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Abstract
In recent years, significant policy changes focused on immigrants migrating through the southern United States border have been
implemented. To determine if there was an association between time since immigration and increases in negative mental health
symptomology, 249 Mexican-American immigrants ages 18–65 were field recruited to participate in a survey exploring their
physical and mental health. Results indicate that inconsistent with the Hispanic Health Paradox, the psychological health of
immigrants arriving since 2015 was significantly worse than that of more established immigrants. New arrivals had a .38
increased risk of experiencing clinically significant depression and a .47 increased risk of experiencing global psychological
distress. Time since immigration was not significantly related to past 30-day alcohol use. Implications for future research and
clinical practice with immigrants are explored, and suggestions on how better identify and assist Mexican-American immigrants
with mental health concerns are offered.
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Background
In recent years, the USA has seen an upturn of negative sentiment toward immigrants, particularly those from nations
with developing economies in Central and South America
[1, 2]. Most individuals migrating to the USA from these
regions do so to increase legal economic opportunities and
ensure safety for themselves and their families [3]. However,
they are increasingly portrayed as threats to national security
and characterized as criminals involved with violent crime and
trafficking of illegal narcotics. This is especially true of immigrants from Mexico. In this context, increasingly restrictive
and anti-immigration policies and enforcement procedures
have been enacted at the federal and local levels.
* Micki Washburn
micki.washburn@uta.edu
Robin E. Gearing
rgearing@central.uh.edu

Since 2016, significant policy changes and increased enforcement of existing statutes, including the “zero-tolerance”
border policy, have been enacted in relation to the deportation
of undocumented immigrants from Mexico and other areas of
Central and South America [2]. Families trying to cross the
border without documentation, if apprehended, are frequently
separated and detained. These changes have left Latinx and
other immigrant communities distrustful of governmental entities and fearful about potential deportation of themselves and
their children, creating a stressful and often unsafe environment for these immigrants regardless of their legal status [4].
Initiatives to control and exclude immigrants have made their
lives much more difficult through the normalization of
macroaggressions and race/ethnicity-based discrimination
1

Center for Mental Health Research and Innovations in Treatment
Engagement and Services (MH-RITES Center), University of
Houston Graduate College of Social Work, 301 Social Work
Building, Houston, TX, USA

2

University of Texas Arlington School of Social Work, 211 S. Cooper
St. Building A #201D, Arlington, TX 76019, USA

3

University of Texas Rio Grande Valley School of Social Work,
Edinburgh, TX, USA

4

University of Houston Graduate College of Social Work,
Houston, TX, USA

Luis R. Torres
Luis.torreshostos@utrgv.edu
L. Christian Carr
lccarr@central.uh.edu
Alberto Cabrera
alcabrera3@central.uh.edu

J. Racial and Ethnic Health Disparities

and oppression. Furthermore, these initiatives serve to block
access to various forms of public and private assistance, including health care, leading to poorer health outcomes for this
population and exacerbation of already existing health and
mental health disparities for the Latinx community as a whole
[4–6]. Taken together, these policy changes may be associated
with decreases in health and well-being for both recent and
well-established immigrants from Mexico, and especially
those who are undocumented or in mixed documentation status families.

Conceptual Framework
There is a large body of longitudinal research focused on the
health of Latinx immigrants, and how the mental and physical
health of immigrants changes over time. These changes are
thought to result from multiple intersecting factors such as
acculturation, dietary changes, decreased physical activity,
poverty, and racial or ethnic-based discrimination [7–11].
Existing research has consistently found that recent immigrants’ exhibit lower levels of mortality associated with several major health and mental health conditions than their
American-born Latinx peers [12, 13]. This research also indicates that recent immigrants retain some protective health effects carried over from their country of origin during the first
5 years post-immigration [9], but as time in the USA increases, these protective effects diminish, and these immigrants become more at risk of developing a variety of physical
and mental health-related concerns, including depression and
anxiety [13, 14]. Over time, these effects dissipate somewhat,
resulting in a bell-shaped curve of health-related risks for this
population. This phenomenon, known as the Hispanic Health
Paradox, is well documented [15–17] and has remained consistent over the last 30 years [18]. However, the potential role
of immigration policies on the Hispanic Health Paradox has
not been examined. Given the amount and intensity of antiimmigration rhetoric in the political and social arenas during
the past few years, it is possible that prior trends in the physical and mental health of Mexican-American immigrants may
have been affected, meriting further examination.
This line of research is of particular importance considering
the continued growth of the Latinx population in the US
Latinx individuals currently comprise 17.6% of the US population [19] and are expected the comprise 24% to 29% of the
total US population by 2050 [13, 20]. Immigrants from
Mexico alone comprise 25% of the total American immigrant
population, making them the largest immigrant group in the
USA [21].
A number of factors related to immigration, including acculturation stress and discrimination, are a positive correlation
with depression and anxiety [7, 22, 23]. Acculturative stress
and depression which can also be linked to increased suicidal

