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Versatile brokerage: migrant-provider relationships in the
third net of the U.S. Healthcare system
Erin Hoekstra a and Anthony Michael Jimenez b

aDepartment of Social and Cultural Sciences, Marquette University, Milwaukee, WI, USA; bDepartment of
Sociology and Anthropology, Rochester Institute of Technology, Rochester, NY, USA

ABSTRACT
In studies of migrant healthcare, ‘brokerage’ is conceptualised as
the process by which community health workers facilitate low-
income migrants’ access to the formal healthcare system, acting
as both gatekeepers to healthcare and representatives advocating
for patients. Building on these conceptualizations, we examine
brokerage within what we call the ‘Third Net’ of the U.S.
healthcare system, an informal health network comprised of
mostly volunteer-run, community-based organisations and clinics
that provide medical care to uninsured, undocumented migrants.
Our study draws from 52 in-depth interviews with volunteers and
a cumulative 23 months of ethnographic fieldwork with two
migrant-serving organisations in Houston, Texas, and Phoenix,
Arizona. We argue that brokerage roles and relationships within
the Third Net are necessarily marked by versatility. This versatile
brokerage in the Third Net (1) facilitates ad hoc access to the
mainstream health system for uninsured, undocumented
migrants; (2) challenges migrants’ racialized disentitlement and
discourses of migrant dependency; and (3) de-centers and
expands broker roles. Contributing to migrant health and
brokerage literature, this research illustrates that brokerage
relationships are not always fixed and hierarchical; brokering care
is not solely about access to an inequitable health system but can
also involve creating new and more equitable configurations of
care.
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Introduction

Since its passage in 2010, the Patient Protection and Affordable Care Act (ACA) has
extended health insurance coverage to over 20 million people in the United States
(Kaiser 2020). For these millions who were able to access health insurance under the
ACA, individuals employed as ‘Navigators’ played a central role in helping those pre-
viously uninsured navigate the bureaucratic channels to enrol in coverage through the
new health marketplaces. These Navigators and other Community Health Workers act
as ‘brokers’ for low-income, marginalised people who had been unable to access health
coverage and care prior to the ACA (López-Sanders 2017a). Acting as liaisons primarily
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between uninsured migrant patients and the medical system, these healthcare brokers
serve as both patient representatives and gatekeepers to medical resources, providing lin-
guistic support, identifying insurance alternatives, and culling information from migrant
networks (López-Sanders 2017a; Okie 2007; Shi et al. 2009; Viladrich 2005). In this way,
they link newly-insurable patients with the healthcare safety net, or the ‘second tier’ of the
U.S. health system (López-Sanders 2017a).

However, under the ACA, undocumented migrants (and legal permanent residents in
the country for less than five years) remain ineligible for health coverage and care.
Lacking access to non-emergency medical services in the mainstream health system,
they are relegated to an ad hoc, informal, and sometimes underground healthcare
system comprised of free clinics and community-based organisations, which we call
the ‘Third Net.’1 Although scholars have examined brokerage processes in the formal
healthcare system (Aptekar 2020; Fernandez and Gould 1994; Gould and Fernandez
1989; López-Sanders 2017b), less is known about brokerage within this Third Net.

Drawing on a cumulative 23 months of ethnographic fieldwork and interview-based
research with two community-based migrant-serving organisations within the Third
Net – Justicia y Paz (JyP) in Houston, Texas, and Community Clinic of Phoenix
(CCP) in Phoenix, Arizona – we argue that brokers can negotiate new configurations
of migrant healthcare. We find that, within the Third Net of care, brokerage involves
(1) facilitating ad hoc access to the mainstream health system for uninsured, undocu-
mented migrant patients; (2) challenging migrants’ racialized disentitlement and dis-
courses of migrant dependency; and (3) decentring and expanding broker roles
through a more versatile form of brokerage. Contributing to the literature on migrant
health and brokerage, this research illustrates that brokering care is not solely about facil-
itating access to an inequitable medical system for those who have been systematically
excluded; it can also involve envisioning and creating more just configurations of care.

This research is important for multiple reasons. First, it explores brokerage processes in
an important though underexamined context: the Third Net of the U.S. healthcare system.
Prior to the ACA, most undocumented migrants sought care from the second tier: the
healthcare safety net (Staiti, Hurley, and Katz 2006). Since the ACA’s passing, however,
the safety net received fewer federal reimbursements (Wallace et al. 2013) and, with few
exceptions (see Marrow and Joseph 2015), has had to focus less on undocumented
migrants and more on ‘paying’ (i.e. Medicaid-eligible) citizens in order to stay afloat
(Andrulis and Siddiqui 2011). Federally excluded from the first tier of private medicine
and squeezed out of the second tier of safety net provisions, undocumented migrants
increasingly have nowhere to turn other than the informally-run, volunteer-based Third
Net (Frey and Pardo 2017; Hoekstra 2021; Jimenez 2021). Second, this research sheds
light on the undertheorized capacity of brokers to manifest new, albeit informal, configur-
ations of care. Scholars have cast brokers as representatives, gatekeepers, liaisons, and the
like (Gould and Fernandez 1989; López-Sanders 2017a, 2017b), various roles which seek to
facilitate migrants’ access to care in the mainstream health system. We extend this work to
illustrate ways brokers in the informal Third Net attempt to establish alternative caregiving
relationships that challenge, rather than sustain, conventional patient-provider brokerage
relationships. Third, our research illustrates the versatility of the broker role. Versatile
brokerage refers to the new roles and relationships of those who facilitate access to health-
care for uninsured, undocumented migrant patients. Within the Third Net, brokers also
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critique the socio-structural conditions that make access to care so restrictive in the first
place. Our research invites scholars, medical practitioners, and pro-migrant spaces to con-
sider ways in which addressing migrant health disparities involves imagining new relation-
ships and models of brokering care.

