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Abstract

This paper analyses health care policies aimed at Mexican migrants
headed for the United States. The goal is to understand how these poli-
cies respond to strategies meant to control migrants’ access to and stay
in the country. This is approached via Michel Foucault’s notion of bio-
power: a power that aims to subject bodies and control populations via
a number of techniques and strategies. In this sense, public health care
policies constitute a vehicle to control Mexican immigrants traveling
to the United States. Said policies’ modes of action and scope are ad-
dressed; moreover, they are examined in the context of global mecha-
nisms used to govern the Mexican migrant population.
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INTRODUCTION

igration between Mexico and United States has been addressed

from a variety angles: the study of remittances looks into how

Mexican workers travel to the United States to obtain employ-
ment and thus ensure their survival and that of their families. Heredia
(2011), Delgado, Marquez and Rodriguez (2009), and Levine (2006)
have all addressed the working conditions of migrants and the escalation
of U.S. migration control policies, from more severe laws to increasingly
sophisticated technological monitoring mechanisms. Health care poli-
cies that also seek to control the flow of migrants have been implement-
ed, limiting their access through more subtle mechanisms such as the
Vete Sano, Regresa Sano (Leave Healthy, Come Back Healthy) program,
which registers health conditions in places of origin, transit and desti-
nation (SSA, 2002: 27). A similar trend can be seen in the increasingly
drastic requirements for obtaining immigrant visas to the United States.

However, the main biopolitical measure against this population is
the exclusion of health services, even when the jobs are performed in
companies lawfully listed by the U.S. government (Ponce, 2012). The
counterpart is the “omission” of these restrictive policies when there is
great need for workers (Massey, 2009). These everyday issues in the rela-
tionship between Mexico and the United States constitute a biopolitical
strategy employed by both governments. Foucault describes biopolitics
as a power that not only represses but also seduces, facilitates, hinders,
extends, limits and, of course, forbids (Foucault, 2008: 148).

Given that health is one of the essential requirements for a good labor
performance, the state seeks to control it in order to guarantee its full exer-
cise of power and legitimacy, as well as practice, if necessary, its monopoly
of violence to perpetuate the social order. This paper reflects on the fol-
lowing hypothesis: in the 17th century, sovereign power belonged to those
who could guarantee the life of their subjects by exercising the power of
life over death. Today, power can ensure life through a reverse technology
that consists of enabling life or letting die (biopower); its exercise comes
from a democratic rather than monarchical government, impacting popu-
lations by controlling bodies and life in general (Tejeda, 2011).
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The purpose of this paper (the product of published research, texts
and discussions) is to use the concept of biopower to take a critical view
of current Mexican migration and enrich interpretations on power and
health care policies as mechanisms utilized by the state. Our first section
addresses the concepts of biopower and biopolitics in their various mani-
festations, from their beginnings to the late 17th and early 18th centuries;
the second section addresses the importance of the migration phenom-
enon and governmental measures to contain it in Mexico and the United
States; the third describes the characteristics of Mexican migrants’ health;
finally, the fourth section describes health care policies designed to con-
trol migrants in the United States and problematizes the role adopted by
the State in the domination of bodies and the migrant population via ex-
clusive health care policies, a strategy that intertwines with market poli-
cies. The most important justification for this work involves the national
agenda, where the topic of migrants remains a major unresolved issue.

STRATEGIES OF BIOPOWER

The exercise of the State’s power manifests via public policies that seek
to control individuals and ensure social order. Foucault clearly estab-
lishes two aspects of power that have to do with the lives of human be-
ings: first, a power the purpose of which is to “let live or make die” as a
faculty of sovereignty; secondly, a reverse power the premise of which is
to “make live or let die” and which is identified as biopower (Foucault,
2002: 165). According to Foucault, biopower, which aims to manage and
control people, manifests itself in two forms: one aimed at individual
control, or anatomo-politics, and another directed toward populations
as a whole, biopolitics. Both types of biopower make use of strategies
that vary depending on intention. In Discipline and Punish, Foucault
explains how anatomo-political techniques operate: the methods that
“made possible the meticulous control of the operations of the body,
which assured the constant subjection of its forces and imposed upon
them a relation of docility-utility, might be called ‘disciplines™ (Fou-
cault, 2004: 141). The main support or strong arm for said control con-
sists of government policies of public order that operate through legisla-
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tion shaped into legal rules of “mandatory” execution. In this context, to
understand how power works today, we will address public health care
policies aimed at undocumented Mexican migrants and which seek to
control these populations of non-U.S. citizens.