ideation and suicidal risk [22, 24]. Trauma, which frequently
accompanies immigration from Mexico to the USA, may also
be associated with a higher risk of developing postimmigration symptoms of depression [25, 26].
Discrimination experienced by Latinx immigrants may also
play a key role in the health and wellness of this population
[2, 27]. More than half of immigrant and non-immigrant
Latinx individuals living within the USA spend a substantial
amount of time worrying about deportation and its possible
effects on friends or family [2, 28]. However, social support is
thought to decrease the risk of developing depressive
symptomology [7, 12, 20]. It is thus imperative to explore
the potential impact that anti-immigration discourse may have
on Latinx mental health.
There remains a gap in the current literature
concerning depression, anxiety, or other mental health
issues for recent immigrants since this negative discourse
has taken on national prominence. Accordingly, our research focuses specifically on depression, and the overall
psychological distress Mexican-American immigrants are
facing in the current political environment, to determine
if the Hispanic Health Paradox holds true for recent
Mexican-American immigrants and to describe the current mental health needs of this population so that appropriate responses can be formulated. Our research aims
were to (1) investigate the incidence of past 30-day alcohol use, elevated levels of psychological distress, and
clinically significant depression in a community sample
of Mexican-American immigrants and to (2) examine if
the length of time since immigration was related to these
health outcomes.

Methods
Gatekeepers at local community-based organizations serving
a large number of Mexican-American immigrants were
contacted by the research team about a collaborative research
opportunity focusing on the mental health of MexicanAmerican immigrants in the local community. These gatekeepers included direct service providers, executive leadership, and board members from local service organizations,
local community organizers and activists, and clergy. While
these partnerships were being developed, IRB approval was
secured from the first author’s university. One community
provider agency, serving as the primary recruitment partner,
also requested that the proposed research be formally
reviewed by their own internal review board. This additional
review was conducted to evaluate any additional risks to the
agency and potential participants, as well as to continually
provide a “non-academic” voice throughout the research process. Once approval was received from this agency’s IRB,
data collection commenced.
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Data Collection
Four bilingual Latinx research assistants were recruited from a
clinical graduate program at the authors’ university. In addition, one full-time Latinx bilingual research staff member and
one bilingual Latinx recent MSW graduate also assisted with
community-based outreach and data collection efforts.
Mexican-American immigrants were recruited from local
community-based social service agencies and places of worship, such as ESL (English as a Second Language) classes,
church social events, and community-based health screening
events. The research staff verbally engaged potential participants in a group-based setting, to participate in a two-part
research project investigating the health and mental health of
Mexican-American immigrants.

Participants
Participants, all immigrants from Mexico, were asked to complete a 45-min survey about their current substance use and
mental health status, as well as questions about cultural values
and identity, to better understand their current health needs.
Inclusion criteria were being born in Mexico and immigrating
to the USA, self-identification as Latinx, ages 18–65 at the
time of survey completion, and able to speak English or
Spanish. Participants received a $15 gift card for completing
the survey.
Interested participants were asked verbally as a group if
they met each of the inclusion criteria and were advised to
not fill out the survey if they did not meet all the criteria. A
waiver of written consent was granted for this project to ensure the anonymity of the participants, both documented and
undocumented. Consent to participate in the study was
reviewed verbally in English and in Spanish, and participants
gave verbal consent to participate in the study. The paper and
pencil survey instrument was self-administered in English or
Spanish, based on the preference of the participant.
Participants were also given the choice of having a research
assistant read the questions to them aloud and fill-in their
verbal responses, to account for low levels of literacy or vision
difficulties. The research assistants remained on site to answer
any questions about the instrument during the data collection
process. Overall, data were collected from 16 sites during a 6month period in Spring 2018.

