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ABSTRACT 
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This dissertation is framed as a body of interdisciplinary, multilevel and multisectoral 

approaches to explore immigrant health. First, I clarify the public policy environment through 

which immigrant health is regulated to identify gaps and inconsistencies in current policies. This 

is accomplished through a conceptual paper that illustrates existing public policies and various 

health-related political and economic considerations of immigrants in Tarrant County, Texas. 

Second, I advance a conceptual framework that conceptualizes the properties and mechanisms 

through which socioeconomic factors influence immigrant health. This is carried out through an 

in-depth literature review on the immigrant paradox and a qualitative research study of key 

informants in the greater Dallas/Fort Worth area. Third, I explore measures of social capital and 

other determinants of health to explore variation in the health of immigrant subgroups. This is 

carried out through the development, implementation, and analysis of a pilot survey. Finally, I 

highlight opportunities for interdisciplinary research through the application of political and 

economic theories to explain the immigrant paradox. I conclude with a call to action for greater 

integration of political economists within health equity research. 
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CHAPTER 1 

INTRODUCTION 

Chapter 1 provides a broad overview, including a statement of the problem, the focus of 

this dissertation, gaps in the literature, the purpose of the study, aims, and research methods. 

1.1 Overview  

The modern era of anti-immigrant nationalism and economic protectionism in the United 

States has been defined by a growing disenchantment with the promises of American 

neoliberalism. Precipitated by the 2008 economic crisis, growing concerns over monetary policy 

and wealth distribution (Bartscher et al., 2021), and the rapid spread of ideas following the 

advent of social media, the past decade gave rise to an unprecedented level of social 

connectivity. This allowed for the rapid growth of political and social movements such as Black 

Lives Matter, the Proud Boys and “Trumpism” (R. E. Brown, 2017; Lebow, 2019). The turmoil 

of the 2020 presidential election has done little to quell a deep distrust of the federal government 

across the political spectrum. This is particularly true among immigration advocates, long-wary 

of President Biden’s role in the Obama administration’s record-breaking number of forcible 

removals--3 million, a number higher than any other president in history (Shelton, 2018).  

Even though most children of unauthorized parents are born in the United States, research 

suggests U.S.-born family members in mixed-status families are similarly impacted by the risks 

and limitations associated with undocumented immigration status (Enriquez, 2015; Vargas & 

Ybarra, 2017). These children may not be able to fully benefit from social safety net programs 

such as the 2020 Coronavirus Aid, Relief and Economic Security Act stimulus payments 
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(Mendoza, 2009). The resurgence of anti-immigrant policies and rhetoric at both federal and 

state levels has contributed to a sense of nationalism which embraces a narrative of immigrant 

criminality (Lasch, 2018), and this in turn has further eroded the likelihood of policies that seek 

to address health disparities among immigrants.  

 As the country transitions into the beginning of the Biden-Harris presidential 

administration, the expansion of Trumpism is consequential not only for the health of immigrant 

persons, but also for U.S.-born children, the communities in which they reside, and communities 

in their countries of origin. The restrictive changes of the Trump presidency shaped subfederal 

immigration regulation, encouraging “sanctuary” laws across cities and counties, some even 

within jurisdictions that voted for Trump (Pham & Van, 2019). In a time marked by an ongoing 

public health crisis, global economic recession, and increasing levels of insecurity, immigrants 

from Mexico and Central America are pouring into the United States in search of asylum as their 

home countries struggle with a severely limited capacity to rebuild their infrastructure and 

respond to ongoing political turmoil and violence. As most incoming immigrants are uninsured 

and likely to remain so given public distrust of federal government, immigrant healthcare has 

rapidly accelerated into a national conversation. An exploration of immigrant health provides a 

unique opportunity to explore the mechanisms through which U.S. institutions influence both the 

health and resilience of immigrant persons and their families. 

1.2 Statement of the Problem 

Amid a global pandemic and a fragmented healthcare system, scholars are increasingly 

focused on disentangling the pathways through which anti-immigrant sentiment and restrictive 

public policies function to impact the health of immigrant families, a challenge further 
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compounded by a complex web of relationships among various levels of government. For 

example, in 2016, the 85th Texas legislature implemented a controversial measure known as 

SB4. SB4 was passed by state lawmakers to require local law enforcement agencies to comply 

with the federal government’s immigration enforcement strategies (Hacker et al., 2015; Lasch, 

2018) In addition to creating significant confusion regarding the role of local, state and local 

government in enforcing immigration policies, restrictionist policies create a fear of deportation, 

deepen communication and cultural barriers, strain financial resources, augment the stigma of 

accessing services, and limit knowledge about the health care system Several studies have 

documented a decrease in immigrants’ physical and mental health following the enactment of 

such policies, which can lead to an even greater burden on local hospitals and emergency 

departments (Salas-Wright, Kagotho, et al., 2014; Salas-Wright, Vaughn, et al., 2014; Vaughn, 

Salas-Wright, Delisi, et al., 2014; Vaughn, Salas-Wright, Maynard, et al., 2014). 

 As immigrant communities face increasing barriers to accessible health care, they turn to 

community health safety nets generally saddled by limited resources, bureaucratic regulations, 

and discriminatory practices (Hacker et al., 2015), leading many uninsured individuals to seek 

out costly care in emergency room settings (Kuruvilla & Raghavan, 2014).  Advocates of 

minimal government spending on immigrant healthcare sometimes point to an “immigrant 

paradox” or “Hispanic paradox” to describe findings that suggest Latin-American immigrants to 

the United States have equally favorable or more favorable health outcomes in comparison to 

populations with higher socioeconomic status, and with each subsequent generation born in the 

United States, Latino immigrant health deteriorates until becoming comparable to that of others. 

