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Abstract

A careful examination of the multigenerational relationship between immigrant status and mental 

disorders can provide important information about the robustness and nature of the immigrant-

mental health link. We examine immigrant status as a protective factor against mental illness, 

assess intergenerational effects, examine differences across race/ethnicity, and report the 

prevalence of mood, anxiety, and personality disorders of immigrants across major world regions. 

We employ data from the National Epidemiologic Survey on Alcohol and Related Conditions 

(NESARC) and compare first (n = 5,363) and second-generation (n = 4826) immigrants from 

Asia, Africa, Europe, and Latin America to native-born Americans (n = 24,461) with respect to 

mental disorders. First-generation immigrants are significantly less likely than native-born 

Americans to be diagnosed with a mood, anxiety, or personality disorder, though the prevalence of 

mental health diagnoses increases among second generation immigrants. Similar results were 

observed for immigrants from major world regions as the prevalence of psychiatric morbidity was 

lower among immigrants from Africa, Latin America, Europe, and Asia compared to native-born 

Americans. Findings provide evidence in support of the notion that the immigrant paradox may be 

extended to include mood, anxiety, and personality disorders in the United States.
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1. Introduction

In recent years, a growing number of studies have examined the relationship between 

immigrant status and mental disorders (Shrout et al., 1992; Vega et al., 1998; Grant et al., 

2004; Cantor-Graae and Selten, 2005; Breslau et al., 2007; Takeuchi et al., 2007; Alegría et 

al., 2008; Breslau et al., 2009; Bourque et al., 2011; Cantor-Graae and Petersen, 2013). This 

body of work points to a multifaceted relationship in which the nature of the association 

between immigrant status and mental disorders varies according to both the particular 

characteristics of the immigrant and the nature of the disorder in question. For instance, 

prior research suggests that immigrants to the United States are a heterogeneous population 

(Salas-Wright et al., 2014a) and that factors such as immigrant generation (i.e., first-

generation, second-generation), age of immigration, and duration as an immigrant in the 

receiving nation have important implications for the relationship between immigrant status 

and mental disorders (Vega et al., 1998; Breslau et al., 2007, 2009; Cantor-Graae and 

Petersen, 2013). Mental health is also a heterogeneous construct and the various types of 

mental disorders appear to be differentially related to immigrant status in both United States 

and European samples. Indeed, while meta-analytic reviews have now demonstrated quite 

convincingly that the prevalence and incidence of psychotic disorders tends to be greater 

among immigrants than among the native-born (Cantor-Graae and Selten, 2005; Bourque, 

Van der Ven, and Malla, 2011), research also points to immigrant status as a protective 

factor for most mood and anxiety disorders (Vega et al., 1998; Grant et al., 2004; Breslau et 

al., 2007; Takeuchi et al., 2007; Alegría et al., 2008; Breslau et al., 2009; Cantor-Graae and 

Petersen, 2013).

Despite the manifold advances made by previous studies, several important facets of the 

immigrant-mental disorder link have yet to be fully explored. To begin, while numerous 

studies have examined mood and anxiety disorders among particular immigrant groups in 

the United States (i.e. Hispanics, Asian/Pacific Islanders), few studies have systematically 

examined the multigenerational relationships between immigrant status and an extensive 

array of mood, anxiety, and personality disorders among immigrants in general. That is, 

additional research is needed with respect to the prevalence of particular mood (i.e., bipolar 

disorder, major depression, dysthymia), anxiety (i.e., generalized anxiety disorder, panic 

disorder, social phobia, specific phobia, and posttraumatic stress disorder ), and personality 

(i.e., antisocial, avoidant, borderline, narcissistic, obsessive-compulsive, paranoid, schizoid, 

schizotypal) disorders among first and second-generation immigrants in contrast with 

native-born Americans. Second, few studies have examined the stability of the relationship 

between immigrant status and mental disorders among racial/ethnic minority and non-

minority immigrants. In light of research suggesting a link between experiences of 

discrimination and mental health (Pascoe and Richman, 2009), further research into the 

potentially segmented nature of the relationship between immigrant status and mental 

disorders is warranted. In all, while much has been learned in recent years, a careful 

examination of the multigenerational links between immigrant status and mood, anxiety, and 

personality disorders can provide important information about the robustness and nature of 

the immigrant-mental health link.
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1.1. Research Context