Measures
The survey instrument consisted of two sections that investigated various aspects of physical and mental health. Section one
included demographic questions covering age, place of birth,
years since migration, family composition, living arrangements,
monthly income, employment type, education level, and religiosity. Documentation status and gender were not asked at the

request of our primary community partner to encourage participation, to limit the collection of any potentially identifiable
information, and to protect the privacy of participants.
Section two was comprised of three standard mental health outcome measures that have been used extensively with Latinx
populations and have been validated for use with both English
and Spanish speaking populations. These were the Brief
Symptom Inventory (BSI), the revised Center for
Epidemiological Study Depression Scale (CES-D-R), and the
substance use section of the Addiction Severity Index (ASI).
The Brief Symptom Inventory [29] is a 53-item instrument
covering nine symptom dimensions including Depression,
Anxiety Somatization, Obsession-Compulsion, Interpersonal
Sensitivity, Hostility, Phobic Anxiety, Paranoid Ideation, and
Psychoticism. It offers three global indices of psychological
distress (Positive Symptom Distress Index (PSDI); Global
Severity Index (GSI); and Positive Symptom Total (PST))
which measure the current number of symptoms reported, current levels of symptomology, and intensity of symptoms, respectively. Respondents rate their level of distress related to
each item during the past 7 days, on a 5-point Likert-type scale
ranging from 0 (not at all) to 4 (extremely). For example, participants would indicate how distressed they were by “feeling
lonely” or “feeling no interest in things.” Directions for scoring
the subscales and each of the global indices can be found in the
BSI [29]. The Spanish version of this instrument was evaluated
by Ruiperez et al. [30], as well as Pereda et al. [31], and was
determined to be a reliable and valid tool for the assessment of
mental health symptomology in community-based Spanish
speaking samples. Reliability for this instrument has ranged
from .68–.91 [30], and prior work on the BSI’s factor structure
has found factor structures ranging from 5 to 8, in addition to
the originally proposed 9 factors. Accordingly, the Global
Severity Index (GSI), the BSI is the most commonly used index
assessing overall psychological distress.
The CES-D-R [32] is a 20-item measure that asks participants to rate how often over the past week they experienced
symptoms associated with depression. Responses range from
0 (rarely or none of the time) to 3 (most or almost all the time).
There are 4 subscales measuring somatic symptoms (7 questions), depressed affect (7 questions), interpersonal problems
(2 questions), and well-being (4 questions). The well-being
subscale is reverse scored. Responses from each question are
summed for a total score ranging from 0 to 60, with higher
scores indicating greater depressive symptoms. Scores of 16
or greater indicate being at risk for clinical depression. This
measure has been found to have good sensitivity and specificity, as well as high internal consistency [32–34]. The full
CES-D-R [35] and shorter CES-D-10 [36] have both been
found reliable for use in Hispanics/Latinx community populations speaking both English and Spanish. Although the factor structure of this measure has shown minimal nonequivalence by ethnicity in multi-ethnic samples, individuals
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of Mexican dissent are at low risk of misclassification as determined by Crockett et al. [35].
The ASI is a comprehensive assessment for substance use
disorders and problematic substance use. The alcohol/drug
use screening section was included as part of the survey.
Participants were given a list of substances identified in the
5th edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) [37] and then asked to indicate if they
have ever used that substance if they had used it within the
past 30 days, and frequency of use.