Advocates of increased public investment in health promotion instead choose to point to findings 
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that this apparent health advantage deteriorates with subsequent generations and increased length 

of time in the United States (Marks et al., 2014). 

 Finding of better health outcomes among Latin-American immigrants have indeed 

confounded most explanatory models examining the impact of social and economic factors on 

health (Riosmena et al., 2017; Valles, 2016). This phenomenon was originally presented in a 

seminal article documenting the health of Latinos in the United States (Kaufman & Cooper, 

2008) and has subsequently been described by a range of terms, including the healthy immigrant 

effect, Hispanic paradox, epidemiological paradox, and immigrant paradox, and immigrant 

health paradox, among others (Bjornstrom & Kuhl, 2014; Boen & Hummer, 2019; Castro, 2013; 

Kennedy et al., 2015; Teruya & Bazargan-Hejazi, 2013). Researchers consistently agree on the 

notion that, assuming the immigrant paradox exists, the degree of “protection” offered is 

unevenly distributed and cannot be generalized across races, ethnicities, age groups and genders 

(Franzini et al., 2001; Gallo et al., 2009; Markides & Eschbach, 2005; Teruya & Bazargan-

Hejazi, 2013). The very existence and nature of the immigrant paradox continues to be an area 

marked by variations in the definition of this phenomenon; inconsistencies in the race, ethnicity, 

nationality, and immigration status of groups being studied; and disagreements over the cause of 

the phenomenon (Palloni & Arias, 2004; Valles, 2016). 

Multiple studies have demonstrated that anti-immigrant sentiment and immigration 

policies can influence immigrant health through various pathways (González Burchard et al., 

2005; Hatzenbuehler et al., 2017; Novak et al., 2017; Philbin et al., 2018; Salas et al., 2013) As a 

result, immigration is increasingly considered a social determinant of health given its significant 

impact on the social, economic and health outcomes of immigrants and their families (H. 
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Castañeda et al., 2015). Unfortunately, immigrant families are often omitted from efforts to 

address the health disparities of vulnerable groups due to a perception that they have better 

health outcomes than their native-born counterparts (González Burchard et al., 2005). Immigrant 

families are subject to a range of social and structural stressors that varies from that of others. 

88% of children in families with at least one immigrant parent are U.S.-born (Migration Policy 

Institute, 2018), while more than 16.6 million people (including 7 out of 10 students in K-12) 

live in a household with at least one undocumented immigrant (Gonzales & Raphael, 2017). In 

comparison to other racial/ethnic groups in the U.S., Latinos (the largest immigrant ethnic group 

in the United States) are least likely to have health insurance coverage (Hummer et al., 2000). 

Studies have proposed that environmental stressors will contribute to an erasure of 

comparative health advantages among immigrants (Goldman, 2016). Fears of deportation may 

lead immigrants to avoid interacting with the healthcare system and may reduce their likelihood 

to access public health insurance programs for their eligible U.S.-born children (Philbin et al., 

2018). Racial and ethnic discrimination is associated with higher levels of depression among 

U.S.-born adolescents from immigrant families and higher levels of mortality among U.S.-born 

adults from immigrant families (Morey et al., 2018; Tummala-Narra & Claudius, 2013). U.S.-

born children of non-citizen parents experience worse physical health outcomes than their 

counterparts in households with U.S. citizen parents (Vargas & Ybarra, 2017), due in part to 

significant barriers immigrants encounter in accessing health insurance and preventive health 

care (Hacker et al., 2015). Considering the significant cost of immigrant healthcare borne by 

safety net providers such as public hospitals and emergency departments (Hoffman, 2017), a 

decline in immigrant population health could not only affect immigrants and their families, but 
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also the communities in which they reside. Studies have established negative health 

consequences associated with Latinos’ perceptions of living in states with unfavorable 

immigration laws. To what extent might this impact relationships among U.S.-born Latino ad 

immigrant subgroups (Vargas et al., 2017a, 2017b; Vargas & Ybarra, 2017)? 

1.3 A Political Economy Approach 

As the increasing privatization of public services raises concerns about public trust and 

corporate accountability, a political economy approach to immigrant health considers the range 

of legal, political, economic, and social institutions that shape the health and well-being of 

immigrant persons and their families. In contrast to previous studies, this approach focuses on 

socioeconomic status as the primary variable of interest by exploring the role and influence of 

social capital, the economic value of relationships characterized by mutual obligations and 

expectations (Kao, 2004). When sociology emerged in reaction to the domination of capitalist 

economic theories in the west, economic patterning of social behavior became increasingly 

dominated by a priori assumptions of market-driven behavior (A. Brown & Spencer, 2014). 

Reliance on such theories, as will be demonstrated in this dissertation has done little to explain 

the health of foreign-born persons and their families.  

The political economy approach applied in this dissertation derives from the premise that 

an exploration of immigrant health requires an understanding of the economic value of resources 

and assets acquired through both formal and informal institutions such as financial markets and 

social networks (Kaufmann et al., 2018). While the economic power of relationships is 

embedded in research on structures such as business partnerships or mentorship programs 

(Malmgren et al., 2010; Santos & Mota, 2020), the social behavior of immigrants from lower 
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socio-economic backgrounds is rarely positioned in economic terms within the public health 

literature as a component of their socioeconomic status.  

