marginalized patients, being stereotyped and not treated well, which leads them to access 

binational care. Holmes (2013), summarizes this, in saying that many migrant workers in the 

United States go through hardships to return to Mexico for economic, cultural, and linguistic 

reasons to receive health care. He provides the example of Abelino’s experience with an urgent 

care provider that gave him, no translator, an X-ray for his knee issue saying it was normal, and 

the provider that told him to not work picking berries for his knee to recover. The clinician had 

assumptions about this population having problems usually regarding body pain from work, 
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diabetes, and domestic violence, and thus he was not treated well. Only his physical symptoms 

were treated, but not the cultural, social, and linguistic aspects, which is why many return to 

Mexico for care (103, 117 & 138). This leads to next discussion section of literature involving 

cultural sensitivity/competency in health care, and involving stereotypes. 

The clinical gaze of Holmes can be applied to the discussion of a characteristic of 

patients that does not only involve them being migrant patients, but also gender and sexuality as 

part of the clinical gaze of a patient. West (1993), opens up to the discussion of Stevens (1996), 

by bringing about the idea of power dynamics, and how a reconceptualization of gender is 

needed, due to the fact that expectations, attitudes, and roles exist for women versus men 

patients, and thus stereotypes arise from this, and how providers give orders and treatment (58-

59, 61-62, & 64). Providers hold stereotypes, and these are mainly based on these assumed 

attitudes and expectations of gender. West (1993) and Stevens (1996) provide many examples 

regarding their research about interactions between lesbians and doctors, which includes these 

power dynamics (37). This represents another marginalized group in medicine. Western 

medicine ignores and misunderstands the health needs of women, and particularly those who do 

not identify as the expected and normalized heterosexual (Stevens 1996: 24-25). A stereotype 

mentioned by Stevens (1996) includes resulting worse prognoses for lesbians, once again 

supporting the importance of this paper that worse health outcomes can result from the clinical 

gaze and the other dimensions discussed in this paper; women of color and lesbians being treated 

badly, scolded, and considered difficult compared to White, heterosexual women, the tendency 

to believe that psychological components are more important for women than they are for men, 

and complaints are more likely to be dismissed as illegitimate and held to gender roles (25). 

Martinez (1997), adds to the stereotypes of women in regards to specifically STD’s and cancer, 
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placing freedom of sexuality, morality, and promiscuity, with this very term being at the 

forefront to have women be stereotyped by providers and for almost to be blamed for their health 

condition, and assumed that them having had multiple sexual partners caused this, another term 

to stereotype women (339-340). This gaze reproduces larger society’s ideals, especially in terms 

of health, as women needing to be monogamous (Stevens 1996: 340). Lower (SES) or 

socioeconomic status leads to stereotypes of these patients as well to further be considered 

promiscuous and at risk (Stevens 1996: 348-349). 

Chavez and colleagues (1995) and (2001), and Martinez and colleagues (1997) further 

illustrate how providers hold stereotypes about certain patients and their health conditions which 

shape how they treat patients. If providers view their patients’ culture as negative, culture 

becomes part of the clinical gaze, thus, resulting in marginalized groups being mistreated, 

belittled, and stereotyped in healthcare settings. Latinas cultural beliefs about cervical and breast 

cancer are seen as deficit knowledge, as misconceptions, when compared to those of providers 

and of higher institutions that follow scientific, epidemiological models, which resonates with 

the larger structural clinical gaze Holmes defines (Chavez 1995: 43). The clinical gaze can 

involve also perceiving the beliefs of these groups as all encompassing, thus stereotyping, when 

in reality, there is much diversity among a cultural and or marginalized group. Chavez (1995) 

points the differing views of providers and the Chicanas, women migrants, born in Mexico and 

El Salvador, and Anglo women, and how sometimes even the women within the same cultural 

groups, such as Chicanas and Mexicans did not have concurring views with one another, but 

with Anglo women, or bicultural. All the women interviewed only had the true similarity of 

being without college degrees and of working class communities (44, 47 & 64). Put simply, the 

providers perspectives about risks for breast cancer were highly different from these groups 
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interviewed, “What Latina immigrants perceived as important, physicians perceived as 

unimportant, and vice-versa” (Chavez 1995: 60 & 63). These shared beliefs idea and cultural 

values suggest the challenges involved in practicing cultural sensitivity. 

Cultural Sensitivity/ Competency 

The consideration of access and the clinical gaze help shape the idea of cultural sensitivity/ 

competency and in answering the research questions of seeing cultural sensitivity in Binational 

Health Week, (to be discussed in the next section). There are many definitions of cultural 

sensitivity/ cultural competency and its various related terms and its implications. As Tucker and 

colleagues (2003) explains, “writers and researchers frequently use the terms culturally sensitive 

or culturally competent in their calls for improved health care services” (860).  Hester (2015) 

defines cultural competency as a set of congruent behaviors, attitudes, and policies that enables a 

system, agency, or professionals to work effectively in cross cultural situations, and is needed as 

society becomes more diverse, for those in clinical medicine and in social services on a daily 

basis (317).  