Each phase in the migration process presents unique migration-related stressors. The pre-

flight phase—the period preceding the actual migration event—is especially dire for 

individuals coerced into undertaking this relocation. Mental illness risk factors experienced 

in this phase include prolonged civil conflicts and wars (Goodman, 2004), sexual and 

physical abuse (Crisp, 2000), separation from family (Paardekooper et al., 1999), and 

prolonged stays in refugee and other transitionary camps (Steel et al., 2006). Individuals 

who have endured these experiences report mental health and behavioral disorders, 

including depression, anxiety, psychosis, anger, violence, and posttraumatic stress disorder 

(Paardekooper et al., 1999; Steel et al., 2002; Fazel et al., 2005; Pumariega et al., 2005; Steel 

et al., 2006; Liddell et al., 2013; Salas-Wright and Vaughn, 2014). In the resettlement phase, 

immigrants often have to contend with and acclimatize to a new socio-cultural and economic 

environment. Factors such as a drop in socio-economic status (Aycan and Berry, 1996; 

Porter and Haslam, 2005), changing family and gender roles and expectations (Potocky-

Tripodi, 2002), cultural dissonance, and cultural bereavement (Choi et al., 2008) are cited as 

post-migration mental illness triggers.

In addition to migration-related stressors, immigrant populations face barriers to mental 

health services both before and after relocation. Inadequately structured and financed mental 

health systems across many developing economies means that a significant number of 

individuals migrating from these regions have had limited contact with mental health 

professionals (World Health Organization, 2009). They are less likely to have had access to 

preventive or curative mental health services and are more likely to experience undiagnosed 

mental disorders, and have minimal knowledge regarding the primacy of mental health in 

overall health and well-being (Derose et al., 2009). After migration, low rates of health 

insurance access (Derose et al., 2009), and other socio-cultural impediments including 

stigma (Nadeem et al., 2007), linguistic challenges (Sentell et al., 2007; Kim et al., 2011), 

and lack of ethnically-matched providers (Sue et al., 1991) account for obstacles faced in 

mental health services utilization.

It is therefore of interest to note that, despite the manifold mental illness triggers associated 

with immigration, a number of studies have found that immigrant populations tend to report 

lower rates of most mood and anxiety disorders as compared to their native-born peers 

(Shrout et al., 1992; Vega et al., 1998; Alegría et al., 2008; Grant et al., 2004; Breslau et al., 

2007; Takeuchi et al., 2007; Breslau et al., 2009; Cantor-Graae and Petersen, 2013). Several 

protective factors are postulated to explain these counter-intuitive results, including: social 

support, cultural beliefs and practices, extended family support networks, and lower rates of 

substance misuse (Escobar, 1998; Escovar et al., 2000; Schwartz et al., 2010; Marks et al., 

2013; Salas-Wright et al., 2014b; Salas-Wright and Vaughn, 2014; Suárez-Orozco et al., 

2014). In addition, the healthy immigrant effect—the selective process whereby only those 

in relatively good health elect to migrate—is also postulated to explain these health 

dissimilarities ( Jasso et al., 2004; Akresh and Frank, 2008). This effect may be particularly 

applicable for immigrants to the United States due to geography (greater distance and cost 

necessary to travel from major population centers) and post-migration experiences 

(employment and educational opportunities). However, the mental health advantage enjoyed 
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by first-generation immigrants may not hold fast for second and even third-generation 

immigrants. First-generation immigrants report better mood/anxiety disorder outcomes 

compared to subsequent immigrant generations (Harker, 2001; Alegríaet al., 2007; Takeuchi 

et al., 2007; Williams et al., 2007) whose mental health outcomes mirror those of native-

born individuals. Furthermore, even among first-generation immigrants, additional time 

spent in the diaspora is also associated with declining mental health (Alegría et al., 2007).

It should also be noted that the nature of the relationship between immigrant status and 

mental health may be distinct among individuals from different racial/ethnic groups and, 

potentially, among immigrants from various regions of the world. For instance, in light of 

research on the relationship between discrimination and mental health (Pascoe and Richman, 

2009), scholars have increasingly begun to highlight the importance of considering the 

degree to which factors such as racism, discrimination, and social marginalization may 

differentially impact racial/ethnic minority and non-minority immigrants (Viruell-Fuentes, 

2007; Chung et al., 2008). Moreover, numerous studies have examined how the disruption 

of family networks and social support may contribute to increased mental distress among 

immigrants, particularly immigrants from collectivist cultures (Garcia Coll et al., 1996; 

Oppedal et al., 2004; Alegria et al., 2007). As such, it may be that the links between 

immigrant status and mental health are distinct among immigrants from global regions with 

a greater collectivist orientation (i.e., Africa, Asia, Latin America) than among those from 

regions that tend to be less collectivist in nature (i.e., Europe). Recent studies of immigrant 

well-being have pointed to regional differences among immigrants across various global 

regions (Vaughn et al., 2014a, 2014b).