As a result of structural barriers to labor, finance, and educational institutions, Latino 

immigrants are highly dependent on resources acquired through their social networks, outside of 

an income-based market economy of exchange (Viruell-Fuentes et al., 2013). Networks can lead 

to information about job opportunities and minimize costs resulting from barriers to employment 

(Garip, 2008). Networks can influence decisions to migrate, provide money to finance moves, 

housing, and facilitate permanent settlement (Ryan, 2011). Immigrant social networks have even 

been shown to produce complex social arrangements to obtain resources inaccessible through the 

formal economy. This may include community-based lending circles, kinship-based childcare, 

bartering for professional services, carpooling, clothing exchanges, and small entrepreneurship.  

 At the same time, strong social ties within a low-income community, in the absence of 

strong ties outside of the community, may reduce quality-of life due to limited access to 

resources outside of their personal network (Villalonga-Olives & Kawachi, 2017). Most studies 

on social capital and health make several a priori assumptions regarding the economic value of 

social capital in relation to health. For example, scholars may choose to capture social capital 

using a single indicator an index measure or measure its properties at the individual or collective 

level (Glaeser et al., 2002; Veenstra, 2000). Given the limited consensus around the 

conceptualization and measurement of social capital, little is known about its interactive impacts 

on health (Ryan, 2011).  

Disentangling the relationship between social capital and health is not merely a 

conceptual or an economic one—it is an ethical one. At best, an oversimplification of 
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socioeconomic status neglects to consider the differential range of human capital that immigrants 

bring with them, as well as their acquisition of human capital in the informal economy. At worst, 

this oversight disincentivizes efforts to incorporate immigrants in community health efforts, 

preserving the structural barriers that are associated with declines in health among the U.S.-born 

children of immigrants. A deeper exploration into the relationship between social capital and 

immigrant health can thus support improved development, measurement, and evaluation of 

social capital interventions to promote economic activities within immigrant communities and 

other minoritized groups within the United States. 

1.4 Gaps in the Literature 

1.4.1 Conceptual Gaps 

Given the well-documented relationship between socioeconomic status and health, how 

closely has the concept of socioeconomic status been studied in health disparity research? 

Underlying much of the immigrant paradox literature is an assumption that the mechanisms 

through which socioeconomic status influences health are similar for white/native-born groups 

and minority/immigrant groups. This assumption has persisted despite pleas to reconsider 

socioeconomic status as the variable of main interest and not just as a control variable (P. A. 

Braveman et al., 2005).  

Researchers generally agree on the importance of understanding the protective effects of 

immigrant cultures and subcultures to gain a deeper understanding of socio-cultural and 

economic contributors, and revise health behavior theories (Franzini et al., 2001). Many have 

turned their attention to models of communication, cultural values and actions, and studies of 
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resilience (Byrne & Stowell, 2007; Elder et al., 2009; Gallo et al., 2009; Ruiz et al., 2016b). 

While these models illuminate the sociological context of immigrant health, they do little to 

highlight the unique political and economic positioning of immigrants within U.S., leading to a 

limited understanding of the variation among immigrant sub-groups. This impedes the 

identification of emerging health disparities (T. G. Hamilton, 2015). The first aim of this 

dissertation is to clarify the public policy environment through which immigrant health is 

regulated in order to identify gaps and inconsistencies in existing policies. 

While the importance of social networks within the U.S. has been extensively discussed 

as an important influence for potential migrants, researchers in the United States rely primarily 

on notions of human capital in operationalizing socioeconomic status (Currie, 2009). Human 

capital, defined as investment in training and education, is typically evaluated through measures 

of income, occupation, and education (OECD & IRDES, 2010). Social networks have often been 

employed as a confounding variable to explain the immigrant paradox by public health 

researchers (O’Doherty et al., 2017; Richter et al., 2015). Social capital, on the other hand, is the 

ability of actors to secure benefits by virtue of membership in social networks and other social 

structures. Robert Putnam characterized social capital as a private and collective good that allows 

individuals to secure certain benefits and resources (Murayama et al., 2012). Studies have 

consistently identified a positive relationship between community-level social capital as a 

protective mechanism that positively influences various health outcomes (Miller et al., 2006; 

Pevalin & Rose, 2003; Szreter & Woolcock, 2004a).  

 Much of the public health literature examines social capital as a mediating variable 

between SES and health. However, social capital can be episodic, and caution should be exerted 



 

10 

when considering policy recommendations based on this concept (Cheong et al., 2007). Recent 

evidence suggests the possibility of a negative relationship between social capital and health, 

such as exchanging wrong information or promoting unhealthy behaviors (O’Doherty et al., 

2017). Therefore, it is important that an emerging conceptualization of SES and its properties 

possess sufficient dimensional variation to permit different types of relationships to emerge 

between social capital and more traditional measures of human capital which are often used as 

predictors of health outcomes. Given the abundance of definitions of social capital, it is also 

important that we distinguish between social capital and other forms of capital (e.g., human, 

cultural, and economic) to clearly delineate the most appropriate concept for a framework of the 

impact of socioeconomic status on immigrant health (Keeley, 2007). The second aim of this 

dissertation is to develop a conceptual framework that conceptualizes properties and mechanisms 

through which socioeconomic factors influence immigrant health. 

