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Abstract

Objectives—Despite experiencing migration-related stress and social adversity, immigrants are
less likely to experience an array of adverse behavioral and health outcomes. Guided by the
healthy migrant hypothesis, which proposes that this paradox can be explained in part by selection
effects, we examine the prevalence and comorbidity of mental disorders among immigrants to the
United States (US).

Methods—Findings are based on the National Epidemiologic Survey on Alcohol and Related
Conditions (2012-2013), a nationally representative survey of 36,309 adults in the US.

Results—Immigrants were significantly less likely than US-born individuals to meet criteria for
a lifetime disorder (AOR = 0.63, 95% CI = 0.57-0.71) or to report parental history of psychiatric
problems. Compared to US-born individuals, the prevalence of mental disorders was not
significantly different among individuals who immigrated as children; however, differences were
observed for immigrants who arrived as adolescents (ages 12-17) or as adults (age 18+).

Discussion—Consistent with the healthy migrant hypothesis, immigrants are less likely to come
from families with psychiatric problems, and those who migrate after childhood—when selection
effects are most likely to be observed—have the lowest levels of psychiatric morbidity.
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Migrating from one country to another tends to bring with it a degree of stress as individuals
face the task of adjusting to life in a new context and culture.! Although migration-related
stress is to be expected, scholars have cautioned against the assumption that exposure to the
stresses of migration and immigrant adaptation necessarily results in psychopathology.2-3
Indeed, whereas research in Europe suggests that immigrants are at greater risk of mental
iliness than are non-migrant Europeans,*~7 studies conducted in the United States (US) have
shown that immigrants tend to be less likely to experience anxiety, depressive, and trauma-
related disorders as compared to US-born individuals.8-14 Findings from research on mental
disorders are in keeping with a broader body of literature suggesting that, despite
experiencing migration-related stress and social adversity, immigrants in general are less
likely to experience an array of adverse behavioral and health outcomes.15-18

A number of hypotheses and theories have emerged as scholars have attempted to make
sense of this rather paradoxical body of research. One particularly compelling perspective—
deemed the healthy migrant hypothesis—is that the health and well-being of immigrants can
be explained, in part, by selection effects.18-19 The fundamental premise of the healthy
migrant hypothesis is that the process of migration is not random, but rather that individuals
who are inclined to migrate, and able to do so successfully, are part of a uniquely healthy
and psychologically hardy subset. Notably, the logic here is most applicable to individuals
who actively decide to migrate (presumably, older adolescents and adults) and may not
extend to those who immigrate as children or to refugees and asylum seekers. Although the
healthy migrant hypothesis is focused on why immigrants in general tend to fare well, other
theoretical frameworks focus on why some immigrants, over time, may face increased risk
for adverse outcomes. For instance, acculturation theory has been used to make sense of
research suggesting that greater levels of acculturation are related with increased risk for
adverse behavioral/health outcomes.20 Specifically, the mechanism for increased risk is the
attenuation of the protective effects of foreign birth among child immigrants who quickly
and easily acquire the cultural practices and values of the receiving country.2! Taking
acculturation theorizing one step further, cultural stress theory focuses on the harmful
impact of negative experiences related to migration (e.g., discrimination) rather than cultural
adaptation per se.22-23

Although prior epidemiologic research on mental disorders among immigrants has advanced
our understanding of this important topic, a number of critical gaps remain. To begin, many
studies examining mental disorders have focused on immigrants from a single global region
(e.g., Asia, Latin America) or racial/ethnic group (e.g., Latinos, Caribbean Blacks). This is,
of course, understandable as focusing on immigrants from a particular region or subgroup
can facilitate an in-depth examination of factors that are specifically relevant to a given
population. However, such an approach does not allow for global comparisons or for a
systematic examination of mental disorders across multiple immigrant sending nations,
thereby limiting the generalizability of findings. Second, prior studies have tended to focus
on examining the prevalence of particular disorders or the presence of one or more of an
array of disorders and, as a result, our understanding of comorbid conditions among
immigrants remains limited. This is particularly important in light of emerging evidence
underscoring the profound overlap of internalizing and other mental disorders.24 Finally,
while theorizing on mental disorders and other health conditions among immigrants has
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made great strides in recent years, there continues to be a need to test the validity of such

theorizing, particularly using data that possesses good external validity and has sufficient

sample size to detect differences across subgroups.