Brokering migrant healthcare

This study contributes to research on the role of community organisations, health workers,
and other individuals providing and facilitating access to healthcare through formal and
informal channels for uninsured, undocumented migrants (Boehm 2005; Campbell-Mon-
talvo et al. 2022; Campbell-Montalvo and Castañeda 2019; Fernández-Kelly and Portes
2012; Isaacs et al. 2013; Lamphere 2005; Marrow 2012). Asad and Clair (2018) argue for
the importance of conceptualising migrant status as a ‘racialized legal status’ that fore-
grounds ‘how the law serves as a fundamental mechanism of social stratification that pro-
duces racial/ethnic health disparities’ (19). Shaped by processes of racialisation that impact
migrants in the U.S., undocumented status has been used to justify the denial of healthcare
and other social services. Uninsured, undocumented migrants in the U.S. have been sys-
tematically refused access to health coverage and disentitled of their right to healthcare. For
these migrants, patterns and processes of racialisation, including anti-immigrant rhetoric
and policies, have marked them as undeserving and burdensome on collective resources.
These migrant patients are then relegated to the Third Net for healthcare, an informal
safety net marked by inadequate and substandard healthcare provision. Within the
Third Net, volunteer medical providers challenge this racialized disentitlement in part
by bridging healthcare access for their patients through engaging in various roles and
relationships known as brokerage. In this informal sphere, migrants also negotiate health-
care access for themselves and each other.

Brokerage refers to a process ‘by which intermediary actors facilitate transactions
between other actors lacking access to or trust in one another’ (Marsden 1982, 202).
Gould and Fernandez identify five distinct brokerage types that demonstrate the
various social roles that brokers occupy (Fernandez and Gould 1994; Gould and Fernan-
dez 1989) (Figure 1). Within larger economic, political, and social systems, brokers play a

Figure 1. Gould and Fernandez (1989) ‘mono-planar’ brokerage typology.
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key role in bridging gaps in social structure (or ‘structural holes’) (Burt 2000, 2005; Gould
and Fernandez 1989; Marsden 1982; Obstfeld and Borgatti 2008; Small 2009; Stovel,
Golub, and Milgrom 2011). In this way, brokers leverage their relationships with dispa-
rate parties to facilitate one or both parties’ access to resources, ensuring the movement
of ‘goods, information, opportunities, or knowledge’ (Stovel and Shaw 2012, 140; see also
Burt 2004; Fernandez and Gould 1994; Gould and Fernandez 1989). Brokers can also be
understood as ‘street-level bureaucrats,’ frontline workers who facilitate access to social
services, knowledge, and robust social networks integral for attaining employment,
healthcare, and even immigration status (Aptekar 2020; Belabas and Gerrits 2017; Bor-
relli 2019; Campbell-Montalvo et al. 2022; Campbell-Montalvo and Castañeda 2019;
Edlins and Larrison 2020; Kelly 1994; Lamphere 2005; Lipsky 2010 [1980]; Maynard-
Moody and Musheno 2000; Portes and Sensenbrenner 1993) .

A growing literature analyzes the increasing relevance of brokerage and importance
of street-level bureaucrats in facilitating migrant access to healthcare as well as the
varied roles and relationships of brokerage within the current health system
(Cadzow et al. 2013; Campbell-Montalvo et al. 2022; Campbell-Montalvo and Casta-
ñeda 2019; Fernández-Kelly and Portes 2012; Isaacs et al. 2013; Jezewski 1990; Jezewski
and Sotnik 2001; López-Sanders 2017b, 2017a; Marrow 2012). Drawing from Gould
and Fernandez’s typology of the various brokerage roles (Gould and Fernandez 1989;
Fernandez and Gould 1994), more recent scholarship on healthcare for migrants and
communities of colour emphasises the institutionalisation of brokerage relationships
in healthcare access under the Affordable Care Act. In particular, Community
Health Workers (CHWs) and Navigators operate as street-level bureaucrats within
this brokerage relationship. Working to help members of their communities (often
‘co-ethnics’) access health coverage, CHWs and Navigators act as representatives con-
necting their community members to healthcare coverage (Joseph and Marrow 2017;
López-Sanders 2017b; WestRasmus et al. 2012; Witmer et al. 1995). These representa-
tives may also act as ‘cultural brokers,’ translating the medical and bureaucratic jargon
of ACA requirements into culturally-appropriate and understandable terms (Cadzow
et al. 2013; Dysart-Gale 2005; Lindsay et al. 2014). Although these brokers operate
largely as representatives of their communities, they must also navigate the bureau-
cratic requirements of the formal health system. In this way, these frontline workers
act as gatekeepers, in addition to representatives, and must balance the tensions of
the gatekeeping role in facilitating access to formal healthcare coverage (López-
Sanders 2017b, 2017a; Marrow 2012; Portes, Fernández-Kelly, and Light 2012;
Weiner et al. 2004).

In discussing their brokerage typology, Gould and Fernandez (1989) assumed a
mutual exclusivity of these various roles, yet Laura López-Sanders (2017a) has argued
for the reality of brokerage roles and responsibilities that go beyond these ‘mono-
planar’ assumptions. She argues: ‘By simultaneously serving as representatives and as
gatekeepers, brokers function in a bi-planar brokerage role, potentially dedicated to
one group on one plane (e.g. as a health clinic employee) and dedicated to another
group on different plane (e.g. as a co-ethnic immigrant group member)’ (2017a, 48).
Acknowledging this dual brokerage role, López-Sanders has coined the terms ‘double-
embedded liaison’ to account for the multiplicity of roles and loyalties that these
health workers must navigate (Figure 2).
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Building on López-Sanders’ work, we examine brokerage processes and relationships
in the Third Net, the informal, community-run spaces that increasingly serve as the last
resort for migrants in need of care. Beyond the mono – and bi-planar forms of brokerage,
we argue for the reality of brokerage as a ‘multi-planar’ relationship in which volunteer
medical providers in the Third Net engage in more versatile forms of brokerage, acting as
‘double-embedded liaisons’ to use their networks to broker ad hoc access for their
patients into the first and second tiers of healthcare while also working to actively de-
centre themselves as brokers within the Third Net itself. Our analysis demonstrates
ways in which brokers in the Third Net facilitate access to the formal healthcare
system, often take on the role of healthcare practitioner, and establish new healthcare
models more conducive to equitable distributions of power.