1.4.2 Empirical Gaps 

 While many researchers advance the notion of SES as a complex social construct which 

encompasses social networks, most research on immigrant has been based on secondary analyses 

of large, national public datasets, limiting the capacity of researchers to generate much more than 

a static measure derived from cross-sectional data (Riosmena et al., 2013). For example, some 

researchers rely on vital records such as birth and mortality statistics to assert the role of 

selection factors such as immigrant self-selection based on health status (Ro et al., 2016), or the 

salmon bias, the idea that Mexicans in the U.S. return to Mexico due to poor health, or the 

salmon bias (Aguila et al., 2013).  However, vital records and other administrative health 

databases generally do not contain several key immigration-related variables (e.g., duration of 
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residence, recency of immigration, parental nativity status, citizenship status, legal or refugee 

status, English language proficiency) all of which are essential to understanding the impact of 

social determinants of health (SDH) (Singh et al., 2013). 

Most publicly available data on immigrant health is derived from social institutions 

within the criminal justice, health care, educational, immigration, and political systems. As such, 

population health data collection efforts are shaped by institutional priorities, such as infectious 

disease monitoring. Activities are limited in scope based on activities designated by public or 

private funding sources. Further, data collection is dependent on the collective capacity of 

federal, state, and local public health agencies and academic researchers, whose activities are in 

turn are regulated by an assortment of political (e.g., designation of lawful immigrant status) 

(Patler & Laster Pirtle, 2018), economic (e.g., work authorization) (Brodkin, 2014), and social 

(e.g., eligibility for public assistance) policies (Bernstein et al., 2018). 

Unlike intervention studies that wield significant influence over research design, 

econometric approaches provide helpful tools to explore causal relationships in observed data. 

Health and human service organizations are shaped by various ethical, political, and legal 

restrictions in collecting data such as social security numbers or citizenship status, thus leading 

to a reliance on aggregate proxy measures such as race/ethnicity (Newton, 2018). These 

aggregate measures, however, fail to capture significant within-group differences such as family 

immigration status or nationality. It is not unusual for healthcare organizations, schools, and 

other institutions to adopt implicit references to indigent immigrant patients through designations 

such as “non-residents,” “qualified residents” or “self-pay patients,” which in many cases draw 

on subtle references to state definitions of residency as opposed to federal lawful permanent 
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residency (Asad & Rosen, 2019; Darolia & Potochnick, 2015; Filindra, 2013; Potochnik et al., 

2019). The shifting nature of immigration policy and access to benefits that correspond to 

immigration status, further compounds the ongoing challenge to develop public policies and 

interventions that are responsive to immigrants of all legal and political statuses. 

 It is tempting to dismiss immigrant health as an after-thought, a lesser priority on the 

overflowing plate of health disparities brought to light by the recent global pandemic. In light of 

the economic impact of the pandemic, however, an operationalization of social capital can 

transform the difference between healthy and unhealthy participants into economic terms and 

help account for the indirect and direct costs associated with poor health or, alternately, the 

indirect and direct benefits associated with good health (Richter et al., 2015). Health economists 

and other scholars are increasingly focused on exploring health equity through data analytic 

techniques that seek to uncover the sociopolitical context of health, particularly for Latino 

immigrants (J. J. Lee & Zhou, 2020). Critically, this requires an understanding of the 

mechanisms through which political status shapes social determinants of health. Failure to 

empirically capture the sources of economic resilience is a missed opportunity or, as some might 

say, a market failure (Allen, 2018). Investment in publicly funded healthcare efforts, rather than 

market-driven health collaborations, requires a close consideration of participants eligible for 

public funding, a decision that is subject to legislative and bureaucratic influence with limited 

input by those directly impacted. This is a significantly different approach to accessing resources 

than member-driven or relationship-driven business collaborations, in which trust and reputation 

are much more influential in determining economic opportunities. 
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 Without expanding conceptual existing frameworks of SES to include social capital or 

other properties, dimensions and levels of variation that are relevant to immigrant health, it is 

unclear whether existing measures have the capacity to (a) capture the mechanisms through 

which political and socioeconomic status impact health, and (b) assess variation among 

subgroups of immigrants to appropriately differentiate. The third aim of this study is to 

operationalize measures of social capital and other determinants of health in order to explore 

variation in the health of immigrant subgroups and the influence of social capital. 

1.4.3 Practice and Advocacy Gaps 

How well do professional norms and practice approaches align with the theoretical 

underpinnings of political economy? Interdisciplinary and interprofessional teams suggest that 

the guiding ethical principle of health equity research should be the well-being and betterment of 

populations being studied (Mir et al., 2013), positioning practitioners as essential contributors to 

translational research efforts. A political economy approach to immigrant health understands that 

practitioners exist in politicized spaces and seeks to reconcile the unique aspects of immigrant 

health with broad population health efforts, as opposed to direct advocacy efforts which have 

been largely ineffective in influencing federal or state health policies (Lieberman, 2016). This 

value-free approach to economic behavior is rooted in an understanding of rational self-interest 

and how that impacts the behavior of immigrant persons, organizational gatekeepers, and 

economic and state actors. This is a significant departure from philanthropic and public sector 

approaches to equity, which have historically discouraged profit-driven partnerships with 

organizations in the business sector and prioritized interventions at the individual level. 
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The collective nature of immigrant communities creates unique challenges in determining 

the individual impact of social determinants of health (Fiorito, 2019; Hirschberger, 2018). 

Efforts to improve immigrant health that are limited in their ability to address the broader 

structural factors that contribute to the health of immigrants are unlikely to make a significant 

impact on health inequities (Cheong et al., 2007). However, an advocacy approach which targets 

gatekeeper behavior fails to consider the complex web of relationships in which corporate agents 

are embedded, such as the role of regulatory agencies to incentivize and regulate organizational 

behavior (Rose & Goelzhauser, 2018), the dependence of local economies on public benefits 

such as Medicaid or SNAP (Supplemental Nutrition Assistance Program) benefits (Ehrenreich & 

Lyon, 2011; Potochnick et al., 2017), or the statutory barriers barring immigrant persons from a 

wide range of civil rights in the United States (Gonzales et al., 2014; Nimtz, 2016; Pope, 2016). 