If we assume public policies are essentially catered to the needi-
est population, we will see that, in practice, they are instead meant to
protect the least needy by controlling the poorest: interventions in un-
healthy workplaces, the application of vaccines, diseases registers, and
such measures are intended to control the most deprived social classes
(Foucault, 1999b: 384). This strategy corresponds to certain 19th cen-
tury approaches that are still in use and are a clear example of current
biopolitical strategies.

From his first descriptions of biopower, particularly in the biopoliti-
cal field, Foucault notes that health becomes a central population control
strategy when he explains that great medical advances of the 19th cen-
tury cannot be dissociated from a notion of diseases and health policy as
a political and economic problem posed to communities and requiring
global solutions (Foucault, 1999a: 328). When disease is considered a
political and economic problem, the responses must be global (i.e. of
biopolitical order) insofar as they are directly related to people’s lives.

Biopower would not be possible if progress in medicine and biology
had not laid its foundation via the implementation of public schemes
or strategies to order life—e.g., the isolation of contagious patients with
illnesses such as plague or smallpox, which could wipe out entire pop-
ulations, or genetic pathologies that could be transmitted from parents
to children (the essential foundation for eugenics), and the building
of cemeteries as zones of environmental pollution. However, the most
important instrument for the birth of biopolitics was the quantifica-
tion of births, illnesses, deaths, etc.; statistical data manifest aspects
relating to society as a whole (Foucault, 2001: 223). In truth, the inter-
est of public policy is not to provide benefits to the general population
but to act selectively. Historically, biopolitical strategies have tended to
protect the most powerful classes, even while risking “minor interest”
groups; that is the paradox. Thus, for example, the U.S. government
implements (biopolitical) public policies that will certainly benefit U.S.
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citizens even though they affect immigrants; such is the case of the
health reform approved in March 2010.

In addition to the exclusion of non-citizens, exploitation is yet an-
other factor against migrants, who are employed in less desirable, more
dangerous and lesser-paid jobs (Delgado, Marquez and Rodriguez, 2009;
Levine, 2006). The most notorious effect of the current biopolitical strat-
egy against migrants in the United States involves labor exploitation, de-
nial of human rights and a kind of control that ensures productivity and
obedience. This has its consequences, since those excluded from health
services may not remain healthy, least of all given the type of jobs they
do. It would be convenient to reconsider such strategies because, in the
long run, when workers get older and are sick more often, the results
will be counterproductive: less labor productivity, more absences due to
illness and, consequently, reduced performance.

Given this scenario, it is imperative that we review bilateral agendas
and restructure policies targeting migrants to ensure they are no longer
exploited and are given access to a healthy and dignified life. However,
given current political trends, this suggestion appears something of a
dream, for the most severe measures to prevent migrant access to the
United States are already in place. This increase of biopolitical strategies
has gotten to the point of eliminating (a seemingly appropriate term)
migrants once they are too ill to be useful rather than provide them
with the means necessary for their recovery. This is done through a pro-
gram or, rather, a biopolicy known as the “repatriation of sick citizens”;
that is, migrants lacking access to U.S. health services are sent back to
Mexico, a measure that denotes the lack of interest both U.S. and Mexi-
can authorities have for Mexican migrants. It also differs from the public
U.S. government statement that the large number of Mexicans working
in the United States constitutes a unique contribution to the economic
development and the social and cultural life in that country (SSA, 2010,
2008: 61). In the end, both strategies are consistent with U.S. goals.

According to Heredia (2011): “the United States has tried to cope
with migration through a domestic legislation that does not engage in
any sort of discussion (let alone some kind of negotiation), although this
is an issue with multiple transnational aspects.” Mexico has gone about
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things in an opposite way for, until the 1990s, the country handled its
relationship with the United States via the “non-policy policy” (Castillo,
2010; Urdanivia, 2011; Heredia, 2011). Durand posits that the Mexican
non-policy policy remains active (Durand, 2011); the lack of interest
both countries display toward migrants is so obvious they do not mind
creating public strategies in their favor because they know these explicit
proposals will not be put into practice. This is the case with several na-
tional and binational health programs which, coincidentally, tend to
delegate health care to the migrants themselves, a strategy the World
Health Organization (WHO) designates as self-care for the prevention
of diseases (Ferrer-Lues, 2012).

