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In this creative thesis, I wrote six magazine-style journalism pieces that highlight 
the experiences of marginalized communities in America and their interactions with the 
health care system. Through interviews with people from around the country and reviews 
of data from public health entities such as the Centers of Disease Control and Prevention, 
I looked at varying topics from America's rise in maternal mortality to ableism in the 
health care system to the impact of the COVID-19 pandemic on Waco's communities of 
color. After writing these stories, I also photographed, designed and edited them into both 
a print and digital magazine. Through my work, I was able to better understand and share 
the health care stories of people not usually represented in media. In doing so, I brought 
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provider experiences and health outcomes for groups of people who experience among 
the worst levels of health care quality in the country. 
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Letter from the Editor
When I set out to create my Honors thesis for 

my Bachelor’s degree requirements, I knew that I 
had no desire to embark on an academic research 
project. Instead, I wanted to use all of the knowledge 
I have learned from my time in Baylor’s journalism 
department to create a body of work looking into 
an area of American life that I am passionate about. 

Around that time, I got so sick that it began to 
impact my ability to carry out my daily life. Not 
only because of my personal life but also because 
the world was turned upside down by a global 
pandemic, I decided to take a look at the ways in 
which marginalized communities access health care 
in America. Of course, I have always had frustrating 
health care experiences because I am a woman, 
but I was also newly disabled and frustrated by 
this unexpected extra barrier I was facing in my 
interactions with the health care system.

Since then, I’ve worked on this project amid 
doctor’s appointments, quarantines, school breaks 
and my day-to-day life as a college student. As I 
complete this work, I am overwhelmed by the person 
I was when I started and who I have become today. 

I know that this 
thesis is better not 
only because of the 
academic work I have 
been doing over the 
past few years, but also 
because of the perspective 
I have gained from my 
experiences as a person who 
frequently stares down the 
barrel of the health care system.

I am so thankful to the people 
who sat down with me to share their 
stories and expertise. I will always 
be honored that they trusted me to 
share their pain, struggles and illness 
with others. As you look through this 
magazine, I hope you find as much value 
in reading it as  I did in creating it.

Sincerely,

Photo by Lisa Van Zandt Frittz
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COMMUNITIES OF 
COLOR IN WACO
Why the pandemic disproportionately affected Wacoans of color

Throughout the COVID-19 pandemic, one of the 
most major disparities when it comes to the rates of 
infection and death has been the disproportionate 
impact of the virus on people of color compared to 
their white counterparts. This statistic remains true 
when it comes to Waco and McLennan County. 

In early 2020, as the national narrative surrounding 
the causes and issues around the spread of COVID-19 
was beginning to build, there was much confusion 
and uncertainty on why Black Americans were 
seeing such higher rates of infection and death.

“‘You’re not doing a good enough job taking care 
of your health, because you drink too much alcohol, 
smoke and use tobacco, use too many drugs, and 
as a result, you are dying disproportionately,’” Dr. 
Thomas LaVeist, dean of the School of Public Health 
and Tropical Medicine at Tulane University, said in 
reference to the national conversation about race 
and COVID-19 at the time. “[This was] in spite of 
the fact that there was some evidence beginning to 
come forward that there was systematic disparities 
in the treatment that was being received by people 
of color.”

This created even more confusion, and it wasn’t 

even reflective of the data or evidence that was 
coming out of reporting health care facilities.

What, then, drove and continues to drive 
the disproportionate impact of COVID-19 on 
communities of color? A lot of it, LaVeist said, has to 
do with the risk of exposure people of color face as 
opposed to their white counterparts.

“For example, food processing is one of the places 
where we know, especially early on, a lot of the 
transmissions hurt,” LaVeist said. “It places people 
at risk, and disproportionately people of color 
that work in those environments, those types of 
occupations.”

According to 2019 Census estimates, non-Hispanic 
white people make up 55.4% of the McLennan 
County population, but they have made up only 42% 
of COVID-19 cases and 41% of hospitalizations due 
to the virus. Conversely, 44.6% of McLennan County 
is either Hispanic, Black or of another race, and they 
account for roughly 58% of COVID-19 cases and 
59% of hospitalizations. 

However, McLennan County diverges from the 
national norm in that non-Hispanic white people 
make up 59% of the county’s overall COVID-19 
deaths, a slightly larger share of deaths compared to 
their share of the population.

Overall, these disparities are hard to compare 
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when data comes from different agencies because 
race is not tracked the same way from agency 
to agency. For instance, the McLennan County 
COVID-19 data only compares racial demographics 
from non-Hispanic white patients, non-Hispanic 
Black patients, Hispanic patients of all races and all 
patients of other and unknown races. By contrast, 
population data breaks up race in several other 
categories, and it is unclear where people from the 
McLennan County COVID-19 data would fall into the 
Census data. As a result, the easiest demographic 
to compare across data sets is non-Hispanic white 
populations because that category is most consistent 
across data sets.

On the whole, healthcare disparities have existed 
across the board in most avenues of medicine for 
as long as public health officials have been tracking 
this data. Dr. Michael Spencer, the director of Native 
Hawaiian, Pacific Islander and Oceania Affairs at 
the Indigenous Wellness Research Institute at the 
University of Washington, said these worse health 
care outcomes for communities of color are a result 
of several factors. 

“There’s issues of access in terms of insurance, 
but there’s also issues of receiving poor quality 
care,” Spencer said. “Some of these things are tied to 

issues of provider bias, but they’re also tied into our 
financing system, as well as other structural factors.”

As the health care sector seeks to improve 
conditions for communities of color, though, 
Spencer said the burden of negative outcomes must 
be put into context of the systemic problems that 
Black, Indigenous and other people of color face 
when interfacing with the healthcare system.

“On average, people of color receive not just poor 
quality service, but in some cases receive worse 
service from the standpoint of moving more quickly 
to invasive surgeries like amputations, or people 
of color receiving far higher doses of psychiatric 
medications or antipsychotic medications as an 
earlier course of treatment than others,” Spencer 
said.

As that was the state of the health care that 
minority communities had access to before such a 
crisis, these problems were exacerbated in the face 
a global disease pandemic. Now that vaccines are 
widely available, Black and Hispanic populations 
have lower rates of vaccination across the state 
of Texas. This can be attributed to several factors, 
one of which being the lower level of confidence 
in the medical system on behalf of people of color, 
according to health care professionals.

Below The Martin Luther King Jr. 
Community Clinic stands in East Waco. 
This clinic is the only location in the city 
of Waco with COVID-19 vaccines in an 
area with a majority Black population.
Photo by Camille Rasor
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“We have people, they’ve never trusted 
medicine, and for a good reason. It’s always 
interesting, people talk about, ‘Oh, broken trust. 
The trust is broken.’ The trust was never there,” 
Dr. Renee Crichlow, the vice chair of health 
equity at the Boston University Department of 
Family Medicine, said. “Absolutely everything 
in the initial encounters with enslaved peoples 
and the American medical system, it was 
basically being treated like livestock. People 
have grandparents who weren’t allowed into 
various hospitals because of their race. Yes, 
that’s changed but that was not that long ago. 
The trust has never been there.”

Additionally, access to vaccination sites and 
transportation also raises a barrier to people of 
color getting vaccinated. This is illustrated by 
the  map on the right, which shows where Waco 
vaccination sites are relative to where people, 
broken up by race, live.