Cultural sensitivity, according to Altarriba & Santiago Rivera (1994), “A culturally sensitive 

treatment mode involves a set of assumptions that are consistent with the client’s value 

structure…Therefore, a client’s language background (bilingual and monolingual Spanish 

speaking) should be considered as part of a treatment plan” (389). Thus, the provider is expected 

to have become knowledgeable about the culture of a patient to properly treat the patient. 

Language also becomes an important part of enacting culturally sensitive care. Along these 

implications of cultural sensitivity is the literature stating that there are many shared elements for 

Latino/a/x culture regarding health. Common values include religious beliefs and other 

traditional practices (Tucker and colleagues 2003: 860). Anstshel (2002) mentions familismo 
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(familism) is about the significance of the family in Latino culture and family can have an impact 

on treatment (439). A list of these beliefs, as described by Holland (1998) in the table titled 

“Health Beliefs in Latino Culture”, includes mal de ojo (evil eye involving admiring a child 

typically), susto (traumatic situations involving anorexia, insomnia, and more), empacho (lack of 

appetite, diarrhea, more), ataque (anxiety or sadness, severe shock) etc. and each include their 

traditional remedies (53). Although, as discussed earlier with Chavez (1995), there is diversity 

among these cultural groups, and of generally marginalized groups, meaning that there is a 

different approach needed to move towards cultural sensitivity, than simply looking at learning 

about a culture, as does cultural competency. 

Baker & Beagan (2014) expands the definition of cultural competence into these terms. 

“The term ‘cultural competence’ has been expanded beyond its initial definition to include 

gender, social class, and sexual orientation, in practice it tends to still be equated with ethnicity 

and race…Indeed, a major problem with the notion and application of cultural competence lies in 

its definition of and approach to culture…Certainly, the concept of culture can play an important 

role in…clinical practice; simply acknowledging how cultural differences are always present in 

health care interactions offers a crucial reminder that ‘obvious’ or ‘common’ knowledge will not 

necessarily be shared by patient and physician” (580). Thus, being aware that there are 

differences may be enough to improve the cultural sensitivity without assuming the values, or 

attempting to be completely knowledgeable about a culture. Cultural competency approaches 

may not sometimes account for power dynamics and marginalization, etc., especially for 

populations with a culture that is more intersecting, or not exactly a culture, such as for 

marginalized LGBTQ+ patients discussed by Baker & Beagan (594). Therefore, the idea of the 

clinical gaze should be incorporated into changing approaches of cultural competence. 
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Chavez and colleagues (1995) broadens these shared cultural notions utilized in cultural 

sensitivity. This is done in the methodology of interviewing primary care practitioners and, then 

discussing the diversity among cultural groups. They mention it as cultural consensus, a shared 

knowledge, much like Antshel and Tucker and colleagues describes it (41). Although, culture 

can be seen as negative, which expands the framework of cultural sensitivity being necessary and 

both difficult to achieve (Chavez 1995: 43). Therefore, simply learning about a culture cannot 

exactly provide the needed care, and the needed culturally sensitive care may already exist in 

other spaces, such as in accessing care binationally. Furthermore, Chavez (1995) provides a 

suggestion for this from their findings, “Finally, our findings also have implications for 

physician-patient communication. Turner (1987) has suggested the existence of a ‘competence 

gap’ in biomedical knowledge that impedes effective communication between physicians and 

their patients…these findings suggest that for effective communication between health 

practitioners and patients, it is important to understand not only patients’ knowledge of 

biomedical risk factors but also the risk factors they derive from their particular cultural 

background” (69). 

Fadiman (1997) illustrates how insensitivity can have grave implications and include 

stereotypes. Misdiagnoses result from language barriers and insensitivity towards Hmong 

patients not treated with recognition or discussion of their experiences or cultural beliefs 

regarding their health. Such as in the story of Lia Lee not being treated for seizures the first two 

times taken to the emergency room, due to lack of an interpreter, and once diagnosed and 

properly treated the third time, information from the patient and her family’s beliefs about 

seizures and epilepsy relating to a divine power were still never taken into account (26). 

Stereotypes regarding usual traditional health practices of the Hmong arise from providers, such 
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as “that the Hmong ate human placentas” (34). Consequently, the family of Lia, “Like most 

Hmong refugees, they had their doubts about the efficacy of Western medical techniques” (23). 

Baker & Beagan (2014) also point out negative consequences of insensitivity in terms of 

marginalized LGBTQ+ patients. Health care providers failure to acknowledge the identities and 

differences of LGBTQ+ patients results in “discomfort” and “awkward” moments of assumption 

such as clinical experiences with stereotypes that they may have roles such as a “sex worker”  

(584, 585 & 587).  Overall, this results in insensitivity through not recognizing these differences 

openly, and a negative impact on the health of these marginalized patients: “Despite physicians’ 

best efforts at maintaining a neutral and non-judgmental stance, health care settings were 

experienced as heterosexual spaces” (585).   