1.2. The present study

This paper explores the immigrant paradox argument by examining the similarities and 

differences in mental health diagnoses between immigrants to the United States and their 

native-born peers. Using Wave I and Wave II of the National Epidemiologic Survey on 

Alcohol and Related Conditions (NESARC), we examine the prevalence of mood, anxiety, 

and personality disorders across immigrant groups and compare these rates with the native-

born population in the United States. In particular, we explore the following questions. First, 

is immigrant status protective for mood, anxiety, and personality disorders? Second, do the 

effects of immigrant status hold across immigrant generations and among both racial/ethnic 

minority and non-minority populations? Finally, what is the prevalence of mood/anxiety and 

personality disorders of immigrants representing major regions of the world?

2. Method

2.1. Participants

Study findings are based on data from Wave I (2001–2002) and Wave II (2004–2005) of the 

NESARC. The NESARC is a nationally representative sample of non-institutionalized U.S. 

residents aged 18 years and older. The design and methods are presented in a summarized 

form; however, a detailed description of the NESARC procedures is available elsewhere 

(Grant et al., 2003). The NESARC utilized a multistage cluster sampling design, 

oversampling young adults, Hispanics, and African-Americans in the interest of obtaining 
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reliable statistical estimation in these subpopulations and ensuring appropriate representation 

of racial/ethnic subgroups.

2.2. Diagnostic assessment

Data were collected through face-to-face structured psychiatric interviews conducted by 

U.S. Census workers trained by the National Institute on Alcohol Abuse and Alcoholism and 

U.S. Census Bureau. Interviewers administered the Alcohol Use Disorder and Associated 

Disabilities Interview Schedule – DSM-IV version (AUDADIS-IV), which provides 

diagnoses for mood, anxiety, personality, and substance use disorders. The AUDADIS-IV 

has shown to have good-to-excellent reliability in assessing mental disorders in the general 

population (Grant et al., 1995; Hasin et al., 1997). Participants had the option of completing 

the NESARC interview in English, Spanish, or one of four Asian languages (Mandarin, 

Cantonese, Korean and Vietnamese).

2.3 Measures

2.3.1. Immigrant status—Respondents were asked whether they and their parents were 

born in the United States of America. Three mutually exclusive categories were created: 

Respondents who reported having been born outside the United States (n = 5363, 13.86%) 

were classified as first-generation immigrants. Respondents who reported that they had been 

born in the United States but at least one parent had been born outside the United States (n = 

4826, 15.02%) were classified as second-generation immigrants. Respondents who reported 

that they and their parents were born in the United States were considered native-born 

Americans (n = 24,461). It should be noted that both “native-born” and “second-generation” 

respondents were born in the United States and therefore these terms are slightly imprecise. 

Nevertheless, we elected to use these terms are they are consistent with the work of scholars 

in prior research on immigration and health (e.g., Escobar et al., 2000; Glaesmer et al., 

2011).

2.3.2. Mental health—Using the AUDADIS-IV, we examined lifetime DSM-IV mood 

(i.e., bipolar disorder, major depression, dysthymia), anxiety (i.e., generalized anxiety 

disorder, panic disorder, social phobia, specific phobia, and posttraumatic stress disorder) 

and personality disorders (i.e., antisocial, avoidant, borderline, narcissistic, obsessive-

compulsive, paranoid, schizoid, and schizotypal). To ensure model stability, we limited our 

analyses to mental disorders with a prevalence of at least 2% in the general population. For 

each of these disorders, respondents who were identified as having met diagnostic criteria 

during their lifetime were coded as 1 and all other individuals coded as 0.

2.3.3. Sociodemographic and behavioral controls—The following 

sociodemographic variables were included as controls: age, gender, race/ethnicity, 

household income, education level, marital status, region of the United States, and 

urbanicity. Additionally, in examining the associations between immigration status and 

mental health disorders, we controlled for diagnoses of lifetime alcohol use disorders (abuse/

dependence) as well as lifetime drug use disorders (abuse/dependence on heroin, 

hallucinogens, cocaine/crack, marijuana, stimulants, painkillers, tranquilizers, or sedatives). 