Analyses
All analyses were executed using R and M+ software. Data
were cleaned and checked for assumptions of normality.
Frequencies and percentages were calculated for all dichotomous variables. Means and standard deviations were then
computed for all continuous demographic characteristics. A
composite variable for religiosity was constructed by summing the scores on the three religiosity questions, with a score
of two or less indicating low religiosity, a score of 3 indicating
moderate religiosity, and a score of 5 or more indicating high
levels of religiosity. Data on place of origin were recoded from
nominal data to ordinal data, based on whether the State was
considered a moderate, high, or very high conflict area as
defined by the United States Department of State Bureau of
Consular Affairs travel advisory level [38].
For Aim 1, ASI scores were calculated based on whether an
individual endorsed use within the last 30 days and were dichotomized. For the BSI, raw scores were calculated and converted to t-scores as per Derogatis [29]. Scores for the Positive
Symptom Total (PST), Positive Symptom Distress Index
(PSDI), and Global Severity Index (GSI) were computed.
Caseness was determined by a GSI-T-score greater or equal
to 63. For the CES-D-R, scores for each question were
summed to determine the total scale score. Caseness was determined by a full-scale score of 16 or greater. Exploratory
factor analyses were then conducted for the BSI and the CESD-R to determine if the instruments performed in the same
way with this sample as was proposed by the measures’ authors and to determine if subscale scores were appropriate for
interpretation with this sample.
For Aim 2, regular bivariate and bivariate Poisson regression were used to determine if demographic characteristics
and were related to 30-day alcohol use, levels of depression,
and overall psychological distress. Time since immigration
was then dichotomized (those arriving in the USA prior to
2015 vs. those arriving between 2015 and present) to determine if new arrivals differed from those who arrived prior to
2015 on demographic characteristics and key outcome
indicators.

Results
Approximately 310 survey instruments were completed. Eight
surveys were eliminated as the participants were born in a
country other than Mexico, and one was eliminated due to
the participant being over age 65. In addition, 52 responses
were eliminated due to excessive amounts of missing data,
yielding a final sample size of 249 usable surveys.
As detailed in Table 1, the mean age of participants was
40.37 years (SD = 11.04), and on average they had resided in
the USA for 17.03 years (SD = 10.16) years, and in Texas for
15.86 years (SD = 10.21). The data collection team reported
that almost all participants were female which is consistent
with the profile of clients who seek services from or participate in activities organized by our community recruitment
partners. Participants were approximately 23 years old at the
age of immigration (SD = 9.49). Almost three-quarters
(73.4%) reported having a spouse or domestic partner, and
83.3% reported having children that they were physically or
financially responsible for. The mean number of children per
respondent was 2.48 children (SD = 1.73). Just over a third
(34.3%) indicated that they were homemakers, and 35.6%
reported 30+ hours per week of paid employment outside of
the home. Total monthly income ranged from zero to $8000
per month, with a median income of $1500 per month. Over
half (57.0%) of the sample reported having at least a high
school education, and 14.1% reported having a bachelor’s
degree or higher. Almost three-quarters (72.3%) of participants reported speaking Spanish as their primary language,
and 21.1% reported speaking both English and Spanish. A
total of 72.3% of participants completed the survey instrument
in Spanish. A total of 92.35 of the participants opted to complete the instrument in Spanish. Seven-in-ten (70.3%) of participants reported high levels of religiosity, with 87.8% identifying as catholic. The majority of participants also reported
moving to the USA from a high (57.5%) or very high (21.5%)
conflict area of Mexico.

Testing of Factor Structures
Exploratory factor analyses (EFA) of the BSI and CES-D-R
were conducted to determine if the factor structure of each
instrument was consistent with the factor structure put forth
by the measures’ authors. The BSI was evaluated to determine
if the theoretical nine-factor structure [29] was maintained.
Items were specified as ordered categorical, and the default
robust weighted least squares estimator (WLSMV) was used.
Missing data handling with WLSMV is analogous to pairwise
deletion [39]. Results indicate that a two-factor model was the
best fit for this data. However, all subscales loaded on to one
factor with the exception of the well-being subscale, which
was reverse scored. There was significant cross-loading on all
items across two or more factors, and all items loaded
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Table 1 Sample demographics
Continuous variables

Valid n

Mean (SD)

Current age in years
Age at immigration
Years in the USA
Years in Texas
Number of children

247
246
248
222
245

40.37 (11.04)
23.28 (9.49)
17.03 (10.16)
15.86 (10.21)
2.48 (1.73)