About the cases: Third Net sites

Justicia y Paz. Situated in the middle of one of Harris County’s rapidly-developing neigh-
bourhoods, Justicia y Paz (JyP) is a faith-based non-governmental organisation in
Houston, Texas, that provides free basic medical care, food, clothing and temporary
shelter to hundreds of low-income undocumented migrants each year. Structurally,
JyP is separated into a ‘women’s house’ and ‘men’s house’ – two buildings that sit
back-to-back on the same neighbourhood block. Children, female volunteers, and
migrant women reside in the former. Male volunteers and migrant men live in the
latter. While the women’s house is two stories tall and can house up to 40 people, the
men’s house is wide and can provide shelter for up to 65 people. Since its initiation in
1980, JyP has run exclusively on volunteer labour and donations from communities
and parishes across the world, including the Vatican. It has never received government
funding. Like other spaces inspired by the Catholic Worker Movement (Day 1952;
Deines 2008; McKanan 2008; Morton and Saltmarsh 1997), JyP operates with the phil-
osophy that the state is ill-equipped to meet the needs of the poor and serves as a
‘house of hospitality’ for the region’s undocumented population. This means that JyP vol-
unteers (referred to as ‘Catholic Workers’) treat every undocumented migrant who
comes to its doors as a Christ-like figure whose needs should be actively attended to,
regardless of how big or small these needs are.

Conceptualising care in both medical and non-medical terms, JyP facilitates a range of
free activities/services including but not limited to: (1) recruiting volunteer doctors from
Houston’s medical district to provide primary healthcare services to nearly 300

Figure 2. López-Sanders (2017) ‘bi-planar’ double-embedded liaison brokerage.
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undocumented migrants each month; (2) offering financial support to over 100 migrant
families in need of home care assistance; (3) helping migrants navigate formal medical
bureaucracies; and (4) providing temporary gender-segregated shelter. Additional ser-
vices include coordination with other community organisations, weekly food and cloth-
ing distributions, daily delivery of brown-bagged lunches to day-laborers and the
homeless, and bi-weekly ESL courses for the organisation’s migrant guests. In line
with the Catholic Worker Movement (Day 1952; Deines 2008; McKanan 2008;
Morton and Saltmarsh 1997), the combination of these activities are intended to syner-
gize charity and social justice frameworks to accomplish two goals: (1) meet migrants’
needs and (2) challenge the underlying global political-economic forces that catalyze
migrants’ displacement in the first place.

Community Clinic of Phoenix. Located in a small, nondescript house on a busy
corner in central Phoenix, Community Clinic of Phoenix (CCP) is a free clinic for unin-
sured patients, the majority of whom are undocumented Latinx migrants. The clinic pro-
vides free medical care to about five hundred patients with treatable chronic health issues
that have usually gone undiagnosed and untreated for years such as high blood pressure,
high cholesterol, and/or diabetes. Offering limited primary, naturopathic, and holistic
healthcare, the clinic is open two days a week: Thursday’s clinic includes appointments
for general nursing, women’s health and midwifery, naturopathic and holistic care
(including appointments with a curandera who does healing work with crystals and
feathers), and limited mental health support, while Saturday’s clinic focuses on appoint-
ments with physician assistants and, once a month, with a physical therapist. Volunteers
also make house calls to patients throughout the week, monitoring the health of the most
acute patients and those with transportation issues that keep them from the clinic. Oper-
ating without government or grant funding, CCP is funded solely by individual
donations and the proceeds generated from selling clinic-branded merchandise and
hosting fundraising events like art auctions and pig roasts.

The clinic relies on hundreds of volunteers to provide a variety of primary and special-
ist care, fundraise, clean the clinic, restock medical supplies, and generally keep the
organisation running. The volunteers include an interesting mix of people: members
of a collective of street medics who provide healthcare at migrant rights protests and
founded the clinic; doctors, nurses, and physician assistants working in local hospitals
and doctor offices; curanderas and other spiritual healers who are themselves migrants;
and younger, affluent white suburbanites who are aspiring medical students looking for
experience with ‘underserved populations.’ Unlike JyP, CCP is not a faith-based organ-
isation, although many volunteers adhere to different faith traditions. The driving force
behind the organisation’s mission is a strong sense of justice around healthcare as a
human right for all, especially for uninsured, undocumented migrants. The clinic foun-
ders assert that CCP has always been ‘unapologetically activist’ in its approach to health-
care for those who they describe in their official mission as the ‘medically-marginalized.’

These two organisations operate within the Third Net with different missions (one
secular and the other faith-based), scopes of service (one focused primarily on the pro-
vision of healthcare and the other more expansive in its services offered), and geographic
locations. Additionally, JyP and CCP work within two states that have differing
approaches to immigration and health policy and immigration enforcement. Though
contrasting in many respects, these two organisations, their volunteers, and patients

6 E. HOEKSTRA AND A. MICHAEL JIMENEZ



provide a clear picture of the brokerage work undertaken in the Third Net. At both sites,
brokerage involves facilitating access and promoting change.