The Present Study

Method

Drawing from the National Epidemiologic Survey on Alcohol and Related Conditions
(NESARC-I11I, 2012-2013), we aim to address the aforementioned gaps, thereby shedding
new light on the healthy migrant hypothesis. That is, we draw from the most up-to-date
information available on the prevalence of mental disorders among immigrants as compared
to US-born Americans. Specifically, we examine an array of anxiety, bipolar, depressive, and
trauma-related disorders, examine the prevalence of comorbid disorders, and test for
differences in the immigrant-mental disorder link across key sociodemographic differences.
Moreover, the NESARC's large and geographically diverse sample of immigrants allows us
to examine the prevalence of mental disorders among immigrants from a range of global
regions and the top ten immigrant sending nations to the US. Finally, we examine key
parental (i.e., mother/father psychiatric history) and migration-related (i.e., age of arrival,
duration the US) factors that are relevant to theories (i.e., the healthy migrant hypothesis and
acculturation theory) on the immigrant health advantage.

Sample and Procedures

Study findings are based on the NESARC-III data, which were collected between 2012 and
2013.25 The NESARC—a nationally representative survey of 36,309 civilian, non-
institutionalized adults ages 18 and older—is one of few national studies that provides up-to-
date and well-validated diagnostic assessments of an array of mental disorders (e.g., anxiety,
depressive, bipolar, and trauma-related disorders), and includes a substantial number of
immigrants. Utilizing a multistage cluster sampling design and oversampling minority
populations, the study interviewed individuals living in all 50 states and in Washington, DC.

Data were collected through face-to-face structured psychiatric interviews. Interviewers
administered the NIAAA Alcohol Use Disorder and Associated Disabilities Interview
Schedule (AUDADIS-5), which provides diagnoses for an array of mental disorders.26 The
AUDADIS-5 has shown to have strong procedural validity?” and acceptable reliability in the
assessment of mental disorders in the general population. Participants had the option of
completing the NESARC-I1II interview in English, Spanish, Korean, Vietnamese, Mandarin,
or Cantonese.

Survey Measures

Immigrant status—Immigrant status was based on the following question: “Were you
born in the US?” Consistent with prior NESARC-based studies of immigrants, those
responding affirmatively were classified as US-born and those reporting they were not born
in the US—including individuals born in US territories (e.g., Guam, Puerto Rico, etc.)—
were classified as immigrants or foreign born.11:15 Individuals reporting foreign birth were
asked to report their country of birth and age of arrival in the US (which allows researchers,
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in conjunction with respondent age, to estimate the number of years in the US). It should be
noted that, due to the nature of the survey, it was not possible to distinguish immigrants from
persons born abroad to US-born parents; however, evidence suggests that only a fraction of
US-citizen births (typically between 1 and 1.5%) take place outside of the US.28 NESARC-
I11 data also preclude the classification of immigrants by type of migration (e.g., labor,
family, refugee) and, therefore, all foreign-born individuals were classified into a single
category.