In the places where there are higher 
concentrations of people of color, there are fewer 
sites with access to the vaccine. For instance, 
East Waco in the top right corner of the map is 
the area in Waco with the highest concentration 
of Black residents, and that community only has 
one vaccine clinic. Additionally, the center of 
the map shows a high concentration of Hispanic 
Wacoans live alongside a fair number of Black 
Wacoans. Despite this heavy concentration of 
residents, there are no vaccine clinics available 
nearby. 

On the edge of the map to the right, 
where the concentration of white people 
is higher, there are more places available 
for vaccinations. The only exception 
to this trend seems to be at the 
intersection of Valley Mills Drive 
and I-35, where there are three 
vaccination sites available near a 
concentrated population of Hispanic 
residents. Additionally, almost every 
vaccination clinic in the area requires 
some form of transportation due to 
heavy roadways that are difficult 
to navigate by foot or bike, which 
poses another barrier to people of 
color, who are statistically more 
likely to have unreliable access to 
transportation options. 

In essence, health professionals 
across the board are waving red flags, 
saying the disproportionate negative 
outcomes in health care, especially in 
this pandemic, is a much larger and 
broader issue than the health habits 
of different population groups.

“When we take national statistics 

… and we see differences across race 
groups, it’s natural that we would assume 
that those disparities are endemic to the 
people, but we don’t account for the fact 
that because of segregation, we live 
in very different risk environments,” 
LaVeist said. “What we might 
actually be seeing in national 
statistics are differences 
in who is exposed to 
environments that are 
safe and healthy, and 
who are exposed to 
environments 
that are not 
healthy.”



Key

Hispanic resident

Asian resident

Black resident

White resident

Vaccine clinic /
pharmacy

Major roadway, 
difficult for 
pedestrians

Brazos River

1 dot = 1 person

Population data from 2010 census (2020 
census data has not yet been compiled 
into a similar map); Map permission: Image 
Copyright, 2013, Weldon Cooper Center 
for Public Service, Rector and Visitors of the 
University of Virginia (Dustin A. Cable, creator)
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MATERNAL MORTALITY 
IN THE UNITED STATES

Maternal and infant mortality rates are higher in 
America than in any other industrialized country, 
and they have been for a while. 

In 2017, a time when rates worldwide were 
decreasing, only the United States and the 
Dominican Republic showed a significant increase 
in maternal mortality since 2000, according to 
the World Health Organization. These numbers 
show that more than half of maternal deaths in the 
United States occur after the day the baby is born.

Texas is among the worst of maternal and infant 
health. According to 2018 data presented by the 
Centers for Disease Control and Prevention, Texas 
had the highest reported number of maternal 
deaths of any state in the country, with 70 women 
dying in the maternal period.1  This accounts for 
over 10% of the United States’ reported maternal 
deaths.

However, maternal and infant health outcomes 
are not proportional across all demographics. 
Virtually every data set on this issue shows that 
Black mothers and babies are much more likely 
to be at risk for mortality or serious health 
complications. 

According to data put out by the McLennan 
County Public Health District, in 2017, only 59.4% 
of Black pregnant women accessed prenatal care, 
as opposed to 74.3% of their white counterparts. 
Additionally, 14.5% of Black babies born in the 
county had a low birth weight as opposed to 7% of 
white babies. 

Programs like the Healthy Babies Coalition 
through the county public health district are 
seeking to change these outcomes, and they 
are doing so while keeping racial inequity at the 
forefront of the conversation. 

Janet Jones Dukes, a public health professor 
at Baylor University and public health doctoral 
candidate, said that when the Texas Department 
of Health gave McLennan County a grant in 2011 to 
start the Healthy Babies Coalition, the disparities 
among Black women were one of the most alarming 
pieces of the data set. She began her work with the 
coalition in 2013.

“We started seeing numbers as it relates to 
maternal mortality, and specifically again, African 
American women experiencing greater rates of 
maternal death due to childbirth and labor,” Jones 

Dukes said. “Sometimes in some communities, it’s 
three times as much, sometimes two times as much 
as white counterparts.”

Additionally, Jones Dukes said maternal and 
infant health outcomes are not even among all 
communities in the country or state.

“Depending on the state or the community, 
then the city level, even the ZIP code that you 
live in is different because you have some higher 
quality care areas and then you have sub-pockets, 
especially rural health, that tends not to get the 

1 The CDC defined the maternal deaths as “deaths of 
women while pregnant or within 42 days of termination of 
pregnancy, irrespective of the duration and the site of the 
pregnancy, from any cause related to or aggravated by the 
pregnancy or its management, but not from accidental or 
incidental causes.”

BY CAMILLE RASOR

How Waco is fighting a rise in death rates especially affecting Black moms

JANET JONES DUKES,
PUBLIC HEALTH EXPERT

”

“We can’t ignore the 
trends that we see 

there as it relates to 
why this is happening 

more with one 
particular race over 

others.



greatest care,” Jones Dukes said.
As is the case for most healthcare outcomes, 

these issues are both indicative of systemic issues 
and individual health behaviors. However, when 
looking at individual behaviors, it is important to 
understand how historic trends and the realities of 
day-to-day life for Black women versus women in 
other racial categories differ. 

Dr. Michael Spencer, the director of Native 
Hawaiian, Pacific Islander, and Oceania Affairs at 
the Indigenous Wellness Research Institute at the 
University of Washington said that this impacts 
people of color’s health care outcomes. When 
discussing broader racial inequities in health care, 
Spencer said that for so long the guidelines for 
health care for conditions from diabetes to heart 
health have placed the burden of health outcome 
on individual patients’ actions without taking into 
consideration the larger structures at play that 

impact individuals.
“All of them are focused on how to create 

individual level change, right? How to eat better, 
how to go exercise,” Spencer said. “Some of these 
things that we take for granted: access to leisure 
time activities, access to healthy foods.”

He said that because of economic conditions 
that disproportionately impact communities of 
color such as the increased price of food, the 
necessity to work more than one job to make 
ends meet and access to healthy lifestyle options 
in the areas where people live, fixing health care 
outcomes cannot reasonably be placed completely 
on individuals. The systems working against them 
are just too big.

As a new mother to a healthy 4-month-old girl, 
Jones Dukes’ work to improve outcomes for Black 
mothers and babies is personal.

“Through our work, we were looking at systemic 

Pregnancy-related deaths in the US, 
1987-2017

Data from Centers for Disease Control and Prevention
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changes and what we can do overall to improve 
outcomes for women and children of color in the 
county,” Jones Dukes said.

Now that she is a doctoral candidate, she no 
longer works with Healthy Babies, but from when 
she started in 2013 to when she left in 2019, she 
said awareness among community members and 
expecting mothers about this issue definitely 
increased.

“That was definitely something that we saw 
improve. Looking at where we were before with 
the amount of people who had no idea that we 
were having an issue with preterm birth and infant 
death, especially with African Americans, I know 
after my time there, it definitely had a greater 
awareness and definitely a more increased effort 
around prevention,” Jones Dukes said.

The key to solving this problem long term, she 
said, is to consistently do the work on the ground 
in communities across Texas and the country. 
Because the length of a typical pregnancy is nine 
months, it takes years for data to begin to reflect 

the impact of the work programs like Healthy 
Babies are doing.

“It's not something that you do programming 
for like six months and all of a sudden you see 
some of the data change, you know?” Jones Dukes 
said. “It could take years to actually see things 
turning around, so you almost have to have other 
checkmarks along the way that you can test to see 
if things are improving.”

These issues persist in the McLennan County 
area, with 2018 data from the Texas Department of 
State Health Services showing that in Public Health 
Region 7, which includes Waco and McLennan 
County, Black babies were twice as likely as their 
white and Hispanic counterparts to have a low 
birth weight. This is especially concerning given 
that the same report stated that low birth weight is 
the leading cause of infant death for Black babies in 
Texas.