These facts show how health is used by states as an instrument to
manage and control one of the most vulnerable populations for the
benefit of those who enjoy greater resources. Another frequent strategy
consists of providing care to “those without rights” in the case of, for
example, contagious diseases that could kill them. These health services,
which even garner applause for public authorities and institutions, are,
in fact, meant to avoid contagion across the larger population and con-
trol the sick and their families through subtle mechanisms of surveil-
lance. Providing health support to those in need is a daily biopolitical
exercise carried out via self-care programs for undocumented migrants
such as the Binational Health Week (Semana Binacional de Salud, SBS)
and the so-called Health Desks (Ventanillas de Salud, or VS), which re-
spond to a biopolitics of electoral strategy. This strategy is similar to
what Foucault called the care of the self: “Permanent medical care is one
of the central features of the care of the self. One must become the doc-
tor of oneself” (Foucault, 1999a: 456).

Foucault places the birth of biopower at the dawn of the Industrial
Revolution (late 17 and early 18th century), a stage that required a com-
pliant and well prepared workforce. From this moment on, body con-
trol technologies and discipline techniques are strengthened in order to
mold and build the bodies of workers so that they can fully comply with
required tasks while remaining faithful to company rules. This is the hey-
day of disciplinary practices, not only in industrial enterprises but also in
all public spaces (prisons, schools, monasteries, factories, etc.).
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Soldier training is a clear example of disciplining rigor:

... the soldier has become something that can be made; out of formless
clay, an inapt body, the machine required can be constructed; posture
is gradually corrected; a calculated constraint runs slowly through each
part of the body, mastering it, making it pliable, ready at all times, turn-
ing silently into the automatism of habit; in short, one has “got rid of the
peasant..” (Foucault, 2002: 139).

To keep the bodies of “servants” (workers) and their families healthy
was one of the most important principles of the industry. Fordism or the
Keynesian welfare state is doubtlessly a manifestation of this. Foucault
(1988: 231) considers that, among all population molding and control
strategies, subjectification is the most effective, since it constructs human
beings under a social scheme of domination and control using different
mechanisms. Mora (2010) agrees with this approach and talks about the
use of a discourse without violence that, nevertheless, produces effects
on the will of the dominated, and the social construction of individuals
demands they surrender to authority, obey and understand such a rela-
tionship as natural. The subjectification to which Foucault refers relies
on a discourse of “truth,” arguing that power is not only repressive—for
this way it could hardly sustain itself—but also provides pleasure, pro-
duces things, is not limited to saying “no” (Foucault, 2008: 148).

In this sense, this study seeks to clarify the mechanisms used by the
Mexican and U.S. governments to exercise institutional biopower (bio-
politics) on the bodies of Mexican migrants in the United States, taking
off from the idea that power is not only the effect of an authority’s excer-
cise but a variety of discourses and practices that converge towards the
domination and control of bodies (Foucault, 2002: 114). In the case of
migrants, what is at stake is life itself; the reach, or rather, orientation of
government-implemented strategies to make them live or let them die
uses health as an instrument of political proposal, for politics is a way of
exercising power in order to, ultimately, dominate and control the life of
social subjects through body and thought using either subtle or coercive
techniques (Gil, 2009).
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Similar to what occurred with sovereign power, current laws give power
the legitimate right to preserve life and promote it, administering, conform-
ing and monitoring it during an entire life span. Politics become biopolitics
when the life-death polarity favors the former, generating a dynamics in
which politically governed and managed migrants are immersed.

Giorgio Agamben has approached biopolitics from the point of view
of the inclusion of biological life in the mechanisms of the State, address-
ing the very essence of all forms of power in the West. The species and
the individual, inasmuch as they are living bodies, become the object of
strategies of political power that implement whatever care or exclusion
policies are employed by current governments (Agamben, 2010).

Thus, one of the centers of focus for contemporary politics is bio-
politics. The State’s control over the body of individuals manifests itself,
for example, in the banning of abortion, sexual tolerance, euthanasia,
new forms of procreation, as well as specific guidelines regarding who
has access to health services. In other words, this entails the control of
migrants through biological processes.