Mental Disorders—Using the AUDADIS-V, we examined lifetime prevalence of anxiety
(i.e., Generalized Anxiety, Panic, and Social and Specific Phobia Disorders), depressive (i.e.,
Major Depressive, Persistent Depressive [Dysthymia] disorder), bipolar (i.e., Bipolar 1), and
trauma-related (i.e., Posttraumatic Stress Disorder [PTSD]) disorders, with participants who
met diagnostic criteria for each particular disorder coded as 1 and all others coded as 0. We
also generated an “any disorder” variable (no disorders = 0, one or more disorders = 1) and
examined past 12-month diagnoses in supplementary analyses. Notably, the NESARC does
not gather data on schizophrenia spectrum and other psychotic disorders2%; thus, our use of
the term “any disorder” refers specifically to the disorders listed above and presented in
Table 1. To ensure stable estimates, we examined only those disorders with a prevalence of
at least 1% in the NESARC.

Parental History of Mental Disorders—Participants were asked to report (no = 0, yes =
1) if their "blood or natural” father and/or mother were ever depressed (i.e., "Depressed for a
period of at least two weeks") and/or anxious (i.e., "Ever had a period of feeling anxious or
nervous"). In both cases, survey interviewers described characteristics of depression (e.g.,
low mood, feelings of worthlessness, suicidal ideation, etc.) and anxiety (e.g. sustained
tension/nervousness, panic attacks, posttraumatic stress, etc.).

Sociodemographic and Family History Controls—Sociodemographic variables
included: age, gender, race/ethnicity, household income, education level, marital status,
region of the US, and urbanicity. We also controlled for parental history of anxiety and
depressive disorders.

Statistical Analyses

Survey adjusted binomial logistic regression was employed to examine the association
between immigrant status and mental disorders. Adjusted odds ratios (AORs) were
considered to be statistically significant if the associated 95% confidence intervals did not
cross the 1.00 threshold when controlling for sociodemographic and parental factors.
Beyond assessing statistical significance, we also interpreted the magnitude, or size, of the
odds ratio (small = 0.59/1.68, medium = 0.29/3.47, large = 0.15/6.71 or greater).3 For all
statistical analyses, weighted prevalence estimates and standard errors were computed using
Stata 15.1 SE software. This system implements a Taylor series linearization to adjust
standard errors for complex survey sampling design effects, including clustered data.
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As shown in Table 1, controlling for sociodemographic factors and parental history of
mental disorders, immigrants were significantly less likely than US-born individuals to meet
criteria for one or more lifetime disorder (AOR = 0.63, 95% CI = 0.57-0.71). With the
exception of bipolar disorder, this pattern of results was observed for all disorders examined
with the largest associations found for PTSD (AOR = 0.47, 95% CI = 0.38-0.58) and panic
disorder (AOR = 0.51, 95% CI = 0.37-0.70). Supplementary analyses (not shown) revealed
a very similar pattern of results for past-year disorders with immigrants less likely to meet
criteria for one or more disorders (AOR = 0.69, 95% CI = 0.61-0.78) and, with the
exception of bipolar disorder, significantly less likely to meet criteria for all disorders
examined.

Analyses in Table 1 adjusted for sociodemographic and parental factors; however, this does
not allow us to assess the degree to which sociodemographic factors may moderate the
relationship between immigrant status and mental disorders. As such, we conducted
additional analyses to test for interaction effects for age, gender, race/ethnicity, and family
income with "any disorder" as the outcome variable. We found—in creating multiplicative
terms with immigrant status (e.g., age*immigrant)—that the association between immigrant
status and mental disorders did not significantly differ across age, gender, and race/ethnicity.
However, the multiplicative term between family income and immigrant status was
statistically significant (AOR = 1.11, 95% CI = 1.01-1.21). Although the immigrant-
disorder link was significant for all income levels, this finding suggests that the relationship
is more robust among lower income individuals (family incomes less than $35,000 per year;
AOR = 0.54, 95% CI = 0.47-0.64) than among those residing in households with incomes
between $35,000 and $69,999 (AOR = 0.72, 95% CI = 0.60-0.86) or $70,000 or higher
(AOR =0.71, 95% CI = 0.56-0.89).