“I don't think it's one thing that's causing maternal 
mortality rates, but I definitely do think that the 
issue of race is front and center,” Jones Dukes said. 

Pregnancy-related deaths by race/ethnicity in the U.S., 
2014-2017

per 100,000 live births
Data from Centers for Disease Control and Prevention



“We can't ignore the trends that we 
see there as it relates to why this is 
happening more with one particular 
race over others.”

When it comes to solutions, the data 
support improving and standardizing 
hospital protocols as a way to alert 
health care professionals to mortality 
risks before they hit a crisis point.

“The more intentionality that can 
be put in with these hospitals and 
their protocols as a way that they 
are approaching birth and labor with 
women, I think it's just going to put that 
protective layer in there,” Jones Dukes 
said. “So I think from a policy level, 
adopting the same … safety protocols at 
your hospital is probably going to be the 
best kind of policy [change].”

While public health workers and 
health care professionals work to 
improve these systemic problems 
across the board, people planning to 
become pregnant should first make sure 
all other health concerns are addressed, 
Jones Dukes said.

“It's really really hard for doctors to 
attempt to undo or make better any 
[preexisting] problems that you're 
already having during pregnancy 
because you can only do so much during 
those nine months,” Jones Dukes said.

Furthermore, Jones Dukes said that 
during the pregnancy process, it is 
important that expecting families feel as 
though their concerns are being listened 
to and that they fully understand their 
health care options.

“Take the time to select a doctor and 
a provider that you feel listens to you,” 
she said. “Have open conversations with 
them. Be honest with your doctor about 
your lifestyle. Don't hide that you're a 
smoker; don't hide that you do any type 
of drugs or alcohol. They need to have 
the full scope of the whole picture, and 
you need to go in as an active participant 
in your healthcare, asking questions, 
advocating for yourself and talking to 
your provider about what you feel you 
need.

“Your doctor is there. He's a very 
important part of the puzzle, but at the 
end of the day, you as the patient are 
the one who is having a baby, and so 
you need to be in control of your own 
healthcare.”

Number
of deaths

Texas   70
California   53
New York   47
Florida   35
Georgia   35
New Jersey  27
Kentucky   22
Alabama   21
Tennessee  21

Ohio    19
Pennsylvania  19
Arizona   18
Michigan   18
Arkansas   17
Virginia   16
Louisiana   15
Oklahoma   15
Illinois   14
South Carolina  14
North Carolina  13
Washington  13
Massachusetts  12
Missouri   12
Maryland   10

Indiana   20

United States  658

Maternal deaths and rates by state, 2018

*rates are per 100,000 live births

States not included had fewer than 10 deaths, withheld to preserve confidentiality

data from Centers for Disease Control and Prevention
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Bethany Michau was in her senior year at Little 
Rock Christian Academy, competing in one of the 
last tennis matches of her high school career, when 
her heart literally stopped.

“I just collapsed,” Michau said. “They had to get 
like the AED and electrocute me back to life.”

Afterwards, she found herself in countless 
cardiology appointments, being placed on heart 
monitors and getting scan after scan. But it wasn’t 

as if this was the first time she had mentioned her 
heart to her doctor.

“When I was like 13, I went to the doctor and I 
was like, ‘I don't know why, but I feel like my heart's 
always beating out of my chest. I feel like I'm trying 
to catch my breath a lot,’” Michau said. “But my 

parents had just gotten divorced, so my doctor 
said, ‘Oh, you just probably have anxiety. Don't 
worry about it.’”

At every six-month checkup afterward, she 
continually complained about her heart beating 
harder and faster than what she would consider 
normal. Now doctors know that Michau has a 
condition called supraventricular tachycardia, or 
SVT. 

SVT occurs when the electrical impulses that 
make the heart pump cause atypical and fast heart 
rhythms. For Michau, this means her heart rate sits 
between 110 and 180 beats per minute on a daily 
basis when a typical heart rate sits between 60 
and 100. For so long, though, Michau and her heart 
weren’t taken seriously.

After her parents’ divorce, her doctor put her 
on an anxiety medication that she stopped taking 
within a year because instead of reducing her 
symptoms, the medicine made her feel lethargic 
and not like herself. She said she never has had 
long-term anxiety problems.

“I was just kind of like shushed because I was so 
young,” Michau said. “But anxiety doesn’t do that 
[to someone’s heart].”

Michau, however, is not alone in her health 
care experience. According to a 2019 study by 
scholars at the University of Copenhagen, across 
6.9 million people and 770 diseases, women on 
average received a diagnosis from their health care 
provider four years after their male counterparts. 
When it came to the serious diagnosis of cancer, 
the average female patient got her diagnosis two 
and a half years after the average male patient.

A long wait from the onset of symptoms to 
diagnosis was also the case for Lauren Ross of 
Cypress, Texas. She said getting her doctors to take 
her seriously was almost impossible as she and her 
mom went from specialist to specialist looking for 
answers, especially given that she was just 9 years 

BY CAMILLE RASOR
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LAUREN ROSS,
LATER DIAGNOSED WITH 

STAGE IV LYMPHOMA

”

During that time when 
I went undiagnosed... 
we would always say 

that it was like growing 
pains. That was just the 

answer that we got from 
everybody.

SEXISM IN MEDICINE
Why women and girls experience difficulty 
getting diagnoses, pain management care



old when they started seeking care.
“My mom actually had had a really bad 

experience with a rheumatologist that we went 
to. She left feeling super, super pressured because 
they were just completely blowing us off, not taking 
us seriously at all,” Ross said. “We had contacted 
somebody that we knew personally, who was 
actually a supervisor [at the hospital] and that's 
when we finally did serious tests, which was a bone 
scan and then a bone biopsy, which is when they 
found the cancer.”

Ross was diagnosed with Stage IV lymphoma 
at age 10, but her family fought for answers for 
months before her official diagnosis.

“During that time when I went undiagnosed… 
we would always say that it was like growing 
pains. That was just the answer that we got from 
everybody,” Ross said. “Looking back on it, it just 
kind of seems like something to say to somebody 
just to blow them off.”

Studies also back up the frequency of the 
experience Ross described, of women and girls 
being in chronic pain but not getting treatment 

or a diagnosis. A 2018 literature review in the U.S. 
National Library of Medicine, run by the National 
Institutes of Health, compared 77 studies that 
looked at pain management and gender bias in 
the patient-provider encounter, or the point in 
the health care experience when the doctor sits in 
the room with the patient to listen to symptoms, 
conduct exams and make a plan for treatment.

“[C]ompared to men, women have more pain, 
and it is more accepted for women to show pain, 
and more women are diagnosed with chronic pain 
syndromes,” the study found. “Yet, paradoxically, 
women's pain reports are taken less seriously, their 
pain is discounted as being psychic or nonexistent, 
and their medication is less adequate than 
treatment given to men.”

For women who experience mental health issues, 
the road to getting adequate help can also take a 
long time. Gwendolyn Else of Burleson, Texas, said 
she began experiencing symptoms of her anxiety 
and depressive disorders when she was 17. Now, 
at 21, she’s finally making progress toward getting 
help.

Above Left Lauren Ross, pictured at age 9 without a diagnosis, and her family searched for answers to Ross’ extreme pain 
for eight to nine months before receiving a Stage IV lymphoma diagnosis. Above Right Ross, pictured at age 10, smiles as 
she recovers from chemotherapy treatments. Now 21, Ross expects to graduate with her bachelor’s degree in May 2022.