Methods

Our IRB-approved study analyzes brokerage relationships in the Third Net of the U.S.
healthcare system and the implications of these relationships for our understandings
of brokerage generally. We separately volunteered and conducted ethnographic research
with two Third Net organisations for approximately one year (JyP, September 2015-
October 2016; CCP, June 2015-June 2016). Through our fieldwork, we participated in
a range of organisational activities, including medical intakes, (in)formal meetings, rec-
reational outings, volunteer orientations, training workshops, and fundraising events.
During these activities, we observed volunteer-migrant interactions, points of contention
among volunteers, and migrants’ medical experiences. After developing rapport, we used
a snowball sampling approach to recruit potential interviewees. We obtained written/
verbal consent prior to data collection.

Across the two organisations, we conducted 52 in-depth, semi-structured interviews
with volunteers (JyP, 18; CCP, 34) who worked in multiple capacities (e.g. health prac-
titioners, interpreters, social workers, etc.). Ethnography’s immersive strength (Ham-
mersley 2018) allowed us to observe how volunteers and migrants broker care, while
interviews (Lamont and Swidler 2014) helped us understand the deeper, less visible
meanings/significance of brokerage processes. Together, these methods enabled a
more holistic understanding of brokerage processes and their variable meanings.
During our fieldwork, we engaged in a deliberate, iterative data collection process, in
which interviews enabled us to test emerging theories and further explore initial
findings with informants. In this way, interviews provided a point of confirmation or
contestation of the themes we observed during fieldwork and enabled us to triangulate
the themes discussed in this paper. All themes were first evidenced in ethnographic
observation and then discussed further in interviews with informants in our fieldsites.

The multi-sited nature of this research was analytically valuable because it allowed us
to compare and contrast brokerage processes in two geographically, philosophically, and
politically different contexts and identify interconnections between the organisations and
the broader healthcare system, a key benefit of multi-sited ethnography noted in previous
research (Molloy, Walker, and Lakeman 2017). Interview topics slightly varied depend-
ing on the interviewee but generally included: (1) biography and/or motivation for
volunteering; (2) interactions with other volunteers; (3) migrants’ medical needs/chal-
lenges; (4) impacts of immigration and healthcare policies; (5) organisation history,
mission, and activities; and (6) reflections about their role(s) within the organisation.
The length (30–90 min), location (i.e. onsite/offsite), and notetaking format (written/
audio-recorded) of the interviews were based on interviewees’ preferences. All interviews
were transcribed prior to analysis.

We conducted a reflexive thematic analysis (Braun, Clarke, and Hayfield 2022; Braun
and Clarke 2019) of ethnographic and interview data. By reflexive thematic analysis, we
mean that analytic themes were not predefined prior to the coding process nor prescribed
through the use of a codebook; rather, analytic themes developed around the core organ-
ising concept of brokerage through a reflexive coding process. The two main analytic
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themes that emerged included evidence of brokerage relationships among the organis-
ations’ volunteers and patients and how brokerage enables access to healthcare for unin-
sured, undocumented migrants. Themes were created and evolved co-constitutively in
conversations between the authors about the data, specifically about observations and
interview-based examples of volunteers negotiating healthcare access for their patients
(and migrants negotiating access for themselves and each other) in ways that differed
dramatically from mainstream health and safety net institutions. From volunteers’ and
migrants’ experiences, we infer that brokers in the informal Third Net can go beyond
facilitating migrants’ access to mainstream systems of care and challenge the structural
conditions that make these mainstream systems prohibitive in the first place.

Results

Our findings (see Table 1) demonstrate that brokerage within the Third Net is predominantly
marked by a versatility of roles and relationships that differs from brokerage within the main-
stream health system. On one hand, Third Net brokers (i.e. volunteers) continue to work
through formal and informal channels to facilitate migrants’ access to the mainstream
health system, adopting Lopez-Sanders’ representative and gatekeeper roles. At the same
time, however, the informality of the Third Net both forces and enables a radical shift in
the discourse and practice of brokerage, ultimately destabilising power hierarchies where
migrants, volunteers, and health practitioners can all adopt the broker role (Figure 3). In
this way, examinations of brokerage in the Third Net demonstrate the multi-planar and ver-
satile nature of brokering migrant healthcare in this largely informal tier.

Bridging beyond the third net: brokering care into the mainstream system

Under the Affordable Care Act, undocumented migrants remain ineligible for healthcare
coverage on a federal level, except for in a life-threatening emergency or in labour and

Table 1. Findings about Versatile Brokerage in the Third Net.
Main Finding Examples from JyP data Examples from CCP data

Brokering access to care in
the formal healthcare
system

Providing proof of income and residency
so migrants can access free healthcare
through formal channels under the Gold
Card

Informal, ad hoc negotiation for pro bono
procedures and specialist care with
sympathetic medical providers in the
formal healthcare system

Challenging negative
characterisations of
migrants

Critiquing ‘illegality,’ asserting migrant’s
humanity through a faith-based
perspective

Asserting migrants as ‘patients;’ systemic
critique that shifts the ‘burden’ from
migrants to the larger healthcare system

Framing a right to
healthcare

Healthcare and other social service
provision as mandated by the ‘Law of
the Gospels’

Strong emphasis on the fundamental right
to healthcare for everyone, including
uninsured, undocumented migrants

De-centering traditional
forms of brokerage

Volunteers, especially white citizen
volunteers, resisting the centrality of
their role as broker; shifting focus to
migrant patients

Considerable time and e�ort expended on
educating new volunteers about
immigration policy and health justice to
challenge traditional systems of
brokerage

Asserting migrants as
brokers

Migrant residents occupying leadership
and brokerage roles within the
organisation; migrants residents
advocating for each other’s health
needs, ensuring care

Migrants as ‘neighbors’ in the same health
community, as volunteer medical
providers and spiritual healers within the
organisation
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delivery. However, we find that volunteers (especially volunteer medical professionals) in
the Third Net work through both formal and informal channels to negotiate access for
their patients to care in the mainstream health system. In localities like Houston,
formal initiatives like the annually-renewable Harris Health financial assistance pro-
gramme – known as the Gold Card – offer up to 100% coverage for medical expenses
incurred within the Harris Health System (Harris Health Gold Card, 2000). To
qualify, individuals must present proof of income, residency, and identity; legal status
is not a concern. Accordingly, JyP volunteers do everything they can to help migrants
obtain these proofs and become eligible for the Gold Card. Margaret, JyP’s Co-Director,
explains:

I don’t know what we would do without our own clinics and … connections with the hos-
pitals, which are very supportive in the sense that if we sign forms for people that live here,
then [HHS will accept that as] proof of residency and income … All they need is a good ID,
which is problematic because some people don’t have it.