The need for culturally sensitive providers is outlined by Anthsel (2002), saying that 

culturally diverse patients, when in the care of a culturally competent provider, are more likely to 

have feelings of empowerment and respect for health professionals, decreased fear of the health 

care system, greater satisfaction with health care services, and improved health status (437). This 

can connect to Vargas (2008), found that many Mexican immigrants in the United States 

returned to Mexico to receive health care with the main reasons related to cost and cultural 

competency, and thus this same population would be willing to pay for cross-border health 

insurance (169). Stevens (1996) provided the descriptions of the lesbians interviewed about how 

they would like their interactions to be with providers, and can be seen as an approach more 

expanded for cultural sensitivity, and reducing the clinical gaze in health care. These approaches 

included, compassion in being respectful, down to earth, being open and sharing something 

about themselves, sympathetic to patients needs, while being clinically competent, this could be 

done with reframing questions about one’s appearance such as weight, their goals and needs in 
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such areas that are sensitive, and all the while empowering them, with joint decisions for patients 

not to be passive in their health care, not expected to simply obey orders (29 & 30). 

Binational Health Week 

 Cultural sensitivity can be seen in the Binational Health Week initiative. According to 

one of its websites, BHW’s (Binational Health Week) history, began with the Secretariats of 

Health and Foreign Affairs of Mexico, the Institute for Mexicans Abroad with the consulate, and 

the Initiative of Health-Mexico California, in 2001, and now includes the efforts combined from 

federal and state agencies, community organizations, and volunteers in all fifty states and many 

other countries in October all in order to fulfill the goal of improving the health and well-being 

of the Latin American migrant population in the United States, the most vulnerable and needy, 

those lacking health insurance, through health fairs, workshops, and courses focused on 

promotion and prevention (Semana Binacional Mexico USA, 2017). Events and much more is 

detailed.  

The other official website provides the most recent, fully published archive 

(binationalhealthweek.org), is from 2015. In this archive, statistics mentioned that Latinos have 

the highest uninsured rates in the U.S. compared to other groups and thus to address these health 

disparities, “alternative social movements like BHW have emerged” (Results From Binational 

Health Week 2015, 2015: 1). This use of alternative to describe BHW, is the framework and part 

of the argument that this research paper seeks to provide, that marginalized groups can use 

BHW, and accessing care in this form or any other binational form as an alternative and 

contestation to Western medicine, the clinical gaze, and thus receive health care that is culturally 

sensitive and competent. BHW in 2015 involved providing preventive care and health education 

as promised in its original mission by giving dental check-ups, mammograms, etc., varying by 
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region, collaboration between many, community leaders, resources in Spanish, and providing 

local physicians, medical students, and more to ensure follow-up (Results From Binational 

Health Week 2015, 2015: 2-3). Many rely on this care and lasting policy implemented, and the 

quality care to which BHW has provided access (Results From Binational Health Week 2015, 

2015: 9).  Most recently, there is a short paragraph on the home page about 2016 results, 

detailing more countries to which the initiative expanded, and numbers of specific events 

organized, and a list of the same various services provided much like that listed and detailed in 

the 2015 archive, and in the short 2017 paragraph shows the specific priority of BHW that year 

to be Access to Health Care, Infectious diseases, Chronic diseases, Mental Health, and Women’s 

Health (Binational Health Week, 2017). Thus, the specifics and numbers may change over the 

years, but the goal has mainly remained the same, only shifting slightly in topics to continue to 

be relevant and improve. 

It is important to note the goals of BHW and seeing the home pages of both websites with 

a header of “Health Unites Us All” fit the definitions and approaches of cultural sensitivity/ 

competence to reduce a clinical gaze that affects the health of marginalized groups, and provides 

them with a space of relevant, culturally sensitive/competent, inclusive, and binationally related 

care. According to Vargas (2008), the binational health return immigrants undertake and its role 

in maintaining health, and willingness to pay for binational health insurance, shows the relevance 

of this initiative. BHW provides that bridge for the gap between providers, the micro and macro 

clinical gaze context, barriers to care, cultural sensitivity, and marginalized groups, further than 

simply for Latinx, and migrants as the original initiative’s goals were built upon, between 

Mexico and California. The following ethnographies of 2017 BHW events provide these 

arguments and analysis with participant observation. 
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Ethnographic Research 

Binational Health Fair in Central Valley 

My participation in the health fair part of Binational Health Week in the central valley, 

specifically in Modesto, CA on Sunday, October 1st of 2017, came from summer volunteering 

that my mom helped me realize I should take part in when summer was about to start, and 

knowing I would head back home from UCSC, that I wanted to volunteer where I could directly 

help my community of Modesto, a community I did not feel in touch with ever, especially now 

as a UCSC student, so close yet so far, for four years now, and having been raised in a tight-knit 

over-protective Mexican household where I went to school or a school event and then came back 

home, my mom taking me and picking me up every day of every year. Modesto is not exactly an 

area to go out and explore, as it is somewhat rural. It had a population of mainly White people, 

with some Latino/a/x population, and Blacks, with many homeless, but in the past years has 

especially grown in diversity, and in the homeless population as well, so the mission of El 

Concilio aligns well with this population and the rest of the Central Valley where there are many 

rural areas of farms, orchards, and thus laborers and Latinos/as/xs. El Concilio, according to their 

mission on their website, it is “the largest Latino community-based non-profit agency in 

California’s Central Valley and premier social services provider to the region’s underserved, 

working low-income and at-risk communities regardless of ethnicity, race or immigration 

status,” and includes multiple bi-lingual programs such as assistance in enrollment to Medi-Cal, 

other health services such as health access transportation, immigration services, and overall help 

put on community events such as health fairs and more such as citizenship classes, and believe 

once people are empowered these people can empower others and the community (“El Concilio,” 

2017). I firmly believe in this empowerment as well. This mission is reflected in the health fair. 
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In the previous weeks, I attended their September monthly council meeting with other 

organizations, helped out, translated, and participated, ate food, got information from other 

people regarding diverse topics and about the fair where I was able to physically sign-up and put 

my phone number to volunteer. I remember feeling an eagerness to help with this event since 

months before when my mami, had said they do health related events, and I was signed up 

finally.  