This provides a more nuanced view of identifying intervention points and advocacy targets. 

 An understanding of immigrants in a political and economic context can shed light on the 

behavior of gatekeepers such as public health practitioners and law enforcement agents. 

Evidence of the application of such knowledge to community-based immigrant health efforts is 

scarce, as barriers to healthcare often shift responsibility of immigrant healthcare to 

organizations in local safety nets, such as underfunded public hospital districts and community 

health clinics (Acevedo-Garcia et al., 2021). A critical lens points to the fact that advocates often 

decry the Citizens United case and the legal personification of corporations, as others position 

corporations in an ethical framework that implicitly ascribes human-like qualities like greed, 

bravery, or morality to the behavior of legal, quasi-legal and private collective entities 

(Holcombe, 2015; Morris & Lamont, 2002; Vega, 2018). A political economist might note that 
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protests against the idea of legal personification of corporations are often accompanied with 

framing of corporate policies in terms of “immoral” and “greed.”  

 A pragmatic approach to immigrant health equity considers priorities such as cost-

efficiency, carefully evaluating return on investments such as education through a careful 

consideration of the multiplicative impact of education through social capital (Addy et al., 2015; 

Greenman, 2013; Jackson & Kihara, 2019; Westoby et al., 2019). To what extent does investing 

in the education of a single family member lead to economic gains for the entire family? How 

can multi-level interventions create more sustainable returns on investment when it comes to 

immigrant healthcare? And importantly, what forms of innovation do immigrant communities 

generate in order to obtain resources otherwise inaccessible to them through formal institutions? 

With an increasing focus on addressing social determinants of health, an exploration of the 

political and economic landscape of immigrants can be useful in identifying opportunities to 

develop targeted and evidence-based interventions that intervene at the most impactful level (i.e., 

neighborhood, county, community) for all individuals within that community. The fourth and 

final aim of this study is to illustrate opportunities for application of political economy 

frameworks to interdisciplinary research in order to promote immigrant health through 

actionable research findings. 

1.5 Purpose of the Study 

In keeping with health researchers across the nation, this dissertation falls in line with 

widespread efforts to achieve health equity. Health equity is the value which undergirds its 

commitment to reduce and ultimately eliminate health disparities, “health differences that 

adversely affect socially disadvantaged groups” (P. A. Braveman et al., 2011). While health 
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disparities related to access to care have narrowed overall since 2010, disparities persist, 

particularly among people living in poor households and racial/ethnic minorities (AHRQ, 2016). 

These disparities have generally been attributed to the “upstream” social determinants of health 

such as socioeconomic status, which is considered as education, income, and the social 

environment, which includes prejudicial attitudes and policies.   

However, socioeconomic status can be conceptualized and measured in multiple ways, 

which has led to significant inconsistencies in the definitions, variables and tools used in health 

disparities research. Experts disagree on the utility of objective and subjective measures as well 

as the applicability of these measures in comparative research on different racial/ethnic groups, 

and particularly immigrant groups, which are underrepresented in public health research. 

Different dimensions of socioeconomic status (e.g., occupation, income and education) may also 

manifest themselves in different ways at the intersection of different political, economic and 

social contexts. This suggests that the causal pathway between socioeconomic status and the 

health of immigrants differs from that of their U.S.-born counterparts.   

In summary, this dissertation is framed as a body of interdisciplinary, multilevel and 

multisectoral approaches to explore immigrant health. The chapters in this dissertation are 

structured sequentially to explore conceptual, empirical, and applied aspects of immigrant health 

research in accordance with the following aims. 

1. The first aim of this dissertation is to clarify the public policy environment through which 

immigrant health is regulated to identify gaps and inconsistencies in current policies. This 

is accomplished through a conceptual paper that illustrates various health-related political 
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and economic considerations of immigrants in Texas, framed within a detailed overview 

of federal and state health policy and contextualizing barriers to effective advocacy.  

2. The second aim of this dissertation is to develop a conceptual framework that 

conceptualizes the properties and mechanisms through which socioeconomic factors 

influence immigrant health. This is carried out through an in-depth literature review on 

the immigrant paradox and a qualitative research study of key informants in the greater 

Dallas/Fort Worth area.  

3. The third aim of this study is to operationalize measures of social capital and other 

determinants of health in order to explore variation in the health of immigrant subgroups 

and the influence of social capital. This is carried out through the development, 

implementation, and analysis of a pilot survey, also summarized in the following section.  

4. Finally, the fourth aim of this study is to highlight opportunities for interdisciplinary 

research through application of political and economic theories to explain the immigrant 

paradox. To do so, I draw on a narrow framing of the immigrant paradox to introduce 

economic theories that draw on the background of immigrants to generate empirical 

research questions, concluding with a call for greater integration of political economy in 

health equity research. 

1.6 Summary of Research Methods 

The empirical studies in this dissertation, referenced in Aims 2 and 3 in the previous 

section, are framed by Creswell and Plano Clark’s approach to a transformative embedded mixed 

methods design. A transformative approach positions the intent of this research design to address 

immigrant health as a social issue through the collection of qualitative data then are used to 
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explore a phenomenon, and quantitative data are subsequently gathered to explain relationships 

that emerged in the qualitative data (Subedi, 2016).  