Though ID requirements can create significant challenges (Jimenez 2021), JyP’s ability to
represent and vouch for migrants’ residency and income is significant. Assuming
migrants have some form of identification, JyP can help undocumented migrants
become formally eligible for health coverage otherwise federally denied to them, effec-
tively facilitating their way into the first and second tiers of the healthcare system.

In the absence of formal initiatives like the Gold Card, Third Net practitioners use
their knowledge of the health system and their social and professional networks to

Figure 3. Versatile Brokerage: ‘Multi-planar’ brokerage model.
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broker care informally. This is the case in Phoenix, where there are virtually no formal
avenues for uninsured, undocumented migrants to access non-emergency care in the
mainstream health system. Additionally, anti-immigrant rhetoric and legislation have
translated into punitive immigration enforcement that dampens migrants’ health-
seeking behaviour. However, in this inhospitable environment for migrants, CCP volun-
teers use their expertise and prestige as medical professionals (who largely work in formal
healthcare settings for their day jobs) and their networks of colleagues to broker care for
their patients through informal channels into the mainstream health system. For
instance, CCP volunteers use their networks to negotiate pro bono specialist care for
some of their patients in need of more complex medical procedures, from biopsies to
heart surgery. In other examples, CCP organises crowd-funding campaigns for patients
in need of costly procedures and care that the clinic cannot provide. For example, they
raised over forty thousand dollars to pay for surgery for Yolie, a single mom with
young children, when she crushed her arm falling off a ladder. After the pins were
removed from her arm post-surgery, she was able to get the rehabilitation she needed
at no cost from CCP’s volunteer physical therapist. As important as this informal or
semi-formal brokerage is for individual patients, this model of brokerage for all 500 of
CCP’s patients would be unsustainable and unrealistic. As a result, brokerage into the
mainstream health system negotiated by CCP volunteers only occurs on an individua-
lised, ad hoc, and case-by-case basis, using their networks both in the mainstream
health system and in their communities to broker care through sometimes unorthodox
ways between the Third Net and the mainstream health system.

Together, these examples demonstrate the semi-formal brokerage role that volunteers
in the Third Net play in brokering care for their uninsured, undocumented patients. In
this role, they act as a different kind of ‘double-embedded liaison’ facilitating (often ad
hoc) access into the mainstream health system. Depending on the variabilities of local
policies and programmes, both JyP and CCP work to navigate formal and informal
healthcare access for their patients.

Challenging racialized disentitlement through shifting discourses of migrant
dependency

In addition to the semi-formal brokerage between the Third Net and the mainstream
health system, more versatile forms of brokerage exist within the Third Net, which
reflect a radically different discourse and practice of brokering care for migrant patients.
This versatile brokerage destabilises the power hierarchies of more traditional brokerage
relationships. For both organisations, versatile brokerage involves a shift in discourse,
challenging the racialized disentitlement and constructed dependency of their patients.

For CCP, a key part of enabling migrants’ access to healthcare is challenging migrants’
racialized disentitlement. Donna, one of the main clinic founders and core organisers,
asserts:

Around the country, but particularly in Arizona, we see anti-immigrant rhetoric that por-
trays immigrants as burdens. This is especially true in discussions about healthcare, as if
immigrants don’t deserve to go to the doctor. This rhetoric shows up in harsh immigration
policies like SB1070 [the infamous Arizona legislation that allows local police to check the
immigration status of anyone they arrest or detain] … but it’s important to recognize that
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it’s not immigrants that are the burden. It’s the denial of healthcare, not uninsured immi-
grants, that is a burden on society as a whole.

In this discussion, Donna challenges the anti-immigrant rhetoric that frames migrants as
‘burdensome non-patients’ and promotes a framework which sees migrants as ‘patients
within a burdensome system.’ Adopting a larger structural critique, Donna emphasises
the ways that policies like SB1070 create situations in which migrants are racialized as
‘illegal’ and burdensome. Healthcare legislation that denies migrants access to health cov-
erage and care plays a significant role in the construction of migrants as encumbering the
system, emphasising the costs that they incur rather than their contributions to society.
CCP works to frame migrants at the clinic first and foremost as patients, emphasising
their right to healthcare access and provision. The problem then for CCP is with a
larger system that refuses to recognise the patient status of uninsured migrants and
actively works to deny them healthcare.

CCP’s goal, however, is not to simply reify conventional patient-provider relation-
ships. Part of the organisation’s vision is to manifest a larger CCP community where
patients fight for their own rights to healthcare. Their understanding of migrants as
patients is a far cry from many clinics, in which patients are solely on the receiving
end of services. First and foremost, CCP emphasises the fact that the clinic’s patients
are members of the same larger community, and the language most often used regarding
patients at the clinic is that of ‘neighbor.’ Consistently across fundraising appeals and
social media posts, this image of a community of neighbours is central, emphasising a
mutuality, rather than a hierarchical relationship, between patients and providers, citi-
zens and noncitizens. This vision is emphasised in one of CCP’s funding letters,
saying, ‘Together, we really can build a better world, where all our neighbours, regardless
of immigration status, know that their lives and health are valued.’ In this way, CCP chal-
lenges anti-immigrant rhetoric of dependency by highlighting migrants’ right to belong-
ing and health as neighbours, while indicting the U.S. health system for denying
migrants’ right to healthcare.