Comorbid Mental Disorders among Immigrants and US-Born

Beyond examining the association between immigrant status and individual and composite
measures (i.e., met criteria for one or more disorders) of mental disorders, we also examined
the prevalence of comorbidity among immigrants and US-born individuals (see Figure 1).
Controlling for the same list of sociodemographic and parental confounds as in Table 1, we
found that immigrants were significantly less likely than US-born individuals to meet
criteria for only one disorder (AOR = 0.71, 95% CI = 0.65-0.79), two disorders (AOR =
0.54, 95% CI = 0.46-0.63), or three or more disorders (AOR = 0.45, 95% CI = 0.38-0.55).
Supplementary analyses revealed a similar pattern of results for past 12-month diagnosis of
a single (only one) and comorbid mental disorders (single disorder: AOR = 0.76, 95% CI =
0.68-0.85; two disorders: AOR = 0.65, 95% CI = 0.54-0.78; three or more disorders: AOR
=0.48, 95% CI = 0.38-0.61).

Family History of Mental Disorders among Immigrants and US-Born

Table 2 presents the prevalence estimates and adjusted odds ratios contrasting the prevalence
of lifetime anxiety and depressive disorders among the parents of US-born individuals and
immigrants. With respect to anxiety disorders, immigrants were significantly less likely to
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report that their father (AOR = 0.80, 95% CI = 0.71-0.91) and/or mother (AOR = 0.64, 95%
Cl =0.56-0.72) evidenced signs of serious anxiety, panic, post-traumatic stress or other
anxiety-related problems. A similar pattern was observed, albeit with slightly larger
associations, with respect to perceived parental depressive disorders. Immigrants were
significantly less likely to report that their father (AOR = 0.55, 95% CI = 0.48-0.62) or
mother (AOR = 0.54, 95% CI = 0.49-0.59) showed signs of depression in their lifetime.

The Role of Migration-Related Factors

We display, in Table 3, results of analyses testing for variation in the immigrant-mental
disorder link across migration-related differences. Controlling for sociodemographic and
parental factors, we found that child immigrants were not significantly different from US-
born individuals in terms of lifetime mental disorders; however, immigrants who arrived as
adolescents (ages 12-17; AOR = 0.66, 95% CI = 0.52-0.83) and as adults (ages 18 or older;
AOR =0.53, 95% CI = 0.47-0.60) were significantly less likely than US-born individuals to
have met criteria for a lifetime disorder. Individuals immigrating as adolescents (AOR =
0.66, 95% CI = 0.51-0.87) or as adults (AOR = 0.54, 95% CI = 0.45-0.66) were also
significantly less likely than those immigrating as children to have met criteria for lifetime
disorder. Supplemental analyses revealed a very similar pattern with respect to past-year
mental disorder diagnoses.

In terms of duration in the US, we found that, compared to US-born individuals, immigrants
who have resided in the US for fewer than 10 years (past-year disorder: AOR = 0.58, 95%
Cl =0.48-0.70; lifetime disorder: AOR = 0.54, 95% CI = 0.46-0.64) and for 10 or more
years (past-year disorder: AOR = 0.73, 95% CI = 0.64-0.83; lifetime disorder: AOR = 0.67,
95% CI = 0.59-0.75) were significantly less likely to have met criteria for a mental disorder.
Notably, although the associations were quite small, immigrants who had spent 10 or more
years in the US were, compared to their more recently-arrived counterparts, significantly
more likely to report a lifetime mental disorder (AOR = 1.24, 95% CI = 1.02-1.50). No
significant differences between more recent and longer-term immigrants were found for
past-year mental disorders. We also found that, in simultaneously examining the relationship
of mental disorders with age of arrival and duration in the US, duration in the US ceased to
be statistically significant. However, the association between age of arrival and lifetime
mental disorders remained significant, with a similar association as in the model that did not
account for duration.