Average monthly income in dollars
Categorical Variables
Homemaker
Employed 30+ hours
Has domestic partner/spouse
Has children
Instrument given in Spanish
At least high school education
Bachelor’s degree or higher
Religiosity
Low
Medium
High
Identifies as catholic religion
Language
English
Spanish
Both

209
Valid n (%)
82 (34.3)
85 (35.6)
182 (73.4)
204 (83.3)
230 (92.4)
142 (57.0)
35 (14.1)

1665 (1297)

Birthplace threat level
Moderate
High
Very High

positively and significantly in the one-factor model, indicating
that for this sample a one-factor solution was most appropriate. Accordingly, only the full-scale score of this measure was
used in subsequent analyses.
The psychometric properties of the CES-D-R were also
evaluated via exploratory factor analysis (EFA) methods to
determine if the theoretical four-factor structure [32] was
maintained. As with the BSI, the items were specified as ordered categorical, and the default robust weighted least
squares estimator (WLSMV) was used. Results indicate that
a two-factor model was the best fit for this data. However,
with this solution, all subscales loaded on to one factor, with
the exception of the well-being subscale, which was reverse
scored. However, since overall score indicating caseness, rather than subscale scores, were of most interest for this investigation, this measure was treated as a single-factor measure and
only full-scale indices, rather than the subscales, were used as
outcome measures.
Aim 1 Investigate the incidence of past 30-day alcohol use,
elevated levels of psychological distress, and clinically

Median
40.00
22.50
16.00
15.00
2.00
1500

Range
18–65
0–50
1–46
0.50–46.00
0–11
0–8000

27 (10.8)
47 (18.9)
175 (70.3)
207 (87.7)
6 (2.4)
180 (72.3)
53 (21.3)
51 (21.1)
132 (57.5)
50 (21.5)

significant depression in a sample of Mexican-American immigrants.
Table 2 shows T-scores for the BSI-Global
Severity Index for the entire sample, ranging between 33
and 80, with a median T-score of 50 and a mean of 49.78
(SD = 12.49). Over a quarter (26.5%) indicated significant
levels of current psychological distress. Mean CES-D-R
scores ranged between zero and 75, with a median of 10 and
a mean of 11.02 (SD = 7.18), with 20% of the participants
meeting the clinical cutoff for depression. Approximately
20.1% of the sample indicated drinking alcohol in the past
30 days.
Aim 2 Determine if the length of time since immigration is
related to last 30-day alcohol use, levels of depression, and
overall psychological distress in a community sample of
Mexican-American immigrants. Bivariate Poisson regression was used to determine if caseness for the CES-D-R and
BSI were related to demographic variables. As seen in
Table 3, significant differences were seen on the BSI measure
for those reporting a life partner, indicating that having a life
partner has a .56 times reduced risk of experiencing clinically
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Table 2 Descriptive statistics for
study measures

Continuous outcomes
Variable

Valid n

Mean (SD)

BSI-Global Severity Index (BSI_GSI)

249

0.44 (0.57)

BSI-Global Severity Index T-score (BSI_GSIT)
BSI-Positive Symptom Total (BSI_PST)
BSI-Positive Symptom Total T-score (BSI_PSTT)
BSI-Positive Symptom Distress Index (BSI_PSDI)
BSI-Positive Symptom Distress T-score (BSI_PSDT)
CES-D total score (CES-DTOT)
Categorical outcomes
Alcohol use in last 30 days (ALC30)
BSI clinical cutoff (BSI_CASE)
CES-D clinical cutoff (CES-DCASE)

249
49.78 (12.49)
249
13.49 (12.92)
249
49.02 (13.40)
249
1.29 (0.73)
249
51.11 (10.43)
249
11.02 (7.18)
Valid n (%)
47 (20.1%)
66 (26.5%)
50 (20.1%)

significant depression. Although having a medium or high
level of religiosity or being employed more than 30 h per
week outside the home were predictive of lower BSI scores,
they were not predictive of decreased risk of clinically significant psychological distress. Similarly, reporting alcohol use
within the last 30 days was associated with higher BSI scores,
but alcohol use within the last 30 days was not predictive of
increased risk for clinically significant psychological distress.
No other demographic characteristics such as age, language,
religiosity, or threat level in place of origin were predictive of