Photos courtesy of Lauren Ross
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Above Right Kristen 
DeHaven poses in 2018 

in a exam room after 
her gastroenterologist 

told her she was able 
to come off the steroid 
medication that helps 
to send her ulcerative 
colitis into remission. 

DeHaven’s colitis is 
unresponsive to other, 

less intense medications, 
and this steroid is the only 

medication her illness 
responds to reliably. 

Because of abnormal 
adrenal responses that 

began in 2020, her 
medical care team now has 
to be extra careful in when 
DeHaven can and cannot 

be on this steroid.    
Below Right Ten-year-
old DeHaven smiles on 

a playground. This is 
one of the first photos 

she remembers taking 
after she got sick. Now at 

age 20, DeHaven is still 
undergoing testing and 

diagnostic processes for 
unresolved medical issues 

a decade later.
Photos courtesy of 

Kristen DeHaven

BETHANY MICHAU

”

“For a long time, 
I didn’t listen 
to my body or 

understand what 
was going on, 

just because my 
doctor labeled 

me with anxiety.



“I would always tell [my previous doctor] my 
symptoms of depression and anxiety, and she 
would always refer to me to practice natural 
remedies,” Else said. “... It's like temporarily helpful, 
but I'll still end up back in the same spot.”

Eventually, she said, the consistent belittling of 
her symptoms made her feel like she was asking for 
medical help where there wasn’t a medical solution.

“I felt like, ‘O.K., well maybe I am fine. Maybe 
there isn't anything wrong with me.’ And then 
other doctors like my [first] therapist, I feel like 
they weren't fully listening to me and they weren't 
taking anything I was saying seriously,” Else said. 
“… None of them ever went in depth with me, and 
actually sat down and talked to me about what I'm 
experiencing.”

Else is now seeing a doctor who has helped 
her find medication that makes her anxiety and 
depression more manageable, and she’s seeing a 
therapist who is giving her helpful ways to cope 
with her chronic disorders. However, Else said a 
lot of the last four to five years of her life would 
have been a lot less strenuous had she gotten the 

help she needed when she first reached out to her 
doctors. Michau echoed that same sentiment.

“If I knew earlier, I could have just saved a lot of 
time in my teens not really wanting to do anything, 
not feeling I could go anywhere and feeling like I 
have that label of anxiety on me at such a young 
age,” Michau said. “That’s not great for anyone's 
mental health, you know? It takes a toll on you to 
think that you already have something like that.”

Being listened to when there’s something 
going on is the first step to making sure health 
concerns will be taken seriously, and studies and 
countless personal anecdotes show how prevalent 
and detrimental this issue of doctors simply not 
listening is for women specifically. Michau said she 
has had to learn how to advocate for herself and 
to trust that she knows her body best. It was just a 
matter of getting that across to her doctors. When 
she finally did, that’s when help finally came.

“For a long time, I didn't listen to my body or 
understand what was going on, just because my 
doctor labeled me with anxiety instead of looking 
for something deeper,” Michau said.

Ross attends one of the 
appointments scheduled for her 
cancer treatment. To this day, Ross 
still undergoes annual scans and 
appointments to check for any 
relapses in her illness.
Photo courtesy of Lauren Ross
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ADDRESSING
THE ABLEISM

I first started going to the doctor for my serious 
health issues when I was 15 years old. I was in so 
much abdominal pain that even when I had friends 
over at my house, I would curl myself into a ball on 
the floor, waiting for the pain to stop.

My first gastroenterologist merely took routine 
blood work before telling me that my stomach hurt 
so much from my anxiety and that I simply needed 
to be on medication for that. Since then, my overall 
general health has declined quite rapidly, and in 
August 2020, I hit a breaking point. 

Fast forward five years from my first 
appointment for chronic pain, and I now 
have a gastroenterologist, a rheumatologist, 
a hematologist, a primary care physician, a 
cardiologist and a neurologist, all of whom I 
see quite frequently. All of these doctors have 
diagnosed me with a laundry list of chronic 

illnesses. Here are just a few of them:
 Postural Orthostatic Tachycardia Syndrome 

(POTS), a disability that causes my heart rate to 
skyrocket every time I stand up, subsequently 
causing me to pass out, lose my vision, fall to the 
floor to catch my breath and get chest pain almost 
daily. It makes things like climbing stairs, walking 
around a store and getting places I need to go 
difficult. 

 Sjogren’s syndrome, an autoimmune disease 
that attacks the production in glands all over my 
body along with causing chronic joint pain and 
debilitating fatigue

 Irritable bowel syndrome, which comes in 
and out of flares that force me to be on a specific 
diet until the pain subsides for several weeks

 Generalized anxiety disorder and persistent 
depressive disorder, both of which are just about as 
fun as they sound

These illnesses affect my ability to do all of my 
daily tasks, not just for school and work, but also 

BY CAMILLE RASOR

in the American health care system

Right This is an average 
heart rate graph for someone 

with postural orthostatic 
tachycardia syndrome. Taken 
from my smart watch on Oct. 

28, this shows how fast my 
heart beats as I walk around 

Baylor’s campus on a normal 
class day. For reference, the 

yellow data points denote 
heart rate readings between 
50 and 100 bpm, the orange 

bars represent readings 
between 101 and 145 bpm 
and the red bars represent 

readings upward of 146 bpm. 
On this day, my peak heart 
rate by 11:15 p.m. was 169 

beats per minute. The most 
strenuous activity I had done 

at this point was walk from 
my car to my classroom.



things that have to get 
done around the house. 
All of this is made harder 
by doctors who don’t 
see my illnesses and 
disabilities as things that 
are affecting me daily, and 
I’m not the only person 
who feels this way.

Tessa Levy, 30, of New 
York has POTS, chronic 
migraines, connective 
tissue disease and 
tethered cord syndrome, 
among others. Her 
journey to receiving 
her diagnosis was not 
dissimilar from mine. 

“Maybe I didn't quite 
look like what somebody 
might look like if they 
had really severe pain just 
because I had been used 
to it for so long,” Levy 
said. “People saying, ‘Are 
you sure you're in pain? 
Because you're not crying,’ 
or just going to a doctor's 
office for a consult to talk 
about a serious issue and 
they will all go, ‘But you 
walked in here, without 
any devices?’”

Cate Rutherford, 20, of 
Colorado had the same 
experience. She has a 
multitude of illnesses that 
contribute to her intense 
chronic pain. She said 
she was often treated 
as a drug seeker looking 
to fulfill an addiction 
rather than a person with 
disabilities and chronic 
illnesses who legitimately 
required pain medication.

“It was a hard 
conversation to have 
every single time because 
it seemed like whether 
or not I was in pain was 
like a matter of opinion,” 
Rutherford said.

All of these experiences 
perpetuate ableism 
in the health care 
system. Ableism is 
the discrimination or 

Below Kristen DeHaven gives a weak 
thumbs up to the camera during her third 

emergency room visit of the year in March 
2020. Because of her chronic illness, E.R. 

visits are not an irregular part of her life.   
Photo by Camille Rasor
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prejudice against people with disabilities in favor 
of the able-bodied. It manifests itself in all sorts of 
areas from lack of accessibility in education to the 
ways buildings and communities are built without 
disabled people in mind to the way we are treated in 
the health care system.

For instance, across the board, people with 
disabilities and chronic illnesses often have to wait 
years to find proper diagnoses, which can make 
it feel like the pain and symptoms are all in their 
heads because the doctors can’t figure out the 
problem. 