Table 4 displays the lifetime prevalence of mental disorders among immigrants from major
world regions vis-a-vis the US-born. Even when adjusting for a host of sociodemographic
and parental confounds, we see a clear pattern in which immigrants from Africa (AOR =
0.62, 95% CI = 0.41-0.92), Asia (AOR = 0.58, 95% CI = 0.43-0.77), Europe (AOR = 0.66,
95% CI = 0.53-0.83), and Latin America/Caribbean (AOR = 0.65, 95% CI = 0.57-0.75)
were significantly less likely to have met criteria for one or more disorders. We also found,
with the exception of Puerto Rico, that the bivariate odds ratios for risk of mental disorders
are, compared to US-born individuals, lower among immigrants from the top immigrant
sending countries. Notably, however, when adjusting for sociodemographic and parental
history of anxiety and depressive disorders, differences between immigrants and US-born
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individuals were not significant for Vietnam or for South Korea. We should note that the
sample sizes for these two countries (Vietnam: 1= 159; South Korea: 7= 149) were among
the smallest of all countries examined and that the immigrant-mental disorder association for
these countries was significant at the bivariate level.

Discussion

Findings from the present study, drawing from a national survey sponsored, designed and
directed by the National Institutes of Health, provide clear and up-to-date evidence that
immigrants are less likely than US-born individuals to experience an array of mental
disorders. Controlling for key sociodemographic and parental psychiatric history confounds,
immigrants were found to be less likely to meet past-year and lifetime diagnostic criteria for
generalized anxiety, major depressive, persistent depressive (dysthymia), panic, social/
specific phobia, and posttraumatic stress disorder. Indeed, the only exception to this pattern
of findings was bipolar disorder, which has a strong genetic component3! with heritability
estimates as high as 85%°32 (by contrast, heritability estimates for major depression and
panic disorder are closer to 40%).33-34 Beyond examining particular disorders and
composite measures of "any disorder”, we also found that immigrants met criteria for
comorbid mental disorders at markedly lower rates than those born in the US. Simply, the
evidence is clear that immigrants are, on the whole, far less likely than the US-born to
experience a number of anxiety, depressive, and trauma-related disorders.

Theoretical Insights: Migration and Mental Health

Selection and the Healthy Migrant Hypothesis—Our results provide insight with
respect to theories of relevance to the mental health of immigrants. The Aealthy migrant
hypothesis posits that individuals who choose to and successfully migrate tend to be
physically and psychologically healthier than non-migrants.18-19 Consistent with this
hypothesis, we found that immigrants are substantially less likely than US-born individuals
to report having observed serious psychiatric problems among their "blood or natural”
parents. To be sure, this finding could be a reflection of higher levels of "mental health
literacy” among US-born individuals3® or, potentially, a failure to measure differences in
how mental disorders manifest cross-culturally36; however, it could also indicate that
immigrants tend to come from families in which genetic and social risk for mental disorders
is relatively low.

In addition to examining parental psychiatric history, we also tested hypotheses related to the
healthy migrant hypothesis by examining differences in the prevalence of mental disorders
among individuals who immigrated during childhood (age 11 or younger), adolescence (ages
12 to 17), and adulthood (age 18 or older). Within the framework of the healthy migrant
hypothesis, one would expect that protective selection effects would be less applicable to
child migrants—who are unlikely to be active participants the decision to migrate—than to
the situation of individuals who migrate later in life (and, presumably, are more actively
involved in the decision to leave their home country). Our results indicate that individuals
who immigrated during adolescence or adulthood were substantially less likely than US-
born individuals to have a past-year or lifetime mental disorder, but that the prevalence of
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mental disorders among individuals who immigrated as children was no different than that
of US-born individuals. Moreover, those who migrated as adolescents and adults were
significantly less likely than those who immigrated as children to have met lifetime and past-
year criteria for a mental disorder.