Table 3 Demographic predictors
of mental health outcomes

Median

Range

0.25

0.00–3.77

50.00
10.00
50.00
1.12
49.00
10.00

33.00–80.00
0.00–53.00
30.00–80.00
0.00–4.00
41.00–80.00
0.00–57.00

increased or decreased risk of mental health symptomology.
Accordingly, no-multivariate analyses were performed on
these data due to the lack of significant bivariate predictors.
An additional variable was derived to determine if any significant differences in mental health outcomes were found for
new arrivals (those coming to the USA since 2015) compared
with those who had resided in the USA for longer periods of
time. As seen in Table 4, those who were considered “new
arrivals” had significantly higher mean BSI and CES-D scores
than those who had lived in the USA for longer periods of

Effect size (SD units)

Effect size (RR)

Predictor

BSI_GSI

BSI_PSTT

BSI_PSDT

CESDTOT

BSI_CASE

CESDCASE

Age in years
Years in the USA
Years in Texas
Age at immigration
Employed 30+ hours
Homemaker
Med/high religiosity
Spanish only speaker
Has partner
Has child (ren)
Alcohol last 30 days
High school education
Monthly income
Came from high conflict
area

− 0.01
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
− 0.51
n.s.
0.37
n.s.
n.s.
n.s.

n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
− 0.42
n.s.
− 0.47
n.s.
0.50
n.s.
n.s.
n.s.

− 0.01
n.s.
n.s.
n.s.
− 0.26
n.s.
− 0.67
n.s.
− 0.47
n.s.
n.s.
n.s.
n.s.
n.s.

− 0.01
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.

n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
0.56
n.s.
n.s.
n.s.
n.s.
n.s.

n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.
n.s.

SD, standard deviation; RR, risk ratio. p values calculated using bivariate regression for continuous outcomes and
bivariate Poisson regression for binary outcomes. All regressions computed using robust maximum likelihood
estimation in Mplus 8.2. Effect size for continuous measures computed using standard deviation of the outcome
variable for the whole sample (STDY standardization). All listed effect sizes significant at p < .05 (two-tailed)
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Table 4

Mental health outcomes by time in the USA

Continuous outcomes
Variable
BSI-Global Severity Index (BSI_GSI)
BSI-Positive Symptom Total (BSI_PSTT)
BSI-Positive Symptom Distress Index (BSI_PSDT)
CES-D Total Score (CES-DTOT)
Binary Outcomes
Variable
BSI Case (BSI_CASE)
CES-D Case (CES-DCASE)
Alcohol use in last 30 days

< 3 years (n = 19)
Mean (SD)
1.10 (0.99)
57.90 (14.78)
60.53 (12.30)
16.58 (12.63)

3+ years (n = 230)
Mean (SD)
0.38 (0.49)
48.29 (13.01)
50.34 (9.87)
10.56 (6.31)

<3 years
Valid n (%) yes
12 (63.2)
8 (42.1)
4 (25.0)

3+ years
Valid n (%) yes
54 (23.5)
42 (18.3)
43 (19.7)

Sig.

Effect size (SD units)

.002
.010
.001
.040

− 1.25
− 0.68
− 0.95
− 0.84

Sig.

Effect size (RR)

< .001
.021
.50

0.38
0.47
n.s.

SD, standard deviation; RR, risk ratio. p values calculated using bivariate regression for continuous outcomes and bivariate Poisson regression for binary
outcomes. All regressions computed using robust maximum likelihood estimation in Mplus 8.2. Effect size for continuous measures computed using
standard deviation of the outcome variable for the whole sample (STDY standardization)

time. Effect sizes for these differences were largely based on
Cohen’s [40] criteria. Nearly three times as many recent immigrants (62.3%) than established immigrants (23.5%) met
the clinical cutoff for significant psychological distress as
measured by the GSI of the BSI. Similarly, more than twice
of new immigrants (42.1%) reported clinically significant depressive symptomology than more established immigrants
(18.3%) as measured by the CES-D-R. New arrivals had a
.38 increased risk of developing clinically significant depression and a .47 increased risk of developing overall clinically
significant psychological distress than those residing in the
USA for longer periods of time. Thus, the overall psychological health of recent immigrants was significantly worse than
that of more established immigrants.