“It took me a while to get into that mindset 
of, I'm not crazy. Like, I actually had stuff going 
on,” Jayden Starke, 18, of North Carolina said. 
“Especially the first year, year and a half, I definitely 
struggled a lot that [because] we didn't have the 
diagnosis. I didn't have any sort of treatment 
program or regimen set up.”

Sometimes these instances of ableism are a bit 
more obvious, such as in the case of Jessica Fritz, 
29, from Virginia. Fritz has had over 30 surgeries 
in her life to make her illnesses and disabilities less 
painful or to keep them from progressing further. 

Fritz pointed out that those in the disability 
community interface with the medical system 
much more than the typical able-bodied person, 
therefore opening them up to a higher risk of 
medical mistreatment and trauma. This is backed 
up by an analysis by the World Health Organization 
that showed across sex and age groups, people 
with disabilities are consistently more likely to 
seek health care while simultaneously not being 
provided with the health care they need. Fritz said 
her own experiences have directly caused her to 
develop clinically diagnosed PTSD and OCD.

“I've been physically and sexually assaulted by 

medical providers, and of course, gaslit,” Fritz said. 
“The sexual assault happened when I was 19. I was 
inpatient in the hospital and my first gynecologist, 
who was a man, was pissed off that he got called in 
on a Friday and took that out on me.”

Fritz also shared that she was denied pain 
medication just hours after having major surgery.

“My last spine surgery, they didn't have a bed for 
me on the spine floor [after the surgery], so they 
put me in the post-anesthesia care unit,” Fritz said. 
“Despite me having worked out a plan with pain 
management and the anesthesia department about 
post-op pain and post-op care after my spine 
surgery, the nurse that was on duty told me she 
didn't understand the meds that I was on because I 
was on higher doses of opioids because I am in pain 
management. So, I was maybe 10 hours post-op at 
that point, and she withheld my meds for four or 
five hours.”

Almost every chronically ill person has 
experiences of how their medical care has been 
inadequate because of their illnesses or disabilities. 
For instance, Starke discussed how simple things 
such as the regular, how-much-pain-are-you-in-

CATE RUTHERFORD,
20, COLORADO

”

“It was a hard 
conversation to 

have every single 
time because 
it seemed like 

whether or not I was 
in pain was a matter 

of opinion.

Below In March, I received my second dose of the 
COVID-19 vaccine. Because of my chronic illness, I became 
eligible for the vaccine much earlier than most other 
people my age.

Photo by Camille Rasor



from-one-to-ten pain scale makes it hard for her 
to communicate her symptoms to her doctor.

“It's not intended for like it's someone who's 
been dealing with this,” Starke said. “I think how 
they approach our cases [needs to be different] 
compared to someone has a cold or the flu, which 
is important that you get treated, but it's a different 
way you approach us.”

In other words, because chronic pain is such a 
different experience than pain or discomfort from 
someone with acute symptoms, the same methods 
of communicating those symptoms disadvantages 
those who experience chronic pain.

“We're not acute pain, you know? We don’t have 
acute illnesses, but we're also not actively dying. 
And so we kind of fall into this gray area,” Fritz said. 
“If you're not the one to take initiative and find 
out if that medicine is covered or find out if your 
doctor has gotten those test results, no one's going 
to do it for you. And I think there's a lot of people 
who get injured because of that because they don't 
know that they have to be their own advocate.”

Olivia Parrott, 18, of South Carolina echoed that 

same sentiment. She also has POTS, which can 
be a difficult disability for doctors to understand 
because those of us who have it have days when it’s 
extremely debilitating and some days where we can 
do almost everything we want to do.

“I’ll have that day my joints are fine, I drink the 
stuff [I need to], and I do great. And then the next 
day, I'll get to the point where I practically need to 
be in a wheelchair,” Parrott said. “It's really hard 
to get doctors to sign off on like mobility aids, and 
without the doctor, you can't go to the insurance. 
And nobody can pay outright. Mobility aids are 
extremely expensive.”

Not only is getting the help we need difficult, 
but it can affect our mental health when we feel 
as though our doctors are going to tell us that the 
things we’re feeling aren’t a true medical problem.

“In the past I've been blamed a lot for my 
illnesses when they weren't my fault. And so, I go 
into appointments, even with doctors that I trust, 
terrified that those doctors are going to drop me or 
blame it on me.”

Overall, people with disabilities require help from 

Left My disability parking placard is one of the things that 
helps me most to get around from day to day. Since I got it 

in April, it has saved my heart a lot of trouble. Right I have 
practically become a medical expert in all of my medical 

conditions. Doing research, as I am in the photo below, 
enables me to walk into appointments with suggestions for 

my doctors on how we might manage my symptoms. 

Photos by Camille Rasor
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their doctors to get the help we need in all areas of 
our lives, and when it is so difficult to get that help, 
that only perpetuates how difficult it is to exist 
in society with a disability. Because the disabled 
community requires so much help from the health 
care system, the ableism that pervades the current 
system continues to disadvantage people who are 
seeking help from medical professionals.

“I think it needs to be known that a lot of 
disabilities aren't lethal, but they don't leave you 
with a quality life to live,” Parrott said. “You can't do 
things without the help you need from doctors.”

As I listened to these people share their stories 
with me, I was struck by how much my story 
is reflected in theirs. In all of them, I heard the 
same sentiments I feel about the health care 
system echoed back to me, even though a lot of 
our diagnoses and illnesses are different. Because 
of these experiences, I and other people with 
disabilities have had to learn how to be advocates 
for ourselves. 

Sometimes advocating for myself in a health care 
setting means pushing back against doctors who 
is dismissing my pain and instead forcing them to 

confront the symptoms that interfere the most 
with my day-to-day life. Other times, that means 
bringing my dad along to the appointment with 
me, both because they always seem to take him 
more seriously and because he helps me remember 
everything that needs to be discussed throughout 
the appointment. And lastly, sometimes that means 
going through the process of withdrawing myself 
from a doctor’s care so I can see another doctor 
within their specialty. In fact, as I am finishing up 
this project, I am in the midst of releasing myself 
from the care of my current cardiologist so I can 
start going to another cardiologist recommended 
by other people with my condition. 

Navigating through the labyrinth of the American 
health care system takes a lot of time, money, effort 
and persistence, and that is much more so the case 
for disabled people. In the end, until these systemic 
issues are solved, finding caregivers who are 
knowledgeable about people’s specific conditions 
and who take the time to fully listen and respond to 
their patients’ concerns is the best way I know how 
to continue my health care journey.

DISABILITY BY THE NUMBERS

26%
of adults in 
the United 
States have 
a disability

This includes...

2 5IN
adults over 
the age of 65

1 4IN women

2 5IN
Indigenous 
adults

Data from the Centers for Disease Control and Prevention

Health care barriers for 
working-age adults with 
disabilities include...

1 3IN

who do not have a usual 
health care provider

1 3IN

who have unmet health 
care needs due to cost



Right Taken in 
September 2021, 

this picture shows 
what I look like on 

a day-to-day basis. 
Because of my 

heart condition, 
I have begun to 

use a mobility 
aid, which has 
helped me to 

participate 
in activities 

that used to 
be almost 

impossible 
for me since 

I got sick.

Photo by Olivia 
Martin
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RE-ENTRY
After deployment, veterans look 
to the Veterans Affairs system 
and each other for health care



When Adley Vahue was stationed 
in Afghanistan during his two 
combat tours with the Air Force, 
everything ran on a tight schedule. 
After all, the military is notorious 
for training the tardiness right out 
of its soldiers. He said he wonders, 
then, why after coming back to 
civilian life two years ago, the 
health care professionals at the 
Veterans Health Administration 
can’t seem to get him the health 
care he needs in any semblance 
of a timely manner.