Individuals must assume that their life is controlled by the State,
which provides health services and, at any given time, can arbitrarily re-
move or restrict them by rule of law. Agamben (2010) explains this kind
of control comes from a State of exception that places individuals inside
or outside the law; that is what characterizes their access to life. In the
case of migrants, access to health is tied to the documents that legally
sanction their stay in the United States. Those who do not have such a
requirement are “legally” excluded from most of the benefits to which a
human being is entitled, including access to health services.

Biopolitics is, then, a mechanism adopted by the State to ensure the
control of bodies—not as subjects (a feature of sovereign power) but as
citizens without rights. This is a condition shared by over 50% of Mexi-
can migrants in the United States (EMIE, 2011; UC and SSA, 2007: 21);
they lack U.S. citizenship despite promptly covering the fees or taxes
imposed on all workers in the country.
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THE MIGRATION PHENOMENON

Historically, Mexico has been a source of workers seeking better living
conditions in the United States. This phenomenon has been studied by
many researchers, including Durand, Massey, Delgado, Santibafiez, and
Tuiran, among others. They all agree that Mexican migration toward the
United States is related, in good measure, to economic and wage dispari-
ties between Mexico and the United States, not to mention the work-
force needs of U.S. entrepreneurs which, as Massey points out (2009),
lead to fluctuations regarding surveillance and access to U.S. territory,
making it easier or more difficult for migrants to cross the border. When
more workforce is needed, the number of migrants—documented or
not—increases; the opposite is the case when there is less of a need for
workers. Another generally accepted idea among researchers is the lack
of rights for migrants in U.S. territory, an issue that is still being dis-
cussed by the two countries.

The ups and downs of migration pointed out by Massey have histori-
cally characterized Mexican migration to the United States. However,
economic worldwide crises during this past decade have had consider-
able impact on migrant transit and stay, because the United States has
adopted more stringent policies in order to avoid more undocumented
migrants entering the U.S. labor market. In spite of this, the number of
Mexican migrants grew steadily from 2000 until 2007, when it reached
the peak of the decade at nearly 12 million (Table 1). This is certainly
paradoxical given that, by then, U.S. entrance restrictions had increased
as a consequence of the September 11, 2001 attacks.

Table 1
Mexican-born U.S. residents by sex, 2000-2008

Year Total Men Women

2008 11,657,266 6,497,339 5,159,927
2007 11,895,657 6,667,862 5,227,813
2006 11,695,228 6,536,156 5,159,072
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2005 11,169,112 6,211,409 4,957,703
2004 10,404,919 5,738,773 4,666,146
2003 10,241,301 5,509,483 4,508,004
2002 10,017,487 5,509,483 4,508,004
2001 9,403,069 5,203,968 4,199,101
2000 9,023,756 4,977,486 4,046,270

Source: INEGI official estimates based on U.S. Census Bureau, American Community
Survey (ACS), 2008.

Two other aspects constantly visited upon Mexican migrants are abuse
and undesirable jobs. As Levine (2006: 97) points out: “It is not surpris-
ing that recent immigrants are employed in the least desirable and low-
est paid jobs in the United States which, however, pay much more than
what they would earn in countries of origin.” Delgado, Marquez and
Rodriguez (2009: 41) agree with Levine, stating that “employed Mexican
migrants do not have access to a wide range of social services: the vast
majority do not have access to social security or public assistance pro-
grams.” These researcher opinions are corroborated by Cristina Aguilar,
Commissioner of the Institute for Mexicans Abroad (Instituto de los
Mexicanos en el Exterior, IME):

From individuals with rights and prerogatives we transform into lawbreak-
ers, the persecuted, objects of crime and hate; workers who are required
to pay taxes there, but do not have access to basic health services; we do
not have the same access to all educational levels, or equitable wages. How
paradoxical: we can buy cars, but we cannot have driver’s licenses; we can
have a tax file number to pay taxes, but we cannot have a social security
number which will give us access to full benefits (Aguilar, 2010: 2).

Durand goes a bit further and states that the Mexican strategy known
as “non-policy policy;,” which consists of turning a blind eye to this kind
of problems, is a hand-washing policy. After all, it is in the “national
interest” that Mexicans seek opportunities abroad, providing an “escape
valve” for economic, political and social problems in the country (Du-
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rand, 2011). The U.S. response is similar, since the prevailing laws are
their own and, as stated by Massey (2009): “history confirms that the
migration process between Mexico and United States has been forged
by the unilateral policies of the United States.”