1.6.1 Qualitative Study 

This study first applied a constructivist grounded theory (CGT) approach to collect 

qualitative data and explore the relationship between socioeconomic status and immigrant health. 

Constructivist approaches reject the positivism of earlier forms of grounded theory and have 

been widely adopted in qualitative health equity research (di Monaco et al., 2020; Franz et al., 

2019; Madden et al., 2020; C. Thompson et al., 2018). CGT highlights the co-construction of 

experience and meanings between researchers and participants through an explicit definition of 

my value position and a pragmatic approach to designing and adapting methodological strategies 

that respond to emergent questions (Charmaz, 2017).  

The first part of this study applied Charmaz’s constructivist grounded theory to guide the 

recruitment, data collection, and analysis of qualitative data through semi-structured interviews. 

Recruitment took place with key informants who identified as immigrants or professionals in 

health, human service, and economic developments sectors who worked with immigrants. As 

CGT also critically examines the implications of the data for various actors, including 

researchers themselves, a constructivist approach is uniquely suited to the social context in which 

this study was carried out. As a native Spanish-speaker embedded in a Latin-American migrant 

community within the DFW area, I drew on my lived experience as well as professional and 

academic partnerships to recruit and establish trust with participants. While almost all 

participants identified their relevant knowledge as a product of their professional background, 

over half also reported a personal background involving immigration and a third reported a 
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scholarly or academic background. Participants are positioned in similar intersectional spaces, 

again emphasizing the results of this study a mutual interpretation resulting from a fluid, 

dynamic and ongoing process through which meaning is actively co-constructed.  

The qualitative study in this dissertation explored the following questions: 

1. How does health vary among different groups of immigrants?  

2. How do social capital and human capital vary among groups of immigrants? 

3. How does socioeconomic status impact health? 

4. How does the relationship between socioeconomic status and health vary among 

immigrant subgroups? 

1.6.2 Quantitative Study 

Given variation in distributions of educational achievement or income distribution 

between sending and receiving countries, measurement issues create limited comparability 

between education and income measures. In turn, this may contribute to the weak socioeconomic 

gradient in explaining immigrant health disparities (Acevedo-Garcia et al., 2012). Compared 

with natives in the United States, income may fluctuate significantly during the first years of 

arrival. Many datasets are restricted only to examining immigrant persons or U.S.-born children, 

but few explore both groups of individuals within a single framework. Additionally, many 

datasets omit questions of pre-migration factors from surveys of U.S-born children of 

immigrants. However, children born in the U.S. may still be intimately connected with their 

parents’ pre-migration experiences through language, family relationships and travel, all of 

which may exert an ongoing influence on their health (Duncan & Trejo, 2015).  
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 Social epidemiology points to the role of both subjective and objective framings of health 

to understand the role of pre- and post-migration determinants of health. This same framework 

can be extended to studies that seek to explain why health disparities persist among racial/ethnic 

minorities long after upward socioeconomic mobility through income, education, or occupational 

changes (Kothari et al., 2016). A subjective framing of pre- and post-migration health also calls 

for a more nuanced understanding of within-group variation to explore how political and 

socioeconomic status influence health. The development of novel approaches to measure 

immigrant health has benefits for many scholars, as it is consistent with calls to advance a fuller 

notion of race and ethnicity across health disparities research (Garcia et al., 2015). 

Rather than seeking to compare foreign-born residents and U.S. natives, this study 

instead seeks to examine health-related quality of life among immigrant persons and children of 

immigrants to capture variations in the social status/health gradient within immigrant families. 

To do so, I chose to develop and pilot a survey instrument that incorporates variation in political 

and socioeconomic status along various dimensions. To examine the political/SES gradient, I 

incorporated various measures of social capital through a consolidation of instruments utilized 

across various disciplines, both within the U.S. and other developed countries with large 

immigrant populations (Carrillo-Álvarez et al., 2019; Danes et al., 2009; Madden, 2018a; Righi, 

2013; Rubin, 2016; Szreter & Woolcock, 2004a; Valencia-Garcia et al., 2012). For comparability 

with U.S. findings, I included additional measures of individual and structural determinants of 

health commonly used in U.S.-based research.  

In contrast with population health researchers that are generally more focused on 

generalizability to broader populations, I argue that the utility of this study lies in exploring the 
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translation of such measures to community health efforts specific to groups who are uninsured 

and experience a range of political and economic barriers to accessing human capital (i.e., 

criminal history, lack of stable residence). Community-based organizations are limited in their 

understanding and ability to impact state or federal policies, and often function in highly 

politicized spaces that limit their ability to advocate at a local level. Therefore, developing 

simplified measurement tools that can effectively point to the development and evaluation of 

local immigrant health initiatives is an important step toward building capacity to promote the 

health of all individuals in communities, regardless of their political and socioeconomic 

characteristics.  

This study sought to answer the following three questions: 

1.  How does health vary among immigrants, based on individual and structural predictors 

of political and socioeconomic status? 

2. How are components of social capital associated with health among immigrants? 

3. How are components of social capital associated with health in immigrant families, once 

socioeconomic status, individual determinants of health, and structural determinants of 

health are taken into account? 

1.7 Organization of Dissertation 

This dissertation is framed as a body of interdisciplinary, multilevel and multisectoral 

approaches to explore immigrant health. Consistent with the aims of this dissertation, the 

chapters in this dissertation are structured sequentially to explore conceptual, empirical, and 

applied aspects of immigrant health research. 
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• Chapter 1 provides a broad overview, including a statement of the problem, the focus 

of this dissertation, gaps in the literature, purpose of the study, aims, and research 

methods.  