The flyer in my UCSC email arrived to me, a month later as a reminder, when I had just 

settled into two weeks of school, although I already had a hard copy from the meeting, and had 

the name as Binational Health Fair, and described it below as, “A free community health fair 

presented by El Concilio & the Tzu Chi Foundation in association with community partners and 

corporate sponsor.” It listed resources to be included on a first come first serve basis, with 

interpreters, confidential regardless of immigration status, emergency preparedness, CPR 

training, community resources, activities, games and prizes, Covered CA and Medi-Cal 

application assistance, seasonal flu shots, and preventative health screenings and health 

education such as, dental, medical, acupuncture, blood pressure checks, vision exams, diabetes 

education and screenings, blood work, and cholesterol screenings. It said it would last from 

8AM-1PM. 

I left the UCSC campus, went to the bus to get back home from downtown Santa Cruz, 

and before I could pay the bus, a random number called to remind me of volunteering in Spanish, 

and was hard to hear, and while I confirmed I would be there, I did not get to ask how long at 

what the start time of the commitment was. I made it home that Friday night, September 29th, 

2017, and was prepared to wake up early for Sunday morning when my family would drive me, a 

typical occurrence regardless of how old I get. The night before, when my mami asked me where 
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the event would take place, and I showed her the address, although more unknown to me, my 

mother knew of it, the all knowledgeable mami, that I know and love, knew it was a good idea 

for me to look into this organization, and I realized in that moment how if it were not for her I 

would not have been able to participate in this health fair I was so eager for because I would not 

have been knowledgeable about it, and she knows almost every part of the small, quite rural 

town of Modesto, where you will see many orchards and farms when you drive down many 

straight roads to get wherever you are going.  

The health fair was in the area in which my tía (aunt), tío (uncle) and primas (cousins) 

live, my mami knew this ahead of time, which I did not realize until we got closer, as the 

Latino/a/x businesses increase, the familiar run-down buildings, and the visible population of 

people of color increased in contrast to my area of Modesto where mostly White people live. I 

always feel a privilege when I am in this area, but very at home with the delicious Latino/a/x 

food there. It took place at 1725 Las Vegas Street at Hanshaw Middle School. So, this became a 

moment to take advantage, for my family that drove me, to visit family while I volunteered. We 

arrived a few minutes past the start time of 8 AM, as we drove up closer to the school, I could 

see there was a line of people already. Another typical occurrence when my family drops me off 

any place was that they parked and walked out of the car with me to see where I would check in 

to volunteer. I saw tables outside, what looked like community resources, a sheriff SUV, and 

more, but it was hard to see all because the tables and their representative were faced with their 

backs towards me, facing the middle courtyard of the school, while the sign-in tables I was 

headed to were on the opposite site towards the entrance of the gymnasium. Then as my family 

and I looked for Teresa, the leader of El Concilio we were friendly with, and as soon as I saw 

her, my family left to my tío’s house. 
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I was asked to sign in and taken with a group of two other women, one about my age, and 

the other maybe a few years older, to translate in different areas. I was led into the gymnasium, it 

was large, and the majority of my time was spent here and meant I only saw quickly some of the 

outside tables and resources the entire time of the event. I was led to the table I would be 

stationed, and realized it was part of the Tzu Chi Foundation, an organization I was not too 

familiar with, but began to see their logos, as a Buddhist free dental mobile clinic, that also 

offered acupuncture services. Here, I helped with a dental form filling out table before sending 

people to the dentists. There was a young woman sitting there already at the table I was assigned 

to, in a red scrubs with an official nametag, she was probably my age and she was, I quickly 

found out after introducing myself to her, that she was a Cal State Stanislaus nursing student, still 

in undergraduate studies like me. It seemed like a complicated process, and I was interested, 

naturally, as a pre-medical student, I saw her as a future colleague. It was interesting getting to 

know her she was funny, nice, and related with goals and more like TV shows. We waited for 

people to come to us still, as most people has just started entering the gym, and we were the last 

of the order of services I realized. There was a process that forced mostly everyone through each 

service unless they denied. From what I could see, there were stations, such as the doctor station, 

acupuncture station, vision, and more.  