Prevalence estimates for substance use disorders among native-born Americans and 
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immigrants are not reported in this study, but are available elsewhere (Salas-Wright and 

Vaughn, 2014).

2.4. Statistical analysis

Logistic regression analyses were conducted that compared non-immigrants with first- and 

second-generation immigrants to the United States in terms of mood, anxiety, and 

personality disorders. Adjusted odds ratios (AORs) were considered to be statistically 

significant if the associated confidence intervals did not cross the 1.0 threshold when 

controlling for sociodemographic factors and lifetime alcohol and illicit drug use disorders. 

For all statistical analyses, weighted prevalence estimates and standard errors were 

computed using Stata 13.1 SE software (StataCorp, 2013). This system implements a Taylor 

series linearization to adjust standard errors of estimates for complex survey sampling 

design effects including clustered data. Additional information about the sampling weights 

used in the NESARC is described in greater detail elsewhere (Grant et al., 2003).

3. Results

3.1. Sociodemographic characteristics of first- and second-generation immigrants

Table 1 displays the sociodemographic characteristics of native-born and first-generation 

immigrant adults ages 18 and older in the United States. No significant differences were 

observed for age or gender. However, first-generation immigrants to the United States were 

significantly more likely to be a racial/ethnic minority, to reside in households earning less 

than $70,000 per year, and to not have completed high school (AOR = 1.29, 95% CI = 1.20–

1.39). Compared to native-born Americans, first-generation immigrants were significantly 

less likely to report a marital status other than married/ cohabitating.

We also examined the sociodemographic characteristics of native-born and second-

generation immigrant adults ages 18 and older in the United States (not shown). Compared 

to native-born Americans, second-generation immigrants were significantly more likely to 

be 65 years or older (AOR = 2.33, 95% CI = 2.17–2.50), and significantly less likely to be 

between the ages of 35 and 49 (AOR = 0.83, 95% CI = 0.78–0.88) or 50 and 64 (AOR = 

0.92, 95% CI = 0.85–0.98). Second-generation immigrants were significantly more likely to 

be Hispanic (AOR = 0.72, 95% CI = 8.31–9.39) or other race (AOR = 2.65, 95% CI = 2.35–

3.00) and significantly less likely to be non-Hispanic black (AOR = 0.72, 95% CI = 0.67–

0.77). Second-generation immigrants were also significantly less likely to reside in 

households earning less than $70,000 per year and to have completed less than a post-high 

school degree program. Compared to native-born Americans, second-generation immigrants 

were significantly more likely to be divorced or widowed (AOR = 1.25, 95% CI = 1.16–

1.35) or to never have been married (AOR = 1.41, 95% CI = 1.33–1.50). Second-generation 

immigrants were significantly less likely to reside in either the Northeastern (AOR = 0.82, 

95% CI = 0.77–0.88) or Southern United States (AOR = 0.93, 95% CI = 0.87–0.98). No 

significant differences were identified in contrasting second-generation immigrants and 

native-born Americans in terms of gender or urbanicity.
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3.2. Mental disorders among first- and second-generation immigrants

Figure 1 displays the prevalence of lifetime mood, anxiety, and personality disorders among 

native-born Americans and first- and second-generation immigrant adults ages 18 and older 

in the United States. For all disorders examined in this study, the prevalence of morbidity 

was lowest among first-generation immigrants followed by second-generation immigrants, 

and, finally, native-born Americans. For instance, a steady increase in the prevalence of 

major depressive disorder can be identified in comparing first-generation immigrants 

(15.28%), second-generation immigrants (19.14%), and native-born Americans (22.98%). 

Similarly, the prevalence of borderline personality disorder is lowest among first-generation 

immigrants (3.32%) as compared to second-generation immigrants (5.93%) and native-born 

Americans (6.30%).

Results presented above are for Wave II data; however, we assessed the stability of the 

results using Wave I data collected three years prior. Although the prevalence of mental 

disorders was slightly lower at Wave I than at Wave II and several disorders examined in 

Wave II were not included in the Wave I data collection (see Figure 2), results of logistic 

regression analyses for Wave I largely mirrored the overall pattern found for Wave II. 