“It was a little bit of a 
struggle at first, not with the 
health care system, per se, 
but just getting to a point 
where I could actually get 
health care,” Vahue said.

When he first got out 
of the military in 2019, 
Vahue went straight to 
Baylor University to work 
on his second bachelor's 
degree in psychology. 
Soon he’ll be moving on 
to graduate school at 
Pepperdine University 
on his way to becoming 
a clinical psychologist, 
but in order to make 
that happen, he 
needs health care of 
his own.

Vahue was  
separated from 
the military after 
13 years in the Air 
Force working in 
a high-intensity 
job as a linguist 
and translator 
in the Middle 
East. The job 
required him 
to fly a lot, and 
it required 
a high level 
of physical 
fitness.

“I was 

in a job that less than 1% of 1% of people in 
the Air Force did. So there was a very small 
community of us that did my job, and so it 
was very coveted,” Vahue said. “[But] the Air 
Force said, ‘Well, because of your medical 
condition, we have regulations.’ That did not 
allow me to continue, and so I had to live 
with that.”

Vahue now has a disability rating of 100%, 
which means he fully qualifies for health 
care through the VA because his medical 
issues are a result of his military service. 
However, getting that care has not been an 
easy journey.

“I signed up for VA health care in August 
[2019], got approved for VA health care in 
the second week of September, so we're 
looking at … two to three week waits just 
for approval,” Vahue said. “And then actually 
setting up to actually seeing somebody, 
physically going to the VA hospital here in 
Waco, I didn't get an appointment until 
November.”

Vahue’s experience is more the rule of 
VA health care rather than the exception. 
According to data put out and updated by 
the VA itself, patients who use the Central 
Texas VA Health Care System (the same 
one Vahue utilizes) rate their access to 
primary care services at 43% satisfaction. 
That compares to patients who use non-VA 
health services in the same region who rate 
their satisfaction of access to primary care 
services at 69%.

Primary care services are only a portion 
of what the VA provides to veterans, yet 
according to a 2019 analysis by USA Today of 
146 VA medical centers across the country, 
problems with wait times and veterans 
getting in to see a health care professional 
are present across the board. This analysis 
also showed that out the 115 VA medical 
centers that reported ER wait times, 70% of 
them required patients to wait longer than 
patients at non-VA hospitals. At Texas’ five 
VA hospitals, the average ER wait time was 
over five and a half hours.

So what’s the problem?
Rick Allen, a case manager at the Heart 

of Texas Veterans One Stop in Waco, a 
nonprofit organization that runs separately 
but parallel to the VA, has some ideas 
about why so many veterans have stories 
of frustration and mismanagement when it 
comes to the VA system.

BY CAMILLE RASOR
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“Every organization has a limit 
to how big it can be and do its 
job properly,” Allen said. “[For 
example,] the post office doesn't 
do its job properly anymore 
because it has so many layers of 
bureaucracy before you get to the 
people who actually walk around 
and deliver mail. The VA has all 
these levels of bureaucracy before 
you get to the level of people who 
actually deliver services, so you 
spend most of your money and 
your energy on people that don't 
produce anything.”

Not only that, Allen said, but 
when it comes to the allocation of 
funds to veterans from the federal 
government, vets don’t have a 
powerful enough lobby to keep 
their interests at the forefront of 
matters.

“That's the biggest problem. 
There's no one for all the veterans 
who has the clout in Washington, 
D.C., to get a piece of the pie 
for veterans,” Allen said. “[The 
amount spent on veterans] seems 
like a big hunk of money until you 
realize [veterans are] 8% of the 
voting population. Oil and Gas 
people make up about 1% of the 
population and get about 10% of 
all the money the government 
hands out.”

Because of all of these issues, 
people who need help from the 
VA often get left behind. As a 
result, community organizations 
like the Veterans One Stop have 
stepped up to fill the void. Bobbi 
Stewart is a project manager at 
the One Stop, and she explained 
how the organization implements 

a program called Military Veteran 
Peer Network, or MVPN, to help 
veterans get access to the health 
care, housing and other services 
they might need. Stewart, a 
veteran herself, is a part of the 
MVPN.

“There's always barriers. 
Everybody has a barrier to care,” 
Stewart said. “And so as peers, 
we're able to help them overcome 
these barriers.”

Meagan Noranbrock, an Army 
veteran who served in Iraq, is one 
of those veterans One Stop has 
helped get access to the health 
care she needs. 

After leaving the military in 
2012 to raise her family while her 
husband continued his military 
career, Noranbrock found herself 
as both a military spouse and a 



Far Left The Veterans One Stop, located along La Salle 
Avenue in Waco, provides a plethora of services to veterans 
in the area. Some of these services include individual 
and group sessions with licensed mental health care 
professionals. Middle A few staffers at the One Stop 
chat before a veteran goes into his scheduled therapy 
appointment. Left The One Stop keeps this garden in the 
narrow outdoor space between the side of the building 
and the edge of their property as a way for veterans to build 
community with one another. Therapists on staff also use 
this space to engage their patients in horticultural therapy, 
a method proven successful in helping therapy patients 
toward their goals.
Photos by Camille Rasor

veteran living in Germany where 
her husband was stationed. As a 
result of her military career, she 
suffered a shoulder injury that was 
never treated correctly, and to 
this day it still causes her pain. Not 
only that, but also because of her 
combat experience, Noranbrock 
has PTSD and an anxiety disorder.

 While her family was living 
in Germany from 2012 to 2018, 
Noranbrock tried constantly to 
get health care for the issues she 
was dealing with, but because she 
lived overseas, she was never able 
to get access to that care. When 
she and her family moved back 
to the States and to Waco, her 
friend told her to head over to 
the Veterans One Stop to help her 
process her claims so she could 
finally get the necessary health 

care.
“I kid you not, within five 

minutes, the guy was like, 

‘O.K., everything's submitted,’” 
Noranbrock said. “And I was just 

flabbergasted basically because 
it's something that's taken me 
about six years of frustration, 
and he was able to do it in five 
minutes.”

Unfortunately, however, her 
frustration hasn’t passed. The One 
Stop was able to get Noranbrock’s 
claims initially processed, but she 
is still fighting to get the care she 
needs fully covered by the VA.

“For me specifically, my 
problem is that in their eyes, 
I waited so long to file these 
claims they must not actually 
be important,” Noranbrock said. 
“Meanwhile, I had been trying this 
whole time to get this ball rolling 
and everything with no success.”

What Noranbrock sees as the 
issue is that the VA seems to be 
understaffed.

“

BOBBI STEWART,
MILITARY VETERAN 

PEER NETWORK

”

There’s always 
barriers. Everybody 
has a barrier to care. 

As peers, we’re 
able to help them 
overcome these 

barriers.

MEAGAN NORANBROCK,
VETERAN

”

“I think that there’s too 
much of a demand for 

VA services, and not 
enough people that are 

there to help.
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“I think that there's too much 
of a demand for VA services, 
and not enough people that are 
there to like help,” she said.

Vahue echoed that same 
sentiment, saying that when he 
calls to make an appointment or 
talk to a nurse, it usually takes 
30 minutes to an hour just to get 
through to someone who can 
help him.

“If I were king for a day, I would 
say to open more facilities, and 
to have more doctors and nurses 
and healthcare professionals, 
more staffing,” Vahue said. “And 
it may be because of budget 
constraints that we don't 
have those people, but then 
at the same time, the need for 
healthcare is ever expanding as 
well.”