Once people started coming to us, they sat in the chairs in front of us, and those waiting 

would sit in the set-up row of chairs behind our table, basically a mini waiting room. Mostly 

Latinx, few children, and few English-speaking people were the attendees. At the table I had to 

translate, as my partner at the table seemed to be of Pacific Islander background, she did not 

speak Spanish and she filled out other forms while I explained and translated them to those who 

spoke Spanish, she would do it for English-speaking people. Some would explain to me their 
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dental issues when I could not answer anything since the next table was the dentist reviewing 

them, and I only had a basic knowledge of the procedures it listed, and from the descriptions on 

the paper that I had to read aloud, translate, and have the people consent. The form I had to 

explain had difficult medical terms, common ones were fillings, extractions, open and drain, and 

thus was hard to explain, especially that as a volunteer I was not told how to explain, just to read 

it to people and ask if they authorized all it said on paper, then sign. I had to help with writing an 

older man’s initials, as he seemed to be trying to tell me he could not write. I did my best to give 

people what they needed. Some patients came back to me to ask for help although there were 

many other translators/interpreters roaming the area. Once I was asked by a woman that had 

already visited my table to go to another table and translate, about an issue having been seen at 

the general doctor tables that arose about having no prescription written for what they promised 

her. I wondered if I seemed trustworthy to them, maybe because I introduced myself, or they did 

not see anyone else to translate for them at that moment. Therefore, I began to feel pulled back 

and forth, at times my table had many people and forms piling up at once, since everyone was 

given file folders to keep their forms and keep services organized. Here I put their forms. 

Eventually my partner would speed up the process by filling in the date ahead of time for out 

forms, basically those spaces where the patient info was not needed, and so she was a good 

partner to have. She left before I left the event to study for school, and eventually some other 

women were sent to help me, and the process was slower, as I now had to explain our job to my 

new partner. I had a very dry throat after that. 

Only when I walked out to get my lunch break, about four hours later, I felt my being 

tired, and need for water from so much talking, something I did not expect to be so tired from. 

Once outside, as I walked to a smaller classroom where the food and space for lunch was being 
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held, did I see an EMT, CPR mannequins, and the sheriff. Lunch provided to volunteers catered 

Mexican food from a nearby place, and it was delicious. I returned to my station after that, and 

saw it was winding down with people, so I only served a few more. The event continued past 1 

PM with still some people to attend. I decided that once my partners at the table left me, I would 

leave too. I found Teresa to let her know I was leaving, called my parents, and they drove back 

from my tio’s house and arrived quickly to pick me up. 

BHW as a whole, through the eyes of this event, provides that bridge for the gap between 

providers, the micro and macro clinical gaze context, reducing barriers to care, and providing 

transnational space for health and cultural sensitivity/competency for all marginalized groups 

because I saw Black people and many more diverse people of the community present, although a 

majority were Latino/a/x. I changed in going to this event. I realized I cannot always translate 

well, as fluent as I may be in Spanish, until after I got home thinking how I would say anesthesia 

in a Spanish speaking accent, when it was really anestesia, and using Google translate 

occasionally. I saw more than I knew, how important offering translation/ interpretive services 

are to reducing barriers to care, and increasing and expanding cultural sensitivity/competency, 

for marginalized groups. 

Health Fair in East Palo Alto  

On Saturday, November 4th, 2017, at 2415 University Ave. East Palo Alto, CA 94303 the 

“Sana, Sana Colita de Rana Cuidate Hoy, Para Un Mejor Mañana” (A rhyming saying in Spanish 

saying Heal, Heal Little Frog Butt Take Care of Yourself Today, for a Better Tomorrow) fifth 

annual health fair event went from 10:30 AM-2: 40 PM, and I had heard about it from a Google 

search of a Google calendar I had found regarding BHW Bay Area events and many emails to 

any contacts on the main BHW websites with my interest in volunteering. I came in, and saw a 
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sign-in table right away, in the lobby of what I learned from observation was the Human 

Services Agency building, and received a main paper program and a bag. I went straight away to 

ask anyone that appeared to look in charge if I could volunteer, because no one had answered my 

emails to confirm I could. I asked a male with a shirt that many others, who seemed to be 

coordinators or volunteers, had on as well, and he said he was expecting high school volunteers, 

but would find a spot for me to volunteer by coming to find me later on, and so he invited me to 

enter through the open door where the health fair was about to begin with a first presentation 

from a keynote speaker. 

I sat down in the chairs that were set in rows in the middle of the room facing the large 

stand-up projector in the front of the room. I made it just in time, a few minutes before the 11:15 

AM keynote speaker to begin. As I waited, I saw that there were mostly viejitos, or seniors of all 

ethnicities it seemed, but majority Latino/a/x, and a few kids and families here and there. There 

was a large orange, dia de los muertos theme; table set up behind the projector, as dia de los 

muertos had just occurred. I realized how little I knew about altars, but I saw pictures of many 

famous Latinos/as/x. The set-up had resource tables that surrounded the chairs in the middle, 

where the presentations took place, and after visiting some; I was able to get a free notebook 

where I began taking notes, where I did not feel the need to be as discrete as an ethnographer. I 

felt that the set-up drew the attention to everyone to engage in the presentations as they stopped 

visiting tables. The keynote speaker was Sarahi Espinoza Salamanca, and her photo was printed 

on the front of the paper program, with her title of Founder and CEO of the app, DREAMers 

Roadmap. Her inspiring story detailed her living in the states alone sometimes, while her parents 

were in Mexico, attending high school and finding out at that stage in life that she was an 

undocumented immigrant. This took her life into many hard years to reach the goal of finishing 



TOWARD CULTURAL SENSITIVITY FOR MARGINALIZED PATIENTS             Garcia
         

27 

college when DACA did not yet exist, and when it did a few years into this stage of her life, she 

wanted to help students reach their potential so that they would not have to struggle like her, and 

she became recognized by many, such as Steve Jobs, Forbes 30 under 30, and Premios Juventud, 

for being a change maker she received many awards.  