Namely, controlling for the same list of sociodemographic factors utilized in the present 

study, immigrants were found to be significantly less likely to meet diagnostic criteria for 

nearly all mood, anxiety, and personality disorders examined in the study. Sensitivity 

analysis could not be conducted for second-generation immigrants as this information was 

not available in the Wave I data.

Table 2 compares the prevalence of mood, anxiety, and personality disorders among native-

born Americans and first-and second-generation immigrants to the United States. 

Controlling for sociodemographic factors as well as lifetime diagnoses of alcohol and illicit 

drug use disorders, first-generation immigrants were significantly less likely to have met 

criteria for one or more mood/anxiety disorders (AOR = 0.70, 95% CI = 0.67–0.73). In 

terms of particular disorders, first-generation immigrants were significantly less likely to 

have met criteria for most mood disorders (i.e., major depression, bipolar disorder), all 

anxiety disorders (i.e., generalized anxiety, panic disorder, social phobia, specific phobia, 

posttraumatic stress disorder) and the majority of personality disorders (i.e., antisocial, 

avoidance, borderline, paranoid, and schizotypal) examined in this study. Significant 

associations were not observed for dysthymia and narcissistic, obsessive-compulsive, 

paranoid, and schizoid personality disorders. However, with the exception of narcissistic 

personality disorder, all of the personality disorders that were found to be not significantly 

associated with immigration status when controlling for sociodemographic and substance 

use factors, were significantly associated with first-generation immigration status at the 

bivariate level.

Table 2 also compares the prevalence of mood, anxiety, and personality disorders among 

native-born Americans and second-generation immigrants to the United States. Controlling 

for the same list of sociodemographic and substance use factors, second-generation 

immigrants were significantly less likely to have met criteria for one or more mood/anxiety 

disorder (AOR = 0.92, 95% CI = 0.88–0.96). In terms of particular disorders, second-
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generation immigrants were also significantly less likely to have met criteria for the majority 

of mood and anxiety disorders examined in this study (i.e., bipolar disorder, major 

depression, panic disorder, specific phobia, and posttraumatic stress disorder). However, in 

contrast to first-generation immigrants, no significant associations were identified in terms 

of generalized anxiety disorder, dysthymia, or social phobia. Moreover, as evidenced by 

non-overlapping confidence intervals, the strength of the association between second-

generation immigrant status and major depressive disorder (AOR = 0.86, 95% CI = 0.82–

0.90), panic disorder (AOR = 0.88, 95% CI = 0.83–0.93), specific phobia (AOR = 0.84, 95% 

CI = 0.80–0.88) and posttraumatic stress disorder (AOR = 0.84, 95% CI = 0.79–0.91) was 

significantly weaker among second-generation immigrants as compared to first generation 

immigrants.

In terms of personality disorders, compared to native-born Americans, second-generation 

immigrants were significantly less likely to meet criteria for antisocial (AOR = 0.86, 95% CI 

= 0.77–0.96) and avoidant personality disorder (AOR = 0.82, 95% CI = 0.71–0.95). With 

respect to antisocial personality disorder, the strength of the association between immigrant 

status and morbidity was significantly weaker among second-generation immigrants as 

compared to first-generation immigrants. Finally, with respect to borderline personality 

disorder (AOR = 1.11, 95% CI = 1.03–1.20), second-generation immigrants were found to 

be significantly more likely to meet criteria for this disorder as compared to native-born 

Americans when controlling for sociodemographic and substance use factors.

3.3. Mental disorders among first and second-generation immigrants by racial/ethnic 
minority versus non-minority status

To assess the impact of racism/discrimination on the mental health of immigrants, we 

conducted supplementary analyses examining the lifetime prevalence of mood/anxiety and 

personality disorders among native-born, first-generation, and second-generation 

respondents while stratifying by racial/ethnic minority (i.e., Black, non-Hispanic; Hispanic; 

other race/ethnicity) and non-minority (i.e., non-Hispanic white) status. Controlling for 

sociodemographic and behavioral confounds, first-generation immigrants from both racial/

ethnic minority (AOR = 0.64, 95% CI = 0.60–0.67) and non-minority (AOR = 0.82, 95% CI 

= 0.77–0.88) groups were significantly less likely to meet criteria for a mood/anxiety 

disorder. Notably, as evidenced by nonoverlapping confidence intervals, effects were 

significantly greater for racial/ethnic minority immigrants than for non-minority immigrants. 

