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Women, Migration, and Diabetes
What Is the Connection?

igration is a growing phenomenon that reflects social,
economic, and health inequalities across different re-
gions of the world. It is estimated that in 2024 there
are approximately 281 million migrants, representing
3.67 of the global population. Of these, 135 million are
women (3.57 of the global female population) and 146 million are
men (3.7% of the global male population) (1). Europe has become
the main destination for migrants, with 87 million (30.9%), followed
by Asia (30.5%), North America (20.9%), and Africa (9%). The lea-
ding receiving countries include the United States, Germany, Sau-

di Arabia, Russia, the United Kingdom, the United Arab Emirates,
France, Canada, Australia, and Spain. On the other hand, India,
Mexico, Russia, China, Syria, Bangladesh, Pakistan, Ukraine, the
Philippines, and Afghanistan are the largest countries of origin.
In Latin America and the Caribbean, migration has doubled in the
past 15 years, rising from 7 to 15 million people, with the Mexico—
United States migration corridor standing out as the largest in the
world, involving nearly 11 million people (1). By 2025, according to
the National Statistics Institute, most migrants to Spain come from
Colombia, Venezuela, and Morocco.
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These data are not just numbers—behind
each figure are people: stories, bodies,
and experiences. There are women who
migrate in search of better opportunities
for themselves and their families, and who
must face health systems that are unfa-
miliar, often inaccessible, or that ignore
their cultural and gender-specific needs.
Understanding the context of migration
from a human and gender-sensitive pers-
pective is crucial to addressing the health
inequities experienced by migrant women,
particularly when they live with chronic
conditions such as diabetes.

The prevalence of diabetes is higher among
migrant women, with significant variations
depending on ethnicity and the length of
residence in the host country (2). The risk of
developing type 2 diabetes (T2DM) is signifi-
cantly greater among women from regions
such as South Asia, sub-Saharan Africa, and
Latin America and the Caribbean—espe-
cially those with a history of gestational
diabetes mellitus (GDM) (3). This increased
risk persists regardless of the length of re-
sidence in the host country. Pregnancy out-
comes in women with diabetes who migra-
te also show higher rates of complications,
including preterm birth, preeclampsia, and
cesarean delivery vs the non-migrant popu-
lation (4). The American Diabetes Associa-
tion (ADA) highlights that among the agri-
cultural and seasonal migrant workforce,
a significant segment faces numerous ba-
rriers to adequate diabetes management,
including cost, cultural differences, langua-
ge, literacy, transportation, and geographic
distance. These barriers can lead to serious
complications due to interruptions in care
and limited access to resources such as me-
dications and culturally tailored education
(5). Although this data has yet to be disa-
ggregated by gender, the burden is likely
different for women and men.

MIGRANT WOMEN WITH DIABETES
AND HEALTH PROFESSIONALS

People migrate within or outside their
country of origin for work, family, acade-
mic, or difficult circumstances such as con-
flict or disaster. For many migrant women,
this process involves additional challen-
ges: language barriers, limited access to
services, stigma, restrictive gender norms,
and lack of culturally adapted informa-

tion. Addressing the social determinants
of health—such as socioeconomic status,
housing, and food security, which influen-
ce diabetes management—is essential in
clinical practice. The quality of the rela-
tionship between health professionals and
migrant women is crucial. If care is percei-
ved as deficient, the likelihood of adopting
self-care practices—especially for condi-
tions like diabetes—decreases (6). As pro-
fessionals, we have a responsibility not to
exclude anyone based on origin, language,
skin color, or beliefs. It is also important
to avoid prejudice and stereotypes about
migrants, recognizing that each individual
is different. Adapting health care environ-
ments to meet the needs of women is key
to providing empathetic, respectful, and
gender- and culturally-sensitive care. Si-
milarly, timely referrals to social workers,
associations, and community resources are
vital to help mitigate these barriers (5).

CHALLENGES, PROPOSALS,
AND STRATEGIES

Migrant women living with diabetes face
multiple barriers that go beyond glycemic
control. These challenges result from a
combination of social, economic, occupa-
tional, structural, and reproductive health
factors that interact and affect their abili-
ty to access continuous, culturally sensiti-
ve, empathetic, and needs-centered care.
Recognizing these dimensions is essential
for designing comprehensive, gender-sen-
sitive interventions that guarantee more
equitable and effective care. Figure 1
illustrates the main challenges related to
sex- and gender-specific aspects in women
who have migrated and live with diabetes.