This, and the following presentations aligned well and set the tone for each and every 

resource out there. The resource tables that surrounded the chairs in the middle, where the 

presentations took place, were full of diverse resources that I was able to get pamphlets from 

each table, and raffle tickets as incentive possibly, as there were always gaps to give time for 

every attendee to reach more tables and obtain more raffle tickets for an every hour raffle, and 

later the volunteer coordinator did find me and asked me to help in raffle ticket collection by 

going to each table, and I asked tienen boletos para la rifa?, (do you all have tickets for the 

raffle?), then returned the bowl of tickets to the coordinator for the calling out of prizes. I did not 

have a chance to volunteer after that unfortunately. The resources all came in the form of many 

handouts, and flyers, with addresses, phone numbers, hotlines, in both Spanish and English, 

Korean and some Chinese dialects, and all were from the county. They included broadly, many 

resource centers and outreach programs for social well-being, fresh produce accessibility through 

mobile markets and how to choose produce and apps for nutrition education, about 4 home 

related programs and organizations regarding free home repair applications, housing assistance 

programs, and PG&E related programs to manage energy bills.  

The few culturally relevant tables, included the Latino Collaborative, that include in their 

pamphlet, statistics of Latinos in the United States, and their mission to respond to and reduce 

social and health disparities and “to give a voice to the Latino community by working together to 

support mind-body-soul and healthcare practices that are culturally appropriate,” which I realized 
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matched the organizers of this very health fair printed on the top of the main program handout 

for the day. This organization and El Concilio of San Mateo County was the other one present 

that has a mission “committed to increasing education, employment and access to quality of life 

services for underserved communities of San Mateo County.” Immediately, when I came to this 

table, I believed there was a connection between this one and the El Concilio in my hometown of 

Modesto, as I knew there was a larger network of branches of these within the central valley. I 

decided to ask the woman at the table this, but she simply said they were not related, and gave 

me the pamphlet to take. The mission and resources they provide are however quite close in that 

community empowerment and support for the underserved are the main focus, for instance this 

El Concilio includes programs related to alcohol and drug abuse, emergency services such as 

housing, food, and environmental such as the home repair and PG&E. While there were only a 

few medical related tables, from the 3 handouts I had, I was able to read and see that the Health 

Plan of San Mateo, the Ravenswood Family Health Center, and the Every Woman Counts 

program, all had in common assistance in obtaining medical coverage and health education all 

free and at low cost focused on low-income individuals and families. It seemed clear to me that 

cultural sensitivity and a transnational perspective was being provided in regard to health here 

without it being a health fair that had a major clinical focus, in contrast to Modesto, and other 

health fairs I have experienced in my life, where many doctors, or other providers are present, 

volunteering, and providing consultations, any type of exam, and referrals. From the missions of 

these cultural community organizations, where words such as “culturally appropriate” are used, 

to the fact that most of the organizations present are community, free, and grassroots based. I 

find this in the other resources as well.  
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The resource centers and outreach programs made up the main amounts of the tables, and 

included broadly, youth and adult focused programs providing spaces for self-empowerment in 

support for employment, transportation, food, education, PRIDE centers as support networks in 

all the previously mentioned areas, and clinical services for LGBTQ+ individuals, general family 

resource centers, child care, care for children with special needs, and multiple regarding violence 

in general, child abuse, relationship violence and abuse, rape trauma services, victim services. 

The two words on these flyers such as “community advocacy,” thus opening up a space for 

discussion of these topics that are important to include in discussion of health not as frequently 

discussed, and for people to become advocates as well.  

Mental health was a large focus related to these resources and words. The presentation at 

11:45 AM, titled “Know the Signs” gave a large focus on suicide and being and advocate, in the 

way conversations and phrases can be held, having a plan of security to keep the person thinking 

about suicide safe. I found all the tips effective and especially in the cartoon people pictures on 

each slide of typical looking, “macho” Latino/x males. This subtly spoke to the stigma of males 

not being emotional or part of this global issue. It reminded me of my tío, my uncle, that I do not 

remember at all but in pictures, with a big mustache, macho looking, and the stories of how he 

committed suicide because of depression, but there were conflicting stories, probably to cover it 

up, and although this occurred in Mexico, I am aware of the stigma behind mental health 

globally, especially in marginalized groups which I know from my college studies and RA 

training. I saw my privilege in knowing most of the language, advice, and information being 

given. I also was most interested in the fact that this topic was a subtle, but major focus 

throughout the health fair, especially considering there were about five organizations related that 

had tables, and served as local support systems for those with mental health challenges, are using 
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and planning to use mental health services in the county, and how to get involved. I believe this 

is quite related to transnational health topics. 