Among second-generation immigrants, the link between immigrant status and mood/anxiety 

disorders was significant for racial/ethnic minority immigrants (AOR = 0.84, 95% CI = 

0.78–0.89) but no significant relationship was observed for second-generation non-minority 

immigrants. Similarly, first (AOR = 0.70, 95% CI = 0.65–0.75) and second-generation 

(AOR = 0.79, 95% CI = 0.73–0.86) racial/ethnic minority immigrants were significantly less 

likely to meet criteria for a personality disorder, but no relationship was identified for non-

minority immigrants.

3.4. Mental disorders among immigrants from major global regions

Figure 2 presents the prevalence of mood, anxiety, and personality disorders among 

immigrants from four major global regions as well as that of native-born Americans. The 
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prevalence of mood/anxiety and personality disorders of native-born Americans was greater 

than the prevalence identified among immigrants from Africa, Latin America, Europe, and 

Asia. European immigrants were identified as having the highest prevalence of mood/

anxiety disorders (35.48%, 95% CI = 34.30–36.68) followed by Latin American (30.41%, 

95% CI = 29.78–31.05) and Asian (28.09%, 95% CI = 26.94–29.26) immigrants. The lowest 

prevalence of mood/anxiety disorders was identified among African immigrants (18.39%, 

95% CI = 16.01–21.04). With respect to personality disorders, less variability was observed 

as the prevalence of personality disorders among immigrants from Africa (14.67%, 95% CI 

= 11.90–70.94), Europe (15.61%, 95% CI = 14.61–16.65), and Latin America (17.24%, 95% 

CI = 16.90–17.58) was found to be roughly 15%. The prevalence of personality disorders 

among Asian immigrants was slightly lower than that of immigrants from other regions of 

the world (12.98%, 95% CI = 12.32–13.66).

4. Discussion

Present study results indicate that the prevalence of mood, anxiety, and personality disorders 

among first-generation immigrants is significantly less than that of native-born Americans. 

This is noteworthy given that immigrants were found to report lower income and education 

levels, both of which have been identified as risk factors for psychiatric morbidity among 

individuals in the general population (Lorant et al., 2003). We also found that, independent 

of what region of the world they came from, immigrants were less likely to be diagnosed 

with a mood/anxiety or personality disorder than native-born Americans. The disparities in 

prevalence between immigrants from these major regions of the world and native-born 

Americans were more pronounced for mood/anxiety disorders than for personality disorders. 

Asian immigrants were the least likely to be diagnosed with a personality disorder while 

African immigrants were least likely to be diagnosed with a mood or anxiety disorder.

With respect to second-generation immigrants, who also tend to be disproportionately 

disadvantaged in terms of income and education, the protective effect of immigrant status 

was somewhat attenuated. While second-generation immigrants were still less likely to be 

diagnosed with a mood/anxiety disorder, the effect wanes for general anxiety, dysthymia, 

and social phobia. With the exception of antisocial and avoidant personality disorders, the 

effect is also less pronounced for personality disorders. In fact, second-generation 

immigrants were more likely to be diagnosed with borderline personality disorder than 

native-born Americans. While the effects were small, this finding is noteworthy given the 

role of adverse life events in the etiology of borderline personality disorder in the general 

population (Leichsenring et al., 2011). This finding also raises questions as to 

intergenerational changes in exposure to childhood adversity and trauma among immigrant 

families.

This study examines several protective factors and, of these, immigrant status seems to be 

the constant determinant of mental health differences between first and second-generation 

immigrants and native-born respondents. It is of interest to note, however, that the effects of 

immigrant status seem to diminish over time. As such, present study results align with 

previous investigations that indicate a similar pattern and suggest a link between exposure to 

U.S. society and mental illness (e.g., Harker, 2001; Alegría et al., 2007; Takeuchi et al., 
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2007; Williams et al., 2007). It should also be noted that the relationship between immigrant 

status and mental health appears to be distinct among racial/ethnic minorities and non-

minorities. Specifically, we found that, while both racial/ethnic minority and nonminority 

first-generation immigrants were found to be less likely to have a mood/anxiety disorder, the 

magnitude of this relationship was greater among minority immigrants than among non-

minorities (i.e., non-Hispanic whites). Along the same lines, immigrant status was protective 

for mood/anxiety disorders among minority second-generation immigrants, but no 

relationship was observed among non-minority second-generation immigrants. Moreover, 

the relationship between immigrant status and personality disorders held for minority first 

and second-generation immigrants, but no link was observed among non-minority first or 

second-generation immigrants.