Stewart, who works on a 
daily basis with clients, said 
transportation and housing 
are also big barriers to care 
that she sees veterans run into 
consistently. Given the high 
rate of homeless veterans, 
getting former service members 
off the street and to a place 
where health care and housing 
is accessible is a huge issue, 
Stewart said.

“When we were active 
duty, there was a TMC, a true 
medical clinic, which is like a 
small doctor's office like every 
few blocks,” Stewart said. “If 
we could have small clinics like 
that that were free clinics or 
federally funded clinics, I think 
it would almost help inspire the 
housing. Because if you live here, 
and while you're living here are 
strongly encouraged to enroll 
in these medical services and 
the side services and it's easy 
for them, then I think that that 
would eliminate some barriers 
and motivate the vet to move 
forward with other things... So 
it’s just really about housing 
within an accessible location for 
health care.”

Vahue himself has had a 
problem getting the specialty 
care that his medical condition 

Temple, Texas VA Hospital 
compared to national 

medians of all hospitals

Data from reports compiled and disclosed by Veterans Affairs
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PROVIDER
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RIGHT 
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NEEDED

WOULD 
RECOMMEND 

HOSPITAL

KNOWS 
YOUR 
MEDICAL 
HISTORY
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ARRIVAL TO 
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60.97% 83%
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requires. 
Due to the 
pandemic, the doctor’s 
office that used to be in Waco 
at the VA hospital is no longer 
open. He now has take a 45-minute 
drive to the VA medical facilities in 
Temple. 

“Sometimes there's a need for a 
particular population where those 
specialists don't exist, so then they 
have to, like myself, they have to 
drive to a different city to get the 
care that they need,” Vahue said. 
“And it's just not myself. There's a 
bunch of us in the same boat.”

While the VA works to fix the 
issues of wait times and access to 

care, 
community 
support systems 
like the Veterans One Stop 
are stepping in to help as best they 
can.

“It's just a matter of committing 
to care,” Stewart said. “The mission 
of the MVPN is trust, hope and 
camaraderie, so any way that we're 
able to promote that message in 
any capacity, it's important that we 
do that.”

Top The Veterans One Stop 
provides spaces for local veterans 
to meet, eat, do laundry and take 
care of themselves. They also 
provide workout equipment for 
former service members should 
they want to take advantage of it. 
Bottom A veteran fills out paper 
work outside the One Stop as he 
waits for his appointment with 
one of the staff members.
Photos by Camille Rasor

27



Top A health care worker displays COVID-19 
vaccination materials at a pop-up clinic marketed 

toward Waco’s Spanish-speaking community. Above 
Community members shop outside the pop-up clinic. 
Right A family walks into the area where vaccines are 

being administered.

Photos by Camille Rasor



Navigating the American healthcare system can 
be quite difficult. But what does navigating that 
system look like when you don’t have citizenship?

This is the question Israel Loachamin, and his 
colleagues have to answer.

Loachamin, La Puerta Waco began as a ministry 
outreach from First Baptist Church of Waco. It 
has now grown so much it is working on gaining 
status as an independent nonprofit organization. 
It specializes in creating community and allocating 
needed resources to the immigrant and Spanish-
speaking community of Waco. Connecting people 
to health care is one of the major branches of the 
organization.

When it comes to health care barriers 
immigrants are facing, Loachamin said the 
language barrier is one of the issues that affects 
their quality of care the most.

“They don't have a good translation,” Loachamin 
said. “When you go somewhere, but you don't see 
someone who looks like you, you don’t expect the 
language of Spanish. They don't feel comfortable.”

Loachamin said this has led people to get 
incorrect diagnoses or severely lower quality of 
care.

“Our clients have said, ‘Hey, I went to the 
emergency room and they put me on [a digital 
translator]. So the person was never able to explain 
what the situation was. I know they have even had 
a wrong diagnosis because the language is very, 
very important.”

Dr. Iliana Neumann, a physician La Puerta 
frequently works with, said that in her practice 
called Family Medicine, they are always trying to 
reach different communities with communication 
that works for patients and their families.

“The messaging needs to be appropriate for the 
community that you're trying to serve,” Neumann 
said. “Being able to focus on messaging both 
linguistically and culturally to the communities that 
you're trying to serve. But then also, once people 
get here to the doctor, they need to be able to feel 
welcomed.”

Loachamin said the effort being put in by Family 
Medicine is helping create trust with the immigrant 
and Spanish-speaking community of Waco, but 
general mistranslation is a major issue at other 
health clinics. He said while Family Medicine is 
trying at least to have some translations available, 
in other practices, the miscommunication of faulty 
translation is hindering more than it helps. 

“It’s good to say, ‘We are translating our flyers,’ 
or, ‘We are doing our posts in Spanish.’ But who's 
reviewing your posts, doing your translation?” 
Loachamin said.

“It's pretty easy to go to Google Translate, just 
put in there whatever,” he said, but the systems 
often misinterpret the meaning of the original 
message, “especially when it comes to medical 
stuff.”

Neumann’s work has helped to create trust 
between the practice and the immigrant 
community, Loachamin said.

“When it comes to our children, we bring [them 
to] Dr. Neumann or those who are Hispanic in so 
as far as they can speak Spanish,” Loachamin said. 
“[Patients] can feel the quality. Like, ‘I can feel 
this is a representation of myself,’ and they start 
growing confidence saying, ‘O.K., this person I 
think I can go to whenever I have some medical 
problems.’”

Another barrier immigrants face is concern over 
if they are going to be deported or taken away from 
their families when they reach out for medical care.

“I know sometimes they are called invisible 

BY CAMILLE RASOR

The immigrant and Spanish-speaking community of 
Waco struggles to find avenues for good health care
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because they do the work and then just 
disappear,” Loachamin said. “And that's a 
thing in the immigrant community that is 
they are more vulnerable.”

Medical professionals, however, are not 
required to report undocumented people, 
and especially in the case of emergency 
rooms, they are legally required to serve all 
patients regardless of ability to pay, health 
insurance status or citizenship status.

“If you don't have documentation, you 
can go to the emergency room, but the thing 
is that you're going to get all the fees, and 
there's no way,” Loachamin said. “I know 
you're able to find a PIN number, but the PIN 
number is just to file taxes. It's not like you're 
able to find insurance.”

The PIN number Loachamin is referring to 
is called an Individual Taxpayer Identification 
Number. It is issued by the IRS and is available 
only to some nonresidents or residents of the 
U.S. who are not eligible for a Social Security 
Number. The sole purpose of this number is to 
pay federal income taxes, but it does not help in 
gaining access to most other services.

As a result, health care is often inaccessible to 
migrant communities because of the cost.

“There is a huge struggle for the immigrant 
community that they are not able to get 
insurance,” Loachamin said.

In response to this issue, there are places in 
Waco that are trying to help. Clinica Hispana is 
a general medicine clinic with locations around 
Texas. It offers health services completely in 



Spanish for just $29 per consultation without the 
need for insurance. Family Medicine has also set up 
a system for people without insurance. 

“Family Medicine they created this way that 
someone who has a family can go there, you can 
have some access to the clinic and then you can 
pay monthly,” Loachamin said. “That's a good 
solution that Family Medicine created.”

Other options for health care open up when 
parents have children with legal documentation or 
U.S. citizenship, but bigger health concerns present 
bigger barriers to care.