To improve diabetes care for migrant wo-
men who face linguistic, social, economic,
and cultural barriers, several strategies can
be implemented:

1. Linguistically appropriate care and
communication: Health systems should
develop and provide educational pro-
grams and materials in languages un-
derstood by patients. Free language
assistance is also recommended. The
ADA emphasizes avoiding the use of
untrained interpreters, including family
members, to prevent confusion in com-
munication (5, 7).
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ADDRESSING THE SOCIAL DETERMINANTS OF HEALTH—SUCH AS SOCIOECONOMIC
STATUS, HOUSING, AND FOOD SECURITY—THAT INFLUENCE DIABETES
MANAGEMENT IS ESSENTIAL IN CLINICAL PRACTICE

* Lack of knowledge about their dietary customs, beliefs about illness, and prior diabetes management.
e Type of mobility: individual or family (many women migrate alone or as caregivers).
* Previous experiences with the health system (violence, exclusion, or institutional barriers).

SOCIOCULTURAL AND MIGRATORY CONTEXT
e Prejudices and stereotypes about migrant women with chronic illnesses.
STRUCTURAL BARRIERS TO ACCESSING HEALTHCARE.
e Limited access to self-monitoring devices (glucometers, strips, sensors). &
* Lack of information about their rights within the health system and how to access services.
e Language barriers, low health literacy, and lack of culturally and linguistically adapted educational materials. Jf%i
e Discrimination or minimization of symptoms by health care personnel.

e Absence of interpreters and persistent language barriers.

WORKING CONDITIONS
e Long orirregular working hours that prevent proper glucose monitoring or insulin administration. 9
e Types of jobs that restrict mobility, exercise, or access to health care (e.g., live-in domestic workers without
social security). Subd'
¢ Informal employment with no rights to sick leave, rest breaks, or time off for medical appointments. = M
¢ Difficulty maintaining regular schedules for meals or physical activity. _,’:'ﬁt-ﬁb
e Limitations in attending medical or health education appointments.
SOCIOECONOMIC AND FAMILY CONDITIONS
¢ Insufficient income to cover the cost of appointments, medications, glucose monitors, or appropriate food.
® Food insecurity, making it difficult to follow a diabetes meal plan.
¢ Housing without refrigerators or adequate spaces for preparing healthy meals.
‘ e Prioritization of family economy over their own medical care.
SEXUAL AND REPRODUCTIVE HEALTH .
e Menstruation, urinary tract infections, pregnancy, breastfeeding, menopause: little access to information, products, ?
and services. i
e Cultural taboos or different beliefs about life stages (e.g., menstruation or menopause). l
FIGURE 1. Prepared by the authors.
» 2. Culturally adapted diabetes edu- appropriate and tailored to individual dietary patterns (Latin American,
cation programs: The ADA recom- preferences, needs, and values (5, sub-Saharan African, Asian, Eastern
mends that diabetes self-mana- 7). For example, individualized lists European) could improve adherence

gement education be culturally of carbohydrate counts for various to diabetes treatment. »
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» 3. Peer support: Peer-led interventions can help bridge gaps

in care by providing culturally adapted education and
support. This approach has been shown to improve dia-
betes outcomes in various migrant communities (8).
Such groups can empower individuals, provide reassuran-
ce, and create supportive resources in different languages
to help them manage both their health and migration-re-
lated challenges.

. Telemedicine and mHealth technologies: These can pro-
vide continuous care and education tailored to cultural

and linguistic needs, allowing follow-up without the need
for travel (5). For professionals, these tools can facilitate
the use of visual aids—such as images of traditional fami-
ly meals—to improve understanding of glucose charts and
carbohydrate counting.

. Health professional-patient relationship: It is essential for

this relationship to be empathetic toward the woman's mi-
gratory situation. Building trust and a sense of safety is fun-
damental for treatment adherence and for truly supporting
diabetes management in migrant women. D

CONCLUSIONS

Migrant women with diabetes require specific interventions that address cultural, linguistic, and socioeconomic ba-
rriers to improve their health outcomes and diabetes management. Migration status impacts access to diabetes care
through a combination of barriers and challenges. Overcoming these requires targeted interventions that improve ac-
cess to health care and provide culturally and linguistically appropriate services. It is important to continue producing
research that recognizes differences between women and men to advance health equity, as well as to observe the
intersection of gender and migration, since this directly affects care approaches. Identifying the migrant populations
present in each health unit is essential to adapt diabetes education programs accordingly.

As professionals, we must also examine our own biases toward difference or the unfamiliar. Migrant women already
carry stigmas and judgments simply for having moved: “the woman who left her family, the woman who abandoned her
maternal role, the woman frowned upon for migrating alone,” etc. Our role is to listen without judgment, fostering a
positive, supportive relationship with them.
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