JyP volunteers also challenge migrants’ racialized disentitlement. Whereas CCP
promotes migrants’ patient status and challenges the connotations of immigration
and healthcare law, JyP asserts that entitlement to care is actually based on a
higher-level spiritual law that recognises migrants’ humanity. According to Margaret,
one of JyP’s co-directors, this sentiment reflects the Bible’s ‘Sermon on the Mount’ in
Matthew 25 where Jesus Christ instructs people to care for the poor as they would
care for him: ‘What you do for the least of the brethren you do for me.’ Every vol-
unteer references this verse when explaining their motivation for joining JyP, and
according to Margaret, Matthew 25 captures the whole essence of JyP’s mission
and aims. Laurie, a volunteer, shares that whenever anyone asks Margaret how
they can ever repay JyP for its support, Margaret always makes some reference to
the passage or simply responds ‘Matthew 25,’ suggesting that people can repay JyP
by providing whatever support they can to others. For JyP volunteers (i.e. Catholic
Workers), this directive supersedes healthcare and immigration laws that might
limit or prevent practitioners from providing care to low-income undocumented
migrants. In an article published six years into JyP’s ongoing 40-year existence,
Larry (JyP’s co-director) explained:
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At Justicia y Paz, we don’t worry about breaking the law. In fact, we are totally distracted by
trying to keep the law, the Law of the Gospels that says that we must love our neighbors as
ourselves. Rejecting homeless people, refugees, mothers and children because they don’t
have an ID is like rejecting Jesus. True, we may be too fundamentalist or literal in our
interpretation of Matthew 25, but then we are stuck with being Catholic Workers.

Several volunteers echo Larry’s sentiment and conclude that rejecting ‘the poor’ is like
rejecting Christ himself. Rather than concern themselves with immigration and health-
care laws, Catholic Workers focus solely on upholding the ‘Law of the Gospels.’ Conven-
tionally, migrants and citizens who seek services in formal medical settings must furnish
legal documents (an ID; proof of insurance) in order to become eligible for care (Cer-
vantes and Menjívar 2020; Van Natta 2019; Jimenez 2021). At JyP, however, such legal
documentation is unnecessary.

Catholic Workers also regard illegality (i.e. undocumented status) as irrelevant when it
comes to eligibility for care. Larry succinctly captures this in a description of JyP’s ben-
eficiaries: ‘We haven’t met an illegal alien in our six years as Justicia y Paz. We have met a
lot of people, though.’ Here, illegality signifies racialized disentitlement and less-than-
human status. In replacing the notion of ‘illegal aliens’ with ‘people,’ Larry and other
Catholic Workers challenge the prohibitive and dehumanising connotations of illegality
and emphasise migrants’ humanity. Expressions of humanity like this are important to
and common among JyP volunteers. For example, when Consuelo, a volunteer, was
asked what she hopes migrants will remember from their time at JyP, she responded:
‘That in [Justicia y Paz], they were treated like human beings.’

In short, both organisations challenge migrants’ racialized disentitlement on the basis
of two different ideologies: for CCP, immigration and healthcare laws are inherently pro-
blematic, and for JyP, these laws are inferior to the ‘Law of the Gospels.’ Despite being
oriented by different ideologies, practitioners within both organisations recognise the
structural constraints of the healthcare system and seek to do more than simply facilitate
migrants’ access into it. For volunteers in both spaces, brokerage also involves status-
shifting. CCP volunteers attempt to shift migrants’ status from ‘burdensome non-
patients’ to ‘patients within a burdensome system,’ and JyP volunteers try to shift
migrants’ status from ‘illegal aliens’ to ‘human beings’ with real needs and capabilities.
Both sets of novel statuses challenge migrants’ racialized disentitlement.

Versatile brokerage: envisioning new possibilities for brokering care in the
Third Net

In addition to disrupting the racialized disentitlement of non-citizens, Third Net prac-
titioners attempt to de-centre and expand the broker role, creating a versatile type of
brokerage where the distinctions among patients, brokers, and providers are blurred
and power is actively negotiated. In short, volunteers from both organisations do not
explicitly consider themselves brokers and actively work to contest traditional brokerage
relationships wherein migrants have to go through volunteers (i.e. brokers) for care.

At Justicia y Paz (JyP), volunteers do what they can to decentre their role as brokers,
but this can be challenging. Victoria, a volunteer, provides an example, explaining a
moment when she took a migrant woman named Brenda to an appointment in Hous-
ton’s medical district:
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When you’re with someone [at a hospital] and it’s about them and their life and their situ-
ation, and then the professional talks to [me], I’m like Brenda’s right here, and she under-
stands you; speaks English … It’s not me. It’s not my medical problem [or] legal problem.
It’s not my anything. Like, I just drove Brenda here … I’m not her social worker.

Victoria expresses frustration with becoming the centre of attention among health prac-
titioners and emphasises that the clinic visit is about Brenda. In doing so, Victoria tries to
decentre the broker role and re-centre Brenda in the healthcare interaction. Victoria also
emphasises that she is not Brenda’s social worker. She rejects the conventional liaison
role of healthcare brokers and expresses desire for a relationship where she is peripheral,
rather than central, to Brenda’s healthcare needs.

This was a common experience among a predominately white base of volunteers at
JyP. Health practitioners routinely asked volunteers questions about migrants’ health
even though these migrants were sitting in the same room, perfectly capable of articulat-
ing their own needs. Victoria reflects on these experiences:

I feel weird about it. I don’t know what it is. Is it the language? Is it race? Is it both those
things? I don’t know, but it does frustrate me, and I struggle a lot with the idea of the
white savior complex and [whether or not] I’m perpetuating it by being here.