We should be careful to note that—consistent with prior research on immigrants and health
outcomes®11—findings for migrants from Puerto Rico followed a distinct pattern from those
of other foreign born populations. That is, whereas the prevalence of lifetime mental
disorders among immigrants from Mexico (18%), China (15%), the Philippines (15%), El
Salvador (19%), India (12%), Dominican Republic (19%) Vietnam (17%), Cuba (15%), and
South Korea (15%) was found to be substantially lower than that of US-born individuals
(35%), no differences were observed for Puerto Ricans (38%) in bivariate or multivariate
comparisons. This is noteworthy as Puerto Ricans are distinct from other foreign born
groups in several important ways. Most notably, Puerto Ricans are US citizens at birth, can
travel freely to the US mainland, and can take up residence anywhere on the mainland with
the benefits of citizenship (e.g., eligible for social benefits, no need for work permits), and
without any of the logistical and financial exigencies of the US immigration system.3” As
such, scholars have suggested that those born in Puerto Rico who reside in the US are best
classified as "migrants" (rather than immigrants) or "island born" rather than "foreign born".
8 These distinctions may indicate that the selection effects that are central to the healthy
migrant hypothesis—namely, that significant psychological (leaving one’s country for
another), and logistical barriers (gathering funds to migrate, dealing with a complex
migration system) to migration lead to migrants being part of a uniquely healthy and
psychologically hardy subset—are less applicable to Puerto Ricans. Indeed, Puerto Ricans
can return to the island at any time, and re-migrate to the US mainland, without having to
encounter the US immigration system.

Acculturation and Cultural Stress

The findings related to age of migration may also have relevance to acculturation?% and
cultural stress?2-23 theoretical frameworks. Acculturation theory posits that individuals who
migrate early on in life (i.e., child migrants) are more likely to assimilate the cultural
practices and values of the receiving society than are those who immigrate later in life. This
is noteworthy as an emerging body of research suggests that greater levels of acculturation
may place immigrants at risk for adverse health and behavioral outcomes.12:38 It is,
therefore, plausible that the unique pattern of results with respect to child migrants may be
influenced both by weaker selection effects and more accelerated acculturation processes
compared to adolescent and adult migrants. Cultural stress theory may also be applicable as
evidence suggests that child migrants are often targeted by their peers3® and that highly-
acculturated immigrants tend to report experiencing discrimination at greater rates than their
less-acculturated counterparts.38

Contrast with Findings on Migration and Mental Health Outside the US

We should be careful to note that—while consistent with prior US-based research—the
overall pattern of findings from the present study stands as an important point of contrast to
a robust body of research indicating that immigrants /n Eurgpe experience mental disorders
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at greater rates than do European-born individuals.*~7 These discordant findings raise a
number of challenging questions. For instance, does this suggest something unique about the
US? It could be that the US's strict and exclusionary immigration rules—which include
provisions that can make entry difficult for individuals with physical and mental illness—
result in an immigrant population that is, to some degree, pre-screened for mental disorders.
Alternatively, it is plausible that, despite competing pro- and anti-immigrant narratives and a
rapidly-changing political discourse around immigrants in the US,*® immigrants tend to
experience less chronic stress in migrating to the US (a country with a long-standing history
of large-scale migration)*1, as compared to European nations with more limited histories of
migration from beyond Europe.#2 While plausible, this thesis seems tenuous, particularly in
light of the well-documented levels of discrimination and negative context of reception
experienced by many immigrants in the US.#3 In sum, although more research is needed to
understand the reasons for the divergent patterns of findings between the US and Europe, it
is important to keep in mind that the pattern of lower rates of mental health problems among
immigrants as compared to the native born seems to be somewhat unique to the US.