Coupled with this age-old issue, the September 11, 2001 attacks evi-
denced, as far as the U.S. government is concerned, a need for legislation
on the subject: more and more states are creating their own laws regard-
less of the federal government, and the “norm” seems to be the crimi-
nalization of Mexican migrants. Discontent among some U.S. citizens is
such, that “throughout the decade, states have sought to make their own
immigration policies. Only in 2010, state legislatures considered more
than 1,500 initiatives related to migration” (De los Rios, 2011).

However, all these mechanisms had proved insufficient to con-
tain the flood of undocumented Mexicans in search of the “American
dream” until 2008, the year in which emigration decreased significantly,
even though it has not yet come to a halt (Massey, 2009).

It is clear that the most affected migrant population is that of undoc-
umented workers; however, these are the ones who have proportionally
increased over the last decade. Figure 1 shows that, barring 2004, un-
documented Mexican migration increased almost systematically from
2002 to 2007, going from 330 to 683 thousand. The opposite happened
with legal migrants who fell from 397 thousand in 2002 to 148 thousand
in 2006. These data show that, in one way or another (legal or undocu-
mented), migrants continue traveling to the United States and that the
way they enter U.S. territory is a result of a reduction in the number of
legal permits. It also shows a noticeable decrease of undocumented mi-
gration starting in 2008, with 2010 being the year with the least number
of people trying to cross the border without documents.
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Figure 1.

Mexico-United States labor migration flows, total and undocumented, 2002-2010
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Encuesta sobre migracion en la frontera norte de México (EMIF NORTE), 2002-2010

Another aspect that cannot be ignored is the remittances these work-
ers send to Mexico. In 2007, the Inter-American Development Bank
(IDB) estimated remittance flow to Latin America at 63 billion USD,
of which one third corresponded to Mexico (IDB, 2010). Certainly,
these remittances aid in the survival of a large number of Mexican
families and the economy of various regions. It follows that policies in
this regard are permissive, tolerant, and that none of the involved gov-
ernments seek to address the underlying problem, because this would
entail legal recognition and acceptance, questioning the way migrants
are treated in the United States. This is not possible given the power
asymmetries between the nations.
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MIGRANT HEALTH

Undocumented migration to the United States implies de facto exclusion
for not being a citizen of that country. Among other things, undocument-
ed immigrants have no access to health services, an indispensable element
for them given health is their main asset. “For those whose only means
of subsistence is physical and intellectual workforce, health status is the
only reserve, their sole capital” (Miglionico, 2006: 15). The good health of
migrants is an employment prerequisite and guarantees the possibility of
being hired and incorporated into the U.S. economy under its rules and
conditions, which are generally unfavorable for migrant workers.

In this regard, it is worth mentioning that the Mexican migrants who
leave their hometowns to work in the United States are, generally, young
and healthy people (UC, 2007: 13). This agrees with data that show that
most of the illnesses that affect the Mexican migrant population (Table
2) are mostly “benign” and effectively treated in a short span of time.
The exceptions are arterial hypertension and diabetes mellitus, which
occupy places 7 and 9, respectively, and are not benign, but can be treat-
ed effectively with a timely diganosis and do not lead to complications
in most cases. Table 3 shows the most common causes of illness among
Latino migrants in United States and, as can be seen, most of these con-
ditions require long treatments or surgery, as well as frequent hospital-
ization. These contrasting pathological aspects among original migrant
populations and those already in the United States are probably due to
changes in lifestyles, the work they do and, of course, a certain careless-
ness regarding timely prevention and attention given lack of available
health services, which more than 55% of migrants cannot access (EMIF,
2011; UC and SSA, 2008: 21).
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Table 2
The ten leading causes of morbidity in Mexico 2008

Frequency Cause of morbidity

1 Acute respiratory infections

5 Intestinal infections by other organisms
and ill-defined ones

3 Urinary tract infections

4 Ulcers, gastritis and duodenitis

5 Otitis media

6 Intestinal amoebiasis

7 Hypertension

8 Gingivitis and periodontal disease

9 Noninsulin-dependent diabetes (type 2)

10 Other helminthiasis

Source: SSA, 2008.