That there are generational and racial/ethnic differences provides a clear indication that post-

migration factors do matter. Notwithstanding well-documented pre-migration stressors, the 

resettlement process seems to play a bigger role in informing mental health outcomes. 

Studies that have examined the resettlement phase point to adjustment stressors as potential 

triggers for mental illness (Aycan and Berry, 1996; Porter and Haslam, 2005). The loss of 

lifelong relationships, altered family roles, and economic incongruencies prior to and after 

migration are posited to adversely affect mental well-being. Additionally, the differential 

findings among minority and non-minority immigrants raise questions about segmented 

assimilation (Portes and Zhou, 1993) and the possible impact of racism and discrimination 

on the health of immigrants (Viruell-Fuentes, 2007; Chung et al., 2008; Pascoe and 

Richman, 2009). These findings also may be interpreted in the context of research 

examining the disruption of family and social support networks, particularly studies pointing 

to the importance of these factors among immigrants from non-western collectivist cultures 

(Garcia Coll et al., 1996; Oppedal et al., 2004; Alegria et al., 2007). A more robust body of 

research that examines the dynamics of resettlement in relation to mental health is needed to 

disentangle the etiology of generational and discriminatory factors.

4.1. Study limitations

The current study results should be interpreted within the context of several limitations. One 

limitation is that the data are less than ideal with respect to temporal ordering. Although we 

have follow-up data, the NESARC is not a true longitudinal investigation. We rely on 

retrospective lifetime measures and are unable to clarify the causal mechanisms that are 

associated with mental health among immigrants. Further, we do not know what the longer-

term prevalence of mental disorders will be. This will require life-course study designs. 

Although the NESARC is a nationally representative sample, it is uncertain how the 

association between immigrant status and mental health would be similar or different if 

correctional or clinical samples were sampled. It seems likely that this would bias study 

findings and the difference between immigrants and native-born Americans would be 

magnified. We also don’t know if findings from the present investigation would replicate for 

immigrants to other nations. An additional limitation is that the NESARC did not include 

information on schizophrenia or other psychotic disorders. This omission is noteworthy 

given that such disorders have been found to be positively related to first- and second-

generation immigrant status in previous research (Cantor-Graae and Selten, 2005; Bourque 
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et al., 2011). The NESARC also is lacking variables tapping the reasons why individuals 

elected to immigrate to the United States (e.g., economic scarcity, professional re-location). 

This is noteworthy as, for example, the mental health of someone who immigrated to the 

United States due to economic scarcity may be different than someone who was recruited 

for a high-paying professional position. Finally, although respondents had the option of 

completing the NESARC in one of several different languages, it is possible that potential 

respondents who did not speak one of these languages were excluded. It is possible that 

these “linguistically isolated” individuals may be at greater risk of mental problems and thus 

the results may underestimate the true prevalence of morbidity among immigrants. Future 

studies on immigration and mental health will benefit from addressing these study features.

4.2. Conclusions

Findings of the present study provide evidence in support of a multigenerational immigrant 

paradox for mood, anxiety, and personality disorders. First-generation immigrants and, to a 

lesser extent, second-generation immigrants were found to be significantly less likely to be 

diagnosed with a mood, anxiety, or personality disorder compared to native-born 

Americans. Notably, however, these effects were distinct among racial/ethnic minority and 

non-minority immigrants. These effects held for immigrants from major regions across the 

globe, including Africa, Asia, Europe, and Latin America. In all, while caution should be 

exercised in interpreting study findings due to the potential effects of selection and treatment 

bias, results suggest that immigrant status and generation are important factors related to 

mental health and wellbeing among first and second-generation immigrants in the United 

States.
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Highlights

First-generation immigrants at lower risk for mood, anxiety, or personality disorders

Similar results observed for first-generation immigrants from major world regions

Protective effects for morbidity more robust among racial/ethnic minority immigrants

Protective effect of immigrant status was somewhat attenuated by second-generation
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Figure 1. 
Prevalence of lifetime mood/anxiety and personality disorders among native-born and first- 

and second-generation immigrant adults in the United States
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Figure 2. 
Sensitivity analysis of the prevalence of lifetime mood/anxiety and personality among 

native-born and immigrant adults (Wave I).
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Figure 3. 
Prevalence of lifetime mood/anxiety and personality disorders among native-born and 

immigrant adults by immigrant region of origin
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