As I headed off to get lunch that came after, about to head out of the main health fair 

space, towards the lobby space where everyone was returning with food, I did not make it out of 

the door because I had made eye contact with my older sister’s sorority daughter, and I saw a 

wide smile on her face with a full of enthusiasm, “hi, oh my gosh what are you doing here? Let’s 

take a picture and send it to your sister! How is she?” the over excitement and embrace she took 

me in was a reaction I was used to since the day I first met her. I suddenly felt less lonely, after 

feeling for some time of the event that I was not from the community and out of place as a UCSC 

student. My older sister had attended UCSC before me, and had joined a Latina based sorority, 

which put me in connections I sometimes did not ask for, like with this kind Latina woman that 

attended family events. However, I became very interested in her being there, especially as an 

alumnus from UCSC a couple years back, and knowing from her Instagram that she was 

involved in something non-profit, health related. I felt my nerves come in as I had been 

wondering what jobs to look into when I graduate in 2018, and maybe I could network to my 

advantage. She wore a polo shirt with a SADRC logo for Stanford. She explained to me that she 

was representing the Stanford Alzheimer’s Disease Research Center where she helped collect 

surveys for the study in Stanford about Dementia in the Latino Community, this was also related 

to mental health, interestingly enough, and the fact that Stanford, the accessibility of it being 

there so close was important to note since in this health fair it was noted during the fair that 

during emergencies, the people of East Palo Alto would be headed to the nearby affiliated 

Stanford hospital. She was also a promotoras, (health promoters), manager full-time, something I 

didn’t get much of a chance to hear about from her, and at SADRC part-time, what she was 
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representing. She said it was necessary to have two jobs because it was “expensive to live here.” 

We had what seemed like a long, ten minute conversation until we took a picture, and went to 

her table and so that she could eat her food, and she gave me handouts, a business card for 

someone with an MS, and I was able to sign up for a newsletter, and we said bye, when I finally 

was able to go get food.  

The immigration presentation at 1:15 PM followed. The Community Legal Services of 

East Palo Alto present had a table, and provides free and low cost legal services for low-income 

people and families. They sent a representative from that table to speak, with that person 

speaking Spanish, and a woman translating to English throughout their presentation. They spoke 

about miedo, or fear as a reason for immigrants to be less likely to use clinics, and to leave their 

home for any reason. Thus, they brought up relevant cultural topics related to health as well. 

They ended the presentation with the distribution of a small red card I was familiar with, known 

as a “know your rights card,” and I took one. Here the presenters emphasized to keep it on you at 

all times, and the constitutional rights listed, in the event of ICE coming at any point to your 

home or anywhere. Other legal related community resources came in “La guía del Inmigrante Lo 

que todo Inmigrante necesita saber (The guide for the immigrant, what every immigrant needs to 

know),” which included communication, finances, and more of how the culture of the United 

States plays out in every day life. I found these both crucial to being culturally sensitive/ 

competent towards navigating transnational issues that affect health in its many social aspects in 

the every day life of marginalized groups. Related to this, were tables and handouts for the 

District Attorney and their related victim advocates/services, and a program under the sheriff in 

which residents can take part in bettering the quality of life there and establish confidence with 

law enforcement. This relates to the next presentation that came after.  
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“Stories of hope, Lived Experience panel” was the title of the last presentation. This lived 

experience talk came from two people of the community that had mental health challenges, and 

criminal histories, who ended up using community resources, a Black female, and Latino male 

who received help from anti-gang programs from being in prison. Thus, the police another public 

health topic, was brought up by the Black female, and said that law enforcement did help her, 

and emphasized that not all law enforcement is bad. My context, with my older sister working as 

a Latina police officer, I found that she faced this bad image daily with police brutality as a large, 

important health topic. Thus, it can be brought up, not just by community resources, and news 

stories, but those resources of people that live in our community to help everyone gain new 

perspectives for daily public health topics, and can even be transnational. The ending of the 

panel with the male’s words sums up the main focus of this health fair and what can be applied 

to the clinical gaze, accessing health care, and cultural sensitivity/ competency, “hay muchos 

recursos aqui en la comunidad,” (there are many resources in the community). I exited the event 

before the last zumba portion as I had decided to attend another BHW even involving Zumba in 

the same location, two weeks later.  

In terms of the research question, why and how do these marginalized groups access 

health care transnationally? it may be possible to see this through simply attending this event, 

and further by the many relevant topics discussed. Cultural sensitivity can be experienced in this 

space of transnational health goals and transnational perspective through these presentations and 

resources that were provided, focused on the topics and issues relevant not only to the Latino/a/x 

culture, but overall to marginalized groups from the East Palo Alto community, or San Mateo 

county as a whole. For the question, how can cultural sensitivity be increased by health care 

providers to better serve their patients from marginalized groups? The discussion of topics of 
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immigration, mental health, utilization of community resources, and more topics like this that 

hold the most stigma in marginalized groups can improve health outcomes and health care, 

provide a space to access health care and transnational and binational related health care, and 

thus provides a framework in approaching and attempting to understand relevant topics, for 

providers to discuss with their patients. 

Zumba BHW event in East Palo Alto  

 On November 18th, 2017, at the same location as the health fair of, 2415 University Ave. 