• Chapter 2 introduces the research site and frames the public policy background of 

immigrant health to outline federal, state, and local public policies relevant to 

immigrant health. Following this description, fiscal and economic barriers to 

immigrant healthcare advocacy are described. 

• Chapter 3 is an in-depth literature review of the immigrant paradox. This includes an 

overview of the conceptual and methodological framing of the literature, major points 

of agreement and disagreement, conclusions, and implications for future research. 

• Chapter 4 introduces the research questions, methods, and results for the qualitative 

research study. This chapter also presents a discussion of findings, conclusions, and 

policy implications. 

• Chapter 5 is a literature review of social capital and the socioeconomic gradient in 

immigrant health. This chapter introduces the problem statement, background, and 

conceptual framework for the quantitative research study.  

• Chapter 6 introduces the research questions, methods, results, and discussion for the 

quantitative research study. This chapter also presents a discussion of results, 

conclusions, and practice implications. 

• Chapter 7 summarizes various philosophical, theoretical, and ethical approaches to 

frame interdisciplinary research on immigrant health 
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CHAPTER 2 

PUBLIC POLICY, HEALTH, AND BARRIERS TO ADVOCACY  

The previous chapter provided a broad overview of immigrant health to contextualize the 

problem that motivated this study, the theoretical focus of the dissertation, gaps in the literature, 

the purpose and aims of the study, and an overview of research methods. The present chapter 

introduces the research site and frames the public policy background of immigrant health to 

provide a high-level outline of federal, state, and local public policies relevant to immigrant 

health. The chapter with concludes with a consideration of political and economic considerations 

for community-based immigrant health advocacy efforts. 

2.1 Overview  

 While there is no singular “political economy” perspective, this study draws on a range of 

philosophical and theoretical concepts to ground immigrant health research in an understanding 

of historical mechanisms that shape the political economy of immigrants (Premji, 2019). Both 

emerging and long-standing theories of federalism provide various lenses through which to 

consider immigration policy, which is in turn reflected in the conceptual, methodological, and 

practical implications of this study. Much of the existing literature on immigration policy takes 

on a doctrinal (i.e., what exactly does the law say) or a normative approach (i.e., how do 

immigrants experience discrimination) (Posner, 2012). This dissertation positions communities 

within a complex structure of immigration and health policies that shape the behavior of 

immigrant persons and the people who interact with them. As such, there is an inherently 
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normative goal in leveraging this approach as a means of identifying pragmatic possibilities for 

politically feasible, economically-driven cooperation (Bradford, 2013).  

  The paper is divided into three sections. Part I describes the primary research site for this 

dissertation, providing contextual background to illustrate the health-related political and 

economic considerations of immigrants in this area. Part II provides a detailed overview of 

federal and state policies to further illustrate the range of federal and state policies that shape 

immigrant health throughout the country. Part III then describes the barriers to immigrant health 

advocacy by framing political and economic considerations of healthcare safety nets and the 

local policymakers that oversee them. 

2.2 Part I: The Research Site: Dallas/Fort Worth Metroplex 

Latinos of Mexican ancestry represent the largest immigrant group residing in the U.S. 

(Vargas Bustamante et al., 2012), and they are well-represented in Texas given the state’s 

proximity to the Mexican border. This study is positioned within the Dallas/Fort Worth 

metroplex, a long-time immigrant destination presently home to the fourth-largest concentration 

of unauthorized immigrants in the United States, as close to half a million undocumented 

immigrants live in DFW (Pew Research Center, 2019). Situated within the DFW metropolitan 

area, Tarrant County gained national notoriety as the result of a 2004 decision to exclude 

undocumented immigrants from the non-emergency financial assistance program offered through 

its public hospital district, noting concerns of local taxpayers, political pressure and high costs as 

primary reasons for this decision (Earley, 2008; Epolito, 2008). This decision ran counter to the 

more-inclusive policies of the other large urban counties such as Bexar County or neighboring 

Dallas County (Aizenman, 2012). South of Dallas County, Ellis County does not have a public 
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hospital or hospital district and has a much smaller foreign-born population of 7.4%. However, 

Ellis County health care officials at a local indigent health clinic indicate that they do not screen 

for citizenship status (Scotch & Loganathan, 2011).  As a result of this controversy, state officials 

issued a legal opinion that public hospital districts in Texas are permitted, but not required, to 

provide non-emergency services to undocumented residents if local (non-state, non-federal) 

funds are used (see Figure 1) (Opinion No. GA-0219, 2004).  

Given the geographic, economic, and demographic diversity of Texas counties, policy 

analysts have long noted an increasing regionalization of healthcare services that disperses 

primary and secondary care more broadly throughout a region, while locally concentrating less 

accessible or affordable healthcare services. Barriers to immigrant healthcare access in Tarrant 

County are widely believed to have led many people to seek out care in neighboring Dallas 

County. In Dallas County, hospital services are partially funded through a local property tax, 

while the hospital also accepts both public and private health insurance. Dallas County is the 

second largest county in Texas and has a foreign-born population of 24%, many of which receive 

services through the public hospital district, which provides county-funded healthcare services 

for eligible county residents without regard to citizenship or immigration status (Scotch & 

Loganathan, 2011).  