“For mental health, they have different programs 
if you have a child who has US citizenship and then 
parents who are not documented. They can be in 
the system or they can receive case management 
or mental health treatment,” Loachamin said. 
“However, when it comes to like, ‘Hey, I got 
diagnosed with cancer or [need a] transplant,’ well, 
it’s a really hard time to find a hospital for them.”

The COVID-19 pandemic has presented unique 
challenges to the health care quality of immigrants.

“We're the bigger number of deaths, Black and 
brown deaths, throughout the country. Why is 
that?” Neumann said. “We can't ignore the fact that 
there are racial inequities, not only in health care, 
but in the other settings that contribute to our 
ability to take care of people's health.”

When it comes to vaccination rates, Loachamin 
said misinformation can spread easily within the 
migrant community because it is so close-knit and 
members of that community trust each other so 
much. As such, he is seeing the people he works 
with have more hesitancy toward the vaccine.

“The immigrant community, they have a 
community that is more people-minded. Like, 
‘What my friend says, is what I'm going to believe,’” 
Loachamin said. “Sometimes that’s going to be a 
good thing, but sometimes that's going to be a bad 
thing.”

Right now, he said La Puerta is working to make 
sure the Spanish-speaking community is correctly 
informed about the safety, efficacy and free cost of 
vaccination against COVID-19.

“They don't have the other access to the other 
language, so the only thing they listen to are the 
people they trust saying, ‘Oh yeah, this is the 
person who took care of me when I was having 
struggles, and I believe this person,’” Loachamin 
said. 

The main outreach of the health care section 
of La Puerta right now, then, is working to get 
as many people vaccinated in the immigrant 
community to protect them from the coronavirus 
that causes COVID-19.

“Right now as far the vaccine goes, the vaccine 
clinic can be in a church, can be in other locations. 
For someone who goes to the hospital… you're like, 
‘Oh wow, it’s kind of sad in a hospital,’” Loachamin 
said. “But you go to a church, you feel that there's 
a place I can go, that’s a place with people like me 
going there. So we are finding places, safe places 
where people really can trust, where people can 
say, ‘Hey, I can see myself there.’ And really making 
the city more welcome.”
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RESOURCES FOR 
HEALTH CARE 
IN WACO AND 
BEYOND

COVID-19 VACCINE

covidwaco.com/vaccine-
clinics

vaccines.gov

VETERANS CARE

www.veteransonestop.org

www.va.org

PREGNANCY AND 
PRENATAL CARE

healthybabieswaco.org

womenshealth.gov

GENERAL MEDICAL CARE

To find in-network 
providers, call or visit the 
website of your insurance 
provider.
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THESIS REFLECTION 

 When I set out to complete this thesis, I knew a traditional thesis would neither be 

reflective of my time here at Baylor nor would it best serve me as I graduate and move on 

to my next chapter in life. Instead, I was excited by the possibility of a creative thesis that 

would give me the latitude to put to work the journalism and design skills I have 

developed over these last three and a half years while also creating a body of work that I 

can show to potential future employers as I begin my career. As such, I decided to create 

a magazine which I completely researched, wrote, photographed and designed.  

The next step in the process was to decide the subject of the magazine. I went 

through several rounds of brainstorming, tossing out ideas such as the impact of politics 

on artistic expression and the impact of national economic policy on businesses, 

communities and families in the Waco area and Texas as a whole. While I still think 

those ideas are still worth someone pursuing, I am glad I ultimately decided to investigate 

how often-marginalized communities access and receive health care, especially in a time 

when there was a global disease pandemic and people were losing their health insurance 

due to mass layoffs and general economic instability. Additionally, the discussion of 

health care is important to me personally because of how much I interface with it as 

someone with chronic health problems.  

 In developing specific story ideas for this project, I made sure to keep up with 

current health reporting, including who is doing it and how it is being covered. Among 

the health care reporters whose work I have followed, I am most inspired and impressed 

by the work of Caitlin Owens of Axios, Apoorva Mandavilli of the New York Times and 
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Shefali Luthra of The 19th. In a time when health care reporting has been in high demand, 

their work has been consistently reliable and has generally met the moment, especially 

when there was so much uncertainty and fear surrounding health care and illness.  

 When I decided on which stories I was going to write, I knew I wanted to focus 

on communities that already experience marginalization. As we have seen with the 

COVID-19 pandemic, those existing inequities impact health outcomes. In my work, 

then, I decided to investigate how communities interface with the health care system, not 

just when it comes to the pandemic but also prior to it. From veterans’ interaction with 

the Veterans Affairs system to the increase in maternal mortality, especially for Black 

mothers, to the ways in which people with disabilities experience ableism at the hands of 

the health care system, investigating how inequity and marginalization affects their 

experiences and outcomes was what I was most interested in because it is less frequently 

addressed in the national discussion on health care. 

 As I began to look for people to interview, I was blown away at how eager people 

were to share their experiences with me. In reaching out to people via social media or by 

looking into which experts were the best for me to talk with on any given subject, I was 

able to talk to people who these issues directly affect. However, I would have liked to 

have been able to include the perspectives of more medical professionals. Perhaps I was 

unable to get into contact with more doctors because I did not have the correct 

networking built up to get into contact with physicians, or perhaps it was because they are 

difficult for any journalist to contact. Had I been able to include those perspectives, I 

think my work would have been all the better. Additionally, specifically when it came to 

talking with someone at the Veterans Affairs office, I was sent around calling all sorts of 
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people before I was told that my interview request would take too much time to process 

before my deadline. This was less than ideal as well. 

 Another frustration I faced when putting together my magazine was making sure I 

had the right photos available. Because medical care is private and personal, it was 

oftentimes difficult to get my camera into the places it needed to be. To work around that 

problem, I both had people send me photos that they already had, or I included graphs 

and maps as opposed to photos. Overall, I am happy with the way it turned out from a 

design standpoint. 

 Had I had more time and resources, I would have liked to have written a story 

about Texas’ indigenous communities and how they navigated the pandemic. Along with 

Black communities, research and data shows that the pandemic hit indigenous 

communities the hardest, especially at the beginning of the crisis. However, the closest 

indigenous reservation to Waco is still roughly three hours away, a trip that I would have 

probably had to make more than once to write and photograph the story at the level as I 

would have liked to. Additionally, to be able to interview tribal leadership, I would have 

had to gone through an approval process, which I was unable to complete given all of my 

other commitments both to other pieces of this thesis as well as my other classes and 

personal life.  

 Of all the stories I wrote for this project, I am most proud of the work I did on 

ableism within the health care system. It was exciting to have been able to get in contact 

with people from all over the country to share their experiences, and it was rewarding to 

write a piece on the disabled community as someone who is disabled and chronically ill. 

It is rare that journalism about disabled people actually includes the perspectives of 
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disabled people as opposed to solely focusing on the experience of disabled people’s 

caregivers or family. For instance, in August, there was a Washington Post article that 

came out about caregiving and couples with one disabled partner and one able-bodied 

partner. The framing of the article almost completely left out the perspective of the 

disabled partner save for one or two filler quotes between the actual meat of the story. I 

was glad, then, to be able to share the stories and experiences of disabled people, myself 

included, in a way that recognizes our full personhood. 

 Overall, I am thrilled with the way this project turned out. Completing it was 

challenging at some points, especially given the need to adapt to the realities of doing 

journalism within a pandemic, but I am proud of all the work that went into it. In the 

future, I plan to use the writing and design skills I developed through this project and 

others as I begin my career next year. I am grateful for the challenge and opportunity to 

create this project, and I am so thankful for the support I was given as I worked on such a 

large project.  
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