East Palo Alto, CA 94303, I arrived to the Human Services Agency building to participate in 

Zumba, from 11:30 AM- 12:30 PM is what the Google calendar I had found regarding BHW 

Bay Area events said, and included a quick description of  “A healthy lifestyle with in IN clusion 

Promotores ZUMBA.” I was unsure was Promotores meant for this event exactly, but imagined 

the common job of promotoras, or those who work in health education basically. I arrived ten 

minutes late and saw it was the same space, as the health fair just with everything pushed back, 

no chairs, a big cleared white floor. Since I was late the zumba was quick paced, already in 

action, and feeling uneasy at first, after a minute I just jumped into it. Mostly seniors surrounded 

me, and they were all good dancers. I immediately began to have a lot of fun, always having 

wanted to take a zumba class, but of course I was not the best, despite growing up with all the 

music played which was mostly salsa, cumbias, and some reggaeton mixes which was mostly 

footwork, and I never bothered to learn basic steps, I always danced for fun. I quickly realized I 

had worn the wrong clothes, which included jeans and a long-sleeve shirt, when I should have 

been wearing work out clothes like the adults around me. They all had water bottles and I had 

made the mistake of leaving my water bottle in the car. Despite all of this, when we were getting 

closer to finishing up the Zumba, the very lively Latina Zumba instructor had us all link arms 
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and dance a type of can-can dance and this moment was quite nice as the others and I would look 

at each other and laugh because we were not coordinated, but the Zumba instructor tried to get us 

to do it perfectly, and seemed a bit frustrated at us. I felt as though I was part of the community 

suddenly, much like moments in the health fair. 

The music ended, and thirsty and sweaty, the Zumba instructor and another Latina 

woman were hurriedly pushing us towards a table they had at the entrance/exit of the room that 

was not there at the beginning of the session, but was now full of food, fresh fruit and vegetables. 

I felt a bit odd about getting the food, but they kept rushing all of us, telling us, llevanse todo, no 

me dejen nada (take everything, don’t leave anything here with me). They gave me a plastic bag 

and when I only grabbed a few things, they ushered me to grab more corn, more string cheeses, 

squash, cucumbers, and oatmeal. Amidst all of this shuffling of food and people the Zumba 

instructor began to yell, and although it was hard to hear, I heard her announcing local resources 

where fresh food is distributed monthly at some elementary schools nearby, and saying that there 

was no excuse to not have free, fresh food in our homes, that those of San Mateo County are 

privileged to have these resources locally. She concluded by saying this would occur every 

Saturday morning, same time, same place, for the entire month and of December, handing out 

two flyers, one from the Second Harvest Food Bank, and said, “You don’t have to choose 

between paying bills or buying food. Respectful and confidential help is available,” listing 

contact information, various languages available and many meal programs under them such as 

Cal Fresh and WIC (Women, Infants & Children). Cal Fresh was the other flyer that included 

more detailed information with visual tables about Monthly Income Limits, and Maximum 

Monthly Allotment. I left with my hands full, and head full of thoughts about how once again, an 

important topic was discussed, obtaining healthy food, lifestyle and diet, and overall, like the 



TOWARD CULTURAL SENSITIVITY FOR MARGINALIZED PATIENTS             Garcia
         

35 

Google calendar description said, inclusion did occur in this BHW event, inclusion for 

marginalized groups when it comes to health and health education as whole, whether or not that 

was the goal of this event. The resources provided from the community for the community are a 

way that marginalized groups, and in particular Latino/a/x migrants may feel more connected 

with this transnational space that provides an accessing of transnational perspective to health, 

and thus an increased sense of cultural sensitivity/competency regarding health, therefore it is an 

approach providers can take.  

Conclusion 

Binational Health Week, and accessing health care transnationally as a whole, through 

the eyes of these events, provides means to access health care and education and reduce the 

micro and macro clinical gaze context, reducing barriers to care, and providing a transnational 

space for health and cultural sensitivity for all marginalized groups. These events include cultural 

sensitivity in the resources provided from the community for the community, whether local, or in 

another country receiving health care, where the clinical gaze, filled with stereotypes and 

negative health outcomes, are reduced and can continue to be, thus increasing cultural 

sensitivity/competency in Western medicine if these approaches are taken. This is a way that 

marginalized groups, and in particular Latino/a/x migrants may feel more connected to their 

health with this transnational space that provides an accessing of transnational perspective to 

health, and thus an increased sense of cultural sensitivity regarding health. Therefore it is an 

approach providers can take. The discussion of topics of immigration, mental health, utilization 

of community resources, and more topics like this that hold the most stigma in marginalized 

groups can improve health outcomes and health care, provide a space to access health care and 

transnational and binational related health care, and thus provides a framework in approaching 
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and attempting to understand relevant topics, for providers to discuss with their patients, without 

assuming their values, life experiences, and culture. 

Limitations 

A few limitations include the areas I chose to evaluate ethnographically. This is important 

to take into consideration because this changes the results. One focus of an area may have 

improved the study. Informal interviews more throughout the ethnographic work, or added 

interviews may also have improved the study or could be a possibility for a longitudinal study. 

Ethical Concerns 

Anonymity was a concern. The decision was to not use any names at any point in time, 

except for the widely known keynote speaker of the BHW health fair in East Palo Alto, as it was 

printed on programs as well.  
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