Here, Victoria shares frustration with possibly reifying the white saviour role. Brokerage
processes are generally understood in practical ‘means-to-an-end’ terms (i.e. the job of
the broker is to facilitate access to care), but here, Victoria illustrates deeper consider-
ations about what it means to be a broker. In this Third Net context, brokerage also
means challenging the conditions that make brokering care necessary in the first place.
In other words, Victoria and other volunteers want to make themselves (i.e. the
broker role) unnecessary or irrelevant. Doing so, however, requires critical evaluation
of the healthcare and immigration policies that structure migrants’ experiences of exclu-
sion and reaffirm hierarchal brokerage relations. Relative to JyP, CCP is more intentional
about evaluating these policies.

CCP recognises that not all new volunteers fully understand the relationship between
the organisation’s anti-racist and health justice aims. Clinic volunteers represent a diver-
sity across spectrums of age, race, immigration status, citizenship, and socioeconomic
status. This diversity of volunteers comes with a particular set of challenges around fos-
tering the mission of the organisation, including providing equitable healthcare with cul-
tural humility and establishing a non-hierarchical, collaborative environment. The early
clinic volunteers came largely from within the immigrant rights movement in Phoenix
and already had a robust knowledge of the anti-immigrant sentiment and structural chal-
lenges faced by the clinic’s patients. However, as the clinic became more established, it
attracted a cohort of volunteers – mostly white, affluent young adults hoping to get
experience working with ‘underserved communities’ to strengthen their applications
to medical school. Lorena, one of the original founders of the clinic, discussed this
influx of new volunteers who lacked knowledge about the clinic’s history and the
larger context of immigration and health policy, saying:

We end up getting a lot of white, suburban kids as volunteers who want to go into medicine.
With PA school being so competitive, their applications are more likely to get a look with
them having volunteered with ‘underserved’ communities. But they come to us without the
knowledge of immigrant rights or health justice, and this means that we have to go through a
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process of educating them about what our patients are up against. Otherwise, we end up
replicating the power inequalities of patient-provider relationships … and, in this context,
that looks a lot like white saviorism.

Destabilising the brokerage role within the larger racial dynamics and power inequalities
of patient-provider interactions demands vigilance and intentionality from clinic organ-
isers and core volunteers to ensure that new volunteers share the clinic’s vision. As a core
activity of the clinic, regular volunteer orientations and trainings on things like immigra-
tion policy and health justice educate new volunteers to understand the larger social and
political context in which the clinic’s patients must survive. This education also involves
training non-Spanish-speaking volunteers in etiquette for working with an interpreter,
including the directive to always maintain eye contact and speak directly to the patient
themselves, rarely looking at the interpreter during appointments. In this way, this edu-
cation also involves, at least implicitly, a challenge to traditional systems of brokerage and
hierarchies of patient-provider relationships.

In the Third Net, the broker role can also be expanded. At both JyP and CCP,
migrants also provide direct care to others. One Catholic Worker, Carolina, is a
migrant herself and conducts medical intake at JyP’s clinic every week. Her family
received medical care from JyP several years prior to her arrival in the country, and
now she has been providing this care herself for about six years: ‘It’s so funny. In
the beginning, Margaret didn’t even want me to touch the computer. She was like,
‘don’t touch anything; just watch!’ And now I’m like in charge of the clinic [she
laughs].’ Studying to be a Physician’s Assistant, Carolina occupies a leadership role
in the clinic. When other volunteers have questions about clinic protocol, they com-
monly turn to Carolina.

In many cases, migrants join volunteers at JyP in a range of activities including weekly
food distributions, cooking/cleaning, and caregiving. In turn, they too become brokers of
care. Like volunteers, migrants help one another fill out Gold Card applications, share
information about reliable clinics, and provide linguistic assistance during medical
visits. This is particularly important for migrants like 46-year-old Joseph, who suffered
a debilitating car accident and speaks in low mumbles. Elias, a 75-year-old Mexican
man, is among a select few who are able to understand Joseph. Accordingly, Elias
makes sure Joseph takes his medicine every day and routinely accompanies Joseph to
medical appointments outside of JyP in order to literally speak on his behalf. Thus, vol-
unteers are not the only ones responsible for brokering care; the Third Net’s informality
allows for a renegotiation of roles such that Joseph, a migrant who also needs care (con-
ventionally the ‘patient’), can act as both caregiver (health practitioner) and care facili-
tator (broker).

Migrants at CCP also play an active role in organisational activities. In addition to
understanding patients and volunteers as ‘neighbors’ in the same larger community,
CCP volunteers recognise patients not as passive recipients of healthcare or other
social services but, rather, as active organisers working to claim their own rights. For
instance, in a volunteer training on the clinic’s mission and vision, Michael, a nurse
and CCP volunteer, said to the new volunteers in attendance:

What you have to know is that our patients are part of a very strong and very organized
immigrant community in this state. They are by no means drains on the system, and at
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the same time, they are by no means victims that are taking this sitting down. They are gutsy
and smart organizers fighting for their own rights.

By describing patients as both neighbours within a larger health community and organ-
isers fighting for their own rights, CCP volunteers explicitly recognise migrants’ active
role in facilitating migrant healthcare. This recognition disrupts traditional patient-pro-
vider configurations which figure patients as a passive receivers of care and opens possi-
bilities for migrants to serve as brokers themselves.

At CCP, migrants are not only among the patients, but also volunteer as medical pro-
fessionals and caregivers at the clinic. For example, Octavia, a migrant herself, provides
patients talk therapy and mindfulness training to help alleviate stress and anxiety. Javiera,
a migrant woman and volunteer from the Hispanic Nurses’ Association, not only pro-
vides care at CCP but also uses the space to educate current and future medical pro-
fessionals about the challenges faced by uninsured, undocumented migrants in the
U.S., like her parents and brother: ‘Before coming to CCP, I didn’t know that clinics
like this existed. Now I can’t see myself ever not working in a clinic like CCP.’ Given
the centrality of migrants as both patients and providers at JyP and CCP, both organis-
ations challenge conventional broker roles. When volunteers broker care, they do not
simply act as gatekeepers of medical resources and representatives of migrant interests.
They also act as enablers of different configurations of care whereby migrants can act as
brokers themselves.