The Immigrant-Disorder Link and Household Income

Limitations

The immigrant-disorder link was found to be consistent across age, gender, and race/
ethnicity; however, the protective association of foreign birth was particularly robust among
individuals residing in lower-income households. Although our data do not allow us to
isolate those factors that may be driving this variation in effects across income level, it may
be the case that divergent factors predict low-income status among immigrants versus the US
born. That is, ample evidence indicates that mental health problems both lead to and are
exacerbated by the challenges of low-income status in the US.44 However, this dynamic may
be different among low-income immigrants (as compared to low-income non-immigrants)
for several reasons. First, many low-income immigrants have limited income primarily as a
reflection of limited educational opportunities and the economic challenges of migration and
language limitations—not mental health.#>-46 Another possible reason could be that
economic hardship experienced in the US may be perceived as less stressful—and, thereby,
less associated with mental health risk—by immigrants (many of whom migrate, in part, to
escape even more severe economic hardship and unemployment in their home countries
and/or to support family left behind in lower-income countries)*’ than by US-born
individuals (who may have higher expectations about their income level in the US). That
being said, caution is warranted in our interpretation of these findings given that our data do
not provide insight into why economic differences were observed. Further, despite the
significant interaction effect we observed (i.e., income*immigrant), the immigrant-disorder
link was found to be significant at all income levels; this effect was simply more robust at
the lower income levels (less than $35,000 per year for total family income).

Findings from the present study should be interpreted in light of several limitations. First, we
were unable to account for potential self-report and cross-cultural biases relevant to the
assessment of mental disorders.36:48 This is an important limitation as it is certainly
plausible that immigrants may have under- or over-reported particular symptom criteria due
to concerns about stigma and/or cultural differences. A second limitation is that the
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NESARC data do not allow us to determine whether immigrants are in the US with or
without formal authorization. It is possible that authorized and unauthorized immigrants
may have different mental health outcomes that we are unable to disentangle in the present
study.*3 A related limitation is that NESARC-111 data also do not allow us to identify
migration reason (e.g., labor, family) or to identify participants who are refugees/asylum
seekers. Despite this limitation, refugees represent a rather small proportion of the total
foreign born population in the US, as only 5-10% of the migrants arriving each year are
refugees.#9 Recent evidence suggests that refugees report comparable levels of major
depressive disorder, and higher levels of PTSD, compared to non-refugee immigrants.50-51
Finally, although the NESARC gathers data on respondent-reported parental history of
mental disorders, these data do not allow us to formally account for genetic factors that play
a role in risk for mental disorders.

Conclusions

It is often assumed that the stresses of migration and immigrant adaptation result in elevated
levels of mental disorders among immigrants as compared to non-migrants. Findings from
the present study, however, provide compelling evidence that immigrants experience anxiety,
depressive, and trauma-related disorders at substantially /ower rates compared to US-born
Americans. Moreover, we also found that, consistent with the healthy migrant hypothesis,
immigrants are less likely to come from families marked by parental psychiatric problems
and that those who migrate after childhood—when selection effects are most likely to be
observed—were found to have the lowest levels of psychiatric morbidity. In terms of clinical
and public health implications of the observed relationships, efforts should be made to help
preserve the mental health protections experienced by immigrants, both over time and across
generations. Moreover, the present results suggest that it would be beneficial to develop
targeted prevention efforts, particularly for immigrants who arrive in the US during
childhood.
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Highlights

. Immigrants are less likely than US-born individuals to experience mental
disorders.

. The immigrant-disorder link was invariant across age, gender, and race/
ethnicity.

. Immigrants are less likely to come from families with psychiatric problems.

. Risk for psychiatric problems is lowest among those who migrate after age
12.
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[VALUE] 4.25 [VALUE] 2.45

Two Disorders Three or More Disorders

EUS-Born @ Immigrant

Proportion of US-born individuals and immigrants meeting criteria for lifetime mental
disorders (i.e., one, two, or three or more of the following: generalized anxiety, bipolar,
major depressive, dysthymia, panic, social phobia, specific phobia, or posttraumatic stress
disorder). For each category, the prevalence estimates for US-born respondents are
significantly greater (p < .001) compared to immigrants while controlling for age, gender,
race/ethnicity, household income, education level, marital status, region of the United States,
urbanicity, and parental history of anxiety and depression.
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