Table 3

The ten leading causes of morbidity in the United States

Frequency Cause of morbidity
1 Diabetes
2 Obesity
3 Hypertension
4 Tuberculosis
5 Stress-depression
6 Cervical cancer
7 Breast cancer
8 Work-related illnesses
9 Prostate cancer
10 AIDS

Source: SSA (2008:27)
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With such high rates of unprotected health among Mexican migrants in
the United States, it is essential that the involved governments, especially
the Mexican, promote alternatives that will allow these people to at least
attend private medical consultation without risking deportation, one of
the greatest fears of undocumented migrants. In addition, this would
facilitate timely assistance in health centers for prompt treatment of po-
tentially serious problems. So far and given the lack of support, the most
common alternatives are home remedies, self-medication, telephone
calls to family members for advice, or travel to the nearest border Mexi-
can towns in search of medical attention, among others (Nigenda, 2009).

The living and health conditions to which undocumented Mexican
migrants in the United States are subjected are protected by the laws of
the country in an exercise of biopower (access to both health and em-
ployment are limited or excluding). As mentioned above, this requires
decisive action on the part of the Mexican government to improve mi-
grants’ living conditions. The first step in this regard would be to ensure
the protection of workers inside the companies in which they work; the
second and most important would be the concurrence of bilateral agree-
ments between the U.S. and Mexican governments in order to imple-
ment the necessary strategies to meet the most urgent health demands.
So far and as has been mentioned, neither has responded with substan-
tive changes. The Mexican government made overtures during the pres-
idential term of Vicente Fox (2000-2006), but the binational agreements
were not sealed, leaving only good intentions. The Joint Statement on
the Health of Migrants between the Secretariat of Health of Mexico and
the U.S. Department of Health and Human Services (HHS) is the most
emblematic example: in spite of being signed by the highest health au-
thorities of both countries, the results were minimal.

Some U.S. citizens think it normal that migrants are not entitled to
health services because they are a drain on the country’s economy, and
idea that has been disproved (Heredia, 2011; Pérez, 2008) by demon-
strating that the contributions made by undocumented migrants are
greater than the benefits they receive. The empire of biopower, backed
by government policies, will hardly change its strategy regarding Mexi-
can migrants if the current scheme brings the desired results.
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Given these kinds of experiences and the background of the Bracero
program, Durand suggests that new bilateral agreements should demand
that migrant wages in the host country should be similar to those re-
ceived by resident citizens; they should also receive medical insurance
and insurance against unemployment, among other guarantees. The Bra-
cero program, he states, shows that the corruption of Mexican authori-
ties hampered some agreements with United States (Durand, 2007).

HEALTH CARE POLICIES AND BIOPOWER

After almost 150 years of bilateral relationship and an equally lengthy pe-
riod of migration, Mexico and United States have yet to agree on a policy
that ushers in dignified treatment for Mexican migrants who, under the
tacit consent of both governments, cross the border to work in U.S. terri-
tory. However, binational convenience (the Mexican “non-policy policy”
and U.S. one-sided and non-negotiable migration policies) has led to fa-
tal results. It was not until 1961 that the first steps toward the construc-
tion of a formal relationship via inter-parliamentary meetings between
national legislative representatives were taken. In 1981, the U.S.-Mexico
Binational Commission (BNC) was founded; originally, it only included
the departments of Foreign Affairs, Commerce and Finance; in 1989, the
departments of State and Health were added (Becerra, 2004). The time
of formal interaction has been short—some 20 years—and this partially
justifies the lack of agreements in the area of migration. However, what
is more alarming is that, despite the clarity and urgency of the problem,
proposals are quite limited or are meant for other purposes.

One could certainly argue there are several prevention-oriented
health programs for Mexican migrants in the United States. But, since
March 2010, all access to health services by non-citizens was eliminated
under the new U.S. health law. This requires that all citizens be regis-
tered in the health system at the same time that it bars undocumented
migrants and legal ones with less than five years stay from accessing it
(Bossert, 2010 and Observatorio de la migracién, 2010).

The segregation of the undocumented population is an example of
biopolitical strategies that seek to control and exploit migrants for the
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benefit of U.S. interests. It is a practice that Agamben (2012) describes
as a “bare life,” or reducing life to its wild state, especially from the per-
spective of political and social life. This, however, can be changed given
that the freedom of migrants, a necessary element for the practice of
biopower, is not entirely limited (Foucault, 1988: 238), even when their
vulnerability limits their breadth of action and reduces their ability to
respond to any “hope” that the Mexican authorities will do something
for them. They also have the alternative of returning to Mexican terri-
tory, which several thousand have done since 2008.