Discussion and conclusion

Building on scholarship that examines brokerage processes in the first and second tiers of
the U.S. healthcare system (Gould and Fernandez 1989; López-Sanders 2017b, 2017a), we
employed ethnography and interviews to explore the modes and meanings of brokerage
in what we call the Third Net, a loose network of volunteer-run community-based organ-
isations and clinics that provide informal health services to low-income undocumented
migrants. We found that brokerage within the Third Net involves (1) facilitating access to
the formal tiers of the healthcare system; (2) challenging migrants’ racialized disentitle-
ment and discourses of migrant dependency; and (3) manifesting a more versatile form
of brokerage. Our research highlights the potential for brokers within the Third Net to
not only enable healthcare access but also challenge the existing legal parameters of
migrants’ healthcare exclusion.

Our two Third Net sites – Justicia y Paz (JyP) and Community Clinic of Phoenix
(CCP) – differ in geography, contexts of state and local policy, and philosophies of
care. However, in their approach to brokering migrant healthcare, JyP and CCP share
a couple of important commonalities, illustrating characteristics potentially salient
across other Third Net spaces. First, volunteers in both organisations reframe migrants
in ways that challenge dominant anti-immigrant rhetoric. JyP rejects the notion that
undocumented migrants are undeserving by virtue of their ‘illegality,’ and CCP chal-
lenges the idea that migrants are a ‘burden’ on healthcare resources. In doing so, both
sites contest migrants’ racialized disentitlement and emphasise the deficiencies of the
healthcare system in its current state. Moreover, volunteers within both organisations
recognise migrants not as passive recipients of care but, rather, as active caregivers
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and collaborators. Relatedly, a second commonality between the two organisations is that
they both actively work to reconfigure conventional brokerage relationships, and in
doing so, challenge the racialized power dynamics of migrant healthcare access and pro-
vision that can often fall into patterns and pitfalls of white saviorism. At both JyP and
CCP, this work involves the incorporation of migrants as leaders, organisers, and health-
care practitioners within the organisations. Through the work of these organisations, we
find that brokerage processes within the Third Net can vary greatly from conventional
brokerage relationships in the first and second tier.

Adding to the literature on migrant health and brokerage (Campbell-Montalvo et al.
2022; López-Sanders 2017b, 2017a) our research illuminates the potential versatility of
brokerage relationships. At the beginning of our paper, we discussed several theoretical
models of brokerage for migrant healthcare, in which organisations and individuals act as
gatekeepers and/or representatives to broker healthcare access for uninsured, undocu-
mented migrants within the first and second tiers of care (Gould and Fernandez 1989;
López-Sanders 2017b, 2017a). (See Figures 1 and 2). Consistent across these models is
the implication that brokerage relationships are primarily unidirectional (e.g. migrants
go through brokers to access health practitioners and other resources) and static (i.e.
the categories of migrant patient, medical broker, and health practitioner are fixed and
mutually exclusive). Advancing these models of brokerage, our cases reveal the potential
for versatility in brokerage relationships, where social, economic, and medical resources
are allocated multi-directionally and the broker role can shift from person to person (see
Figure 3). Thus, at a theoretical level, our research illustrates that brokerage can involve
both stabilisation and destabilisation. Consistent with previous work (Aptekar 2020;
Campbell-Montalvo et al. 2022; Campbell-Montalvo and Castañeda 2019), both
medical (CCP) and non-medical (JyP) entities broker semi-formal access to mainstream
healthcare services and essentially stabilise otherwise disconnected patient-provider
relationships. Adding to this literature, our cases also demonstrate ways in which mul-
tiple groups (i.e. migrants, health practitioners, organisation volunteers) can manifest
new configurations of healthcare and share the broker role, ultimately destabilising tra-
ditional patient-provider relationships.

As illustrated in Figure 3, brokers within the Third Net can do more than simply facili-
tate access to healthcare because they operate on a different informal plane than brokers
within the formal first and second tiers of care. Traditional examinations of brokerage
relationships have been critiqued as ‘mono-planar’ with more recent scholarship recog-
nising the potential for brokerage relationships to be ‘bi-planar’ (López-Sanders 2017a).
In these bi-planar brokerage relationships, Navigators and other street-level bureaucrats
operate as both representatives and gatekeepers simultaneously, balancing migrants’
healthcare needs and hospital/clinic administrators’ profit-driven demands. Our research
contributes to this literature by shedding light on the reality of brokerage as a ‘multi-
planar’ relationship. Migrant patients, brokers, and health practitioners continue to navi-
gate brokerage relationships within the first and second tiers. At the same time, however,
the three groups coalesce on a different informal plane (i.e. Third Net sites like JyP and
CCP) where neither the patient ‘representative’ nor ‘gatekeeper’ modality of brokerage is
necessary; it is a plane where migrants can represent their own healthcare needs and
rights and healthcare practitioners can circumvent the hyper-profit pressures of
private medicine. Thus, in practical terms, brokerage within the Third Net takes seriously
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migrants’ agency and allows for an active re-imagining and reconfiguration of immigrant
healthcare in the U.S. Although the informality of the Third Net presents practitioners
and migrants with notable challenges (e.g. steady funding and labour power), it also pre-
sents opportunities for everyone involved to advocate for a more just healthcare system.
Future research should explore if, how, and why versatile brokerage manifests in other
Third Net contexts.

Note

1. Although López-Sanders and others refer to the healthcare system’s different sectors as
‘tiers,’ we use the term ‘net’ to remain consistent with our other work. In a forthcoming
book, we describe this third tier as the ‘Third Net’ to signal its relationship to the healthcare
safety net.
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