Discussion
The overall occurrence of clinically significant depression and
psychological distress was approximately double for recent
arrivals than for more established Mexican-American immigrants, indicating that this group of new arrivals did not appear
to exhibit the same levels of psychological health that would
be expected based on the Hispanic Health Paradox. These data
lend support to the hypothesis that changes in immigration
policy, which are more restrictive and “anti-immigrant” may
have an important impact on the psychological health and
well-being of Mexican-American immigrants, especially recent arrivals.
This is of critical importance when we consider that for
historical, geographic, and demographic reasons, immigration
from Mexico will continue regardless of how restrictive immigration policies may become. There are currently 57.5 million Hispanics/Latinx individuals in the USA, and two-thirds

of these are US-born citizens [27] most of them with deep
connections to Mexico and other areas of Central and South
America. These “Latinx-Americans” will continue to travel to
Mexico and beyond to stay connected to local communities in
their countries of origin and will continue to petition for family
members to join them in the USA and to support visa requests
from family members. As such, legal immigration will
continue.
In addition, as long as the Central and South American
economies continue to underperform and fail to provide
growth opportunities for their citizens, and as long as safety
and security continue to place the lives of families in the regions at risk, Mexicans (along with Central and South
Americans) will continue to attempt the often treacherous
journey across their land to reach the US border and request
asylum and/or will continue to attempt to enter the USA without documentation. Anti-immigrant policies and rhetoric adversely impact undocumented and documented immigrants
alike and have broader implications for health and behavioral
health in all immigrant and established communities.
Community-based social service providers and faith-based organizations that still have the trust of these communities are
well positioned to provide prevention and early intervention
services and to connect the community to specialty services
when needed.
We investigated religiosity and its relationship to the study
outcomes and found no differences among those with differing
levels of religiosity. Having a medium or high level of religiosity
was predictive of lower BSI scores but did not predict a decreased risk of clinically significant psychological distress. We
had hypothesized that religiosity would be a protective factor, as
is often found in the literature, and this was not the case. One
explanation could be the low variability/range restriction on the
religiosity measure. Most participants (70.3%) scored high on
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religiosity, and an even larger percentage (87.8%) identified as
catholic. In a sample with more religious variability religiosity
might indeed emerge as a protective factor.
Of course, there are factors other than immigration policy and
anti-immigrant sentiments than can adversely impact mental
health. Discrimination has been consistently found to be a risk
factor for mental health concerns and social support as a protective factor. Unfortunately, discrimination and social support
were not directly measured as part of this study. As such, we
were unable to determine the impact, if any, that they had on
these mental health outcomes. Future studies should include a
broader array of risk and protective factors and a larger, more
diverse sample, to be able to disentangle the relative contribution
of these factors. Moreover, there is the phenomenon of withingroup discrimination, with the larger Mexican/Mexican
American community holding discriminatory views about
Central Americans or longer-term immigrants about more recent
arrivals. A more diverse group would allow for studying this
phenomenon. Nevertheless, there is ample anecdotal and empirical evidence of the detrimental role of discrimination and the
positive role of social support on mental health outcomes across
many different groups.

Limitations
This project focused exclusively on immigrants from Mexico;
thus, the conclusions reached may not be generalizable to all
Latinx immigrants or to the larger multi-national immigrant
community. Participants in this study live in a “majority minority” city which has high levels of racial and ethnic diversity.
Only 36% of the city’s estimated 6.9 million residents are nonHispanic white; 2.6 million (38%) of Houston’s residents identify as Latinx, with 612,000 (8.9%) reporting that they had immigrated from Mexico [3]. As such, the mental health of these
residents may not generalize the mental health of MexicanAmerican immigrants living in areas that are predominantly
Caucasian or that have smaller immigrant communities [41].
At the same time, this makes our results even more concerning,
in that our respondents reside in communities where there may
be access to extensive support from the large immigrant communities, the larger Houston Latinx community, and a large
network of social services and faith-based organizations. These
data were drawn from a community-based sample of individuals
who were engaging with social service organizations and faithbased communities. It is possible that the data derived from these
participants could be different from the data that would be gathered from other Mexican-American immigrants who choose not
to interact with these institutions.
Although language spoken was used as a proxy measure
for acculturation, future research in this area may wish to
directly measure acculturation as a multi-dimensional construct that impacts physical and mental health. There were
significant amounts of missing data due to incomplete