The issuance of this U.S. law, the full implementation of which will
culminate in 2019, reduces the possibility of creating health programs
targeted at Mexican migrants living in the United States; extant ones,
frankly, have served as political showcases and brought no real benefits
since, strictly speaking, only two of them have a direct effect on this
community (SBS and VS). Moreover, the program for the repatriation
of the sick is not useful in the United States.

There are eight current, though not properly implemented, health
programs: the Joint Declaration (DC), 2000; California—Mexico
Health Initiative (ISMECAL), 2001; Binational Health Week (SBS),
2001; Leave Healthy, Come Back Healthy (VSRS), 2002; Health
Desks (VS), 2002; Repatriation of Sick Conationals (RCE), 2002; and
Migrant Health (SM), 2008.

It is striking that there are so many programs targeting the undoc-
umented migrant population, especially considering they have been
issued within such a short period. This may be explained by the fact
that the first binational agreement of this kind was signed by the health
ministers of both countries. This document establishes a series of U.S.
commitments to Mexican migrants. The Joint Statement on the Health
of Migrants (DC) was reported in the following terms:

On 22 September 2000, Mexico’s Secretary of Health and the United
States Secretary of Health and Human Services signed the Joint Declara-
tion on Migrant Health, in which both countries expressed their interest
in developing cooperative activities to address the health needs faced
by migrants and their families, and pledged to strengthen binational
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collaboration regarding migrant health. This document constitutes a
milestone inasmuch as it acknowledges, for the first time, the social and
economic importance of Mexican workers in the United States—and I
quote: “the significant number of Mexicans working in the United States
constitutes a unique contribution to the economic development and so-
cial and cultural life of this country” This way, the document explicitly
recognizes that the migration process is binational in nature and, for
that reason, the responsibility of both countries. (http://www.salud-
migrante.salud.gob.mx/interiorl/declaracion.html)

Even though, in practice, the program did not explore possible bilateral
fields of action, it is important to emphasize that the document explic-
itly recognizes the migration process as binational in nature and, for
that reason, makes it the responsibility of both countries, specifically
when it comes to the health of those who migrate to the United States.
This comprehensive document clearly shows the intent to control these
people, from their place of origin, where they are identified, through
their whole journey and on to their destination; i.e., extreme care is
taken to ensure a “precise selective process” for those who will cross
the border. Even though the program was not carried out, it influenced
the creation of other migrant health care programs such as ISMECAL,
SBS, VSRS, VS, RCE and SM; all of them have elements of the DC,
which reveals the evident U.S. interest, even if VSRS, VS, RCE and SM
are, in fact, Mexican. This condition gives sustenance to the negligible
practical results of such programs, which is consistent with the lack of
agreements between governments.

Each program has truly interesting proposals. VSRS, for example,
offers health support for migrants in places of origin, transit and des-
tination; VS provides information on hospitals or health centers open
to them where costs are lower and their immigration status will not be
reported. SBS is, apparently, the program with the widest dissemina-
tion since, from the very beginning, it focused on the state of California
and some Mexican border towns; to this date, it is known as the Health
Initiative of the Americas, since it now encompasses the whole United
States, Mexico, Canada, and several countries of Central America.
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The SBS format is of two types: a purely political one, known as the
Policy Forum, and so-called health fairs. The first deals with a variety of
topics leaning toward health care for migrants, especially in the United
States. It is worth mentioning that, ever since the first SBS meeting (in
2001, in Fresno California), binational health insurance was proposed
but has yet not been achieved; even though high-powered political and
governmental representatives attend the forum, they evidently do not
have the authority to propose and decide what to do in cases such as
this. The health fairs offer migrants health services such as tests, vac-
cines, dental checkups, health promotion, condoms, etc. All of these are
free; however, there is a risk that the information will be is used to un-
earth “inconvenient” aspects, e.g., if a person is in good health or could
be suffering from any disease or condition of interest to public health,
such as tuberculosis, HIV/AIDS, etc. Health promotion actions can
also be used as biopolitical strategies to control people, making them
responsible for their illness or health. And all these actions can be con-
sidered of biopolitical order because they are legally sanctioned.

It is evident that if migrants are young and healthy they will have
a chance of entering the United States legally, even in undocumented
fashion, because this is ultimately convenient: the binational “invest-
ment” is minimal and the profit high. As this population gets older, dis-
ease becomes a more likely event and, unfortunately, the most serious
diseases tend to occur later in life. Old age and disease are, apparently,
the main point of contention between the Mexican and U.S. govern-
ments. It has been mentioned that, generally speaking, migrants benefit
both countries; this ignores the fact that, before they reach the United
States, migrants have already required family care and governmental
support to ensure proper development and growth. The United States
receives them ready for work; it would seem logical that the country for
which they work and to which they entrust their health would provide
them with the necessary support to achieve a dignified life; but support
is minimal, and as mentioned above, Mexico, through the RCE pro-
gram, has decided to take care of them when they are ill and are no lon-
ger productive or, in a nutshell, no longer profitable to the United States.
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It would be interesting to learn more about this program, since not
much is known about it and the implications for the country and mi-
grants could be fatal. It is an irrefutable example of biopolitics working
in the interest of power: on the one hand, the laws exclude migrants
and, on the other, the implementation of such a program liberates pow-
er from its responsibility toward these people. This biopolitical strategy
agrees with Foucault’s idea of biopower as the managing and very pre-
cise controlling of life (Foucault, 2002: 165).

The counterpart to the above proposals is the U.S. health care bill
approved in March 2010. This progressive unilateral policy will be final-
ized in 2019. It intends to register the bulk of U.S. citizens under gov-
ernmental health insurance, leaving out all undocumented immigrants
and even documented ones with less than 5 years of residence in the
United States. In addition, it does not allow these two groups to acquire
private medical insurance. This reform has reached its second year and
we do not know the conditions in which migrants without rights are
faring, but more than one researcher indicates we should expect massive
deportations once the “grace period” is over (2019). We return, then, to
biopolitical strategies: rather than making migrants live, power is man-
aging them to extract the greatest profit and eventually extradite them.
There are still seven years left and things are likely to change during that
time. We hope they do not cause Mexican migrants further harm.

Finally, it is difficult to understand why, considering so many people
are affected by this law (6.5 million in 2010; Conapo, 2011: 251), none of
the two governments involved are clearing paths to a solution.

FINAL COMMENTS

Regarding power’s mechanisms of action, Foucault says there is not just
one acting power but several at once; he also says power is not merely
repressive, it also provides benefits. These “axioms” indicate that the
ways through which the biopolitical exercise can be conducted are so
vast and unlimited that they practically do not leave a margin in which
a common citizen can remain exempt from any of these strategies. Our
topic—the health of undocumented Mexican migrants living in the
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United States—is particularly rife with biopolitical action given the vul-
nerability of these citizens due to their undocumented status.

Undocumented migrants leave their places of origin knowing their
living conditions will be different and they will have to obey all kinds
of orders (they leave their homes following the instructions of polleros);
they are warned that if they do not obey they will not only lose the
chance of crossing the border, but their lives will be in danger. If, on the
other hand, “they are compliant,” they will reach the United States and
get a coveted job that will cover their needs. These migrant experiences
highlight two facets of biopower: the negative one, concurrent with obe-
dience and ill-treatment, and the positive one—crossing the border and
getting the desired job. This is the common pathway of biopower, the
first instance of the migrant experience. The mechanisms through which
biopolitical health strategies are incorporated into these populations
constitute the culmination of this exercise. Health support and preven-
tive care (e.g., vaccines, laboratory tests, early disease detection and the
promotion of hygienic measures) are not for free. Personal well-being
is not the main goal; first and foremost, it benefits the United States by
“avoiding” possible contagion from “non-citizens.” These actions exem-
plify the biopolitical measures to which Mexican migrants are subjected.
Another biopolitical strategy, derived from the lack of support regard-
ing sick care, is self-care: i.e., making migrants responsible for their own
health; it is their obligation to take care of themselves and stay healthy.

Here we have shown how the discourse of power changes according
to its interests; real needs or the health of migrants do not matter much.
What is important are the profits obtained from their administration and
control. The evidence is clear: there is a switch from a biopolitical strategy
that entails more costs and greater commitments (preventive and curative
care) to another (self-care) that renders the same profits but costs less.

This is nothing new, but it should be mentioned that U.S. interests
will overwrite any action taken by the Mexican government; biopower
remains valid inasmuch as it establishes its “dominion” over the Mexi-
can government, even if this is ultimately for mutual convenience.
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