surveys. Future data collection efforts should be mindful
about participant burden and how that may impact the data
collection process. All analyses were descriptive or univariate
and cross sectional in nature. Due to the small sample size of
the recent immigrant group, multivariate analyses were not
able to be performed. Similarly, these data are associational
and do not represent a causal relationship between changes in
immigration policy and changes in mental health
symptomology in Mexican-American immigrants.

Implications
Our findings are inconsistent with what would be expected
based on the Hispanic Health Paradox. It appears that the
protective effects usually seen in recent Latinx immigrants
may be missing, or operating in a different way, for current
Mexican-American immigrants arriving into an intense antiimmigrant climate, even in a place considered to be a “welcoming” city [41]. Our data also indicate that recent immigrants are experiencing significantly more acute psychological distress than ever before. This may be due, in part, to the
current anti-immigrant sentiment sweeping many areas of the
nation. Future studies in this area should collect longitudinal
data on immigrants of Mexican origin to determine if the
trends found in these data hold consistent over time.
While our results need to be interpreted with caution, given
the cross-sectional nature of the study, the homogeneous sample,
and the methodological limitations that impacted our ability to
establish a strong correlation between our independent and dependent variables, some recommendations can be derived. First,
there remains a need for ongoing research addressing the overall
mental health needs of Latinx immigrants, and how these needs
may be related to discrimination and marginalization as new
policies are implemented. As this population continues to grow,
and mixed status families are the reality for many of Latinx
origin, practitioners must practice cultural humility in order to
build trust with members of their more vulnerable communities
exhibiting significant mental health needs. Present and future
practitioners need to be continually self-reflective about implicit
bias or outright prejudice concerning the Mexican-American
community that may be operating at the individual and structural
levels. This is imperative if we as a profession are going to
adequately meet the community’s behavioral health needs.
Part of this critical self-reflection (and good clinical practice)
is having a firm understanding of one’s own cultural values and
norms, and how the cultural values or norms of this population
may or may not align with them. Having a strong understanding
of how to effectively engage Latinx clients, particularly immigrant clients, for mental health screening and service provision is
paramount for competent practice [42, 43]. This study indicates
that having a domestic partner may decrease the risk of developing depressive symptomology, highlighting the potential protective effect that social support may have on mental health.
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Providing further education and ongoing supervision for future
health care professionals about the needs of immigrant communities and the importance of interpersonal relationships may help
decrease some of the existing disparities in the current health
care setting [25–27].
Second, this community continues to have consistently low
engagement with traditional health care systems, and specifically
with preventive health care [5, 46], and greater difficulty
accessing mental health services [4–6] and remaining engaged
in treatment [27, 45, 47]. As such, we continue to see a need for
new evidence-informed intervention approaches that are culturally informed, relevant, and acceptable to this community, and
for existing evidence-based interventions to be thoughtfully and
appropriately adapted to meet individual and community needs.
The continuing growth of the Hispanic/Latinx population locally
and nationwide highlights the urgent need to address mental
health disparities, specifically improving identification of, access
to, and engagement with appropriate mental health services.
Finally, it is always good practice for community-based
health provider organizations to review their policies and procedures to determine any systemic issues that may be impacting
those from immigrant communities from engaging with needed
mental health care. For example, policies around documentation
requirements, a lack of fully bilingual providers, and a lack of
culturally grounded mental health intervention approaches may
all serve as impediments to competently serving this community
and meeting their mental health needs [4, 44, 48]. Resources
must be available, and services must be inclusive in order to
promote the health and wellness of all those living in the USA.
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New Contribution to the Literature
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Individuals migrating from Mexico to the USA since 2015 have
increased the risk of developing clinically significant depression
and global psychological distress when compared with immigrants
arriving in the USA prior to 2015. These findings are inconsistent
with the Hispanic Health Paradox. Recent changes to immigration
policy and enforcement may be associated with increased risk.
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