Regionalization of indigent healthcare services creates multiple challenges for the health 

of local communities in the state of Texas, which consistently ranks near the bottom on multiple 

health indicators (Benjamin, 2018). Local policymakers in Texas therefore confront a dilemma 

when deciding how to allocate scarce healthcare resources (Fried & Harris, 2007). Immigrants 

already face multiple barriers to accessing health care, such as language barriers and limited 
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knowledge about the healthcare system (Hacker et al., 2015), which makes it easy to predict that 

such declining healthcare will eventually place an even greater burden on local hospitals and 

emergency departments. Given both the ethical duty to provide care for all uninsured patients, as 

well as limited local tax revenues for indigent healthcare, health and public officials in Texas 

must balance the priorities of voters against limited public funding by weighing decisions to 

deny/limit medical care based on immigration status. 

2.3 Part II: Public Policy and Immigrant Health 

The Fourteenth Amendment repealed the Three-Fifths clause, effectively granting 

political citizenship to the descendants of enslaved African peoples by recognizing them as 

“whole persons” (Nelson, 2019). Much of the national discourse in the United States can be 

framed as a reckoning with the historical legacy of structural racism legacy that continues to 

shape modern-day issues of structural violence, such as those related to enforcement of criminal 

law and immigration policies (Bruzelius & Baum, 2019). Amid a global pandemic, economic 

recession and highly polarized political landscape, immigrant communities lie at the crux of the 

national debate to define what it means to be “American” and the fundamental rights that this 

entails.  

What, then, does it mean to be American, and how should this determine the rights and 

privileges distributed accordingly? Who has a right to publicly funded higher education, publicly 

funded healthcare, and social insurance benefits? And who pays for these benefits—the federal 

government? The state? Local communities? Family sponsors? Which groups should be 

permitted or excluded from accessing political and economic opportunities such as U.S. 

protection, pathways to citizenship, authorized employment, or eligibility for benefits such as 
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publicly funded preventative healthcare? When it comes to immigrant persons, the answer to this 

question is embedded in a complex interaction between federal, state, and sub-state actors. 

 

 

Figure 1: Attorney General of Texas, response to request and opinion summary 
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2.3.1 Federal Policy 

The Emergency Medical Treatment and Labor Act (EMTALA) of 1986 mandated 

hospital emergency departments to screen and stabilize all patients, regardless of immigration 

status or ability to pay. In addition, EMTALA requires hospitals to provide certain emergency 

services to all individuals, regardless of immigration status or ability to pay  (Bagby, 2008). At 

the same time, EMTALA only requires individuals to be stabilized, and does not place any 

requirements on physicians or hospitals to provide ongoing healthcare, as depicted in the 

reprinted diagram in Figure 2 (Office of Inspector General, 2001). 

In 1996, President Bill Clinton signed the Personal Responsibility and Work Opportunity 

Reconciliation Act (PRWORA), a comprehensive bipartisan bill that prompted a major overhaul 

of the public welfare system through a decentralization of public benefits and a devolution of 

fiscal oversight the federal government to the states. In exchange for federal block grants, states 

assumed the responsibility of setting Medicaid eligibility rules for certain groups of non-U.S. 

citizens, such as lawful permanent residents (Viladrich, 2012). However, PRWORA prohibited 

the use of federal funding to pay for non-emergency health care services of undocumented 

immigrants (Kullgren, 2003). Among its many provisions, this bill emphasized that only 

“qualified” non-citizens could be eligible for federal benefits, essentially excluding most foreign-

born individuals without a designation as a temporary or permanent resident, refugee, or other 

qualified status (Forys, 2008).  

Additionally, most legal immigrants became ineligible for publicly funded programs such 

as Medicaid for the first five years of residence in this country. The only exceptions to these 

eligibility requirements were services deemed necessary for the protection of life and safety, 
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such as public health and emergency services (Derose et al., 2007). Given limited access to state- 

or federally-funded public health insurance programs such as Medicaid, uninsured or 

underinsured individuals often seek out health care through the safety net of services for the 

uninsured which includes public hospitals, free or charitable clinics, and federally qualified 

health centers (Raymond-Flesch et al., 2014). Emergency Medicaid provides limited coverage 

for undocumented immigrants if they are in a Medicaid-eligible category. However, this type of 

coverage is restricted to emergency services, which include labor and delivery, or treatment 

related to the sudden onset of conditions with serious health implications (DuBard & Massing, 

2007). Recent policy developments have done little to change health care access for 

undocumented immigrants. The Affordable Care Act (ACA) maintained prohibitions on access 

to Medicare, Medicaid, or CHIP, and prohibited the purchase of health insurance on the 

insurance exchanges (Boerner, 2015). 

 

Figure 2: Basic EMTALA requirements 
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2.3.2 State Policy 

While the PRWORA delineated the eligibility of different categories of immigrants for 

federal benefits, it failed to clarify their eligibility for different health-related services, especially 

undocumented residents. The decision to grant additional benefits to undocumented immigrants 

was left up to the states, as they would have to secure their own funding and pass their own laws 

(Viladrich, 2012). Texas chose not to expand coverage for undocumented immigrants. In Texas, 

the healthcare of uninsured or underinsured individuals is the responsibility of each county. The 

1985 Indigent Health Care and Treatment Act gave counties the option to establish a hospital 

district, support a public hospital, or create a county-based indigent health care program 

(CIHCP) (Amarasingham et al., 2004).  

Varied levels of government eligibility guidelines can create drastically different 

healthcare systems from state to state, region to region, and even county to county. For example, 

following the passage of the PRWORA, conservative states with large African American 

populations were more likely to exclude lawful permanent residents from Temporary Assistance 

for Needy Families (TANF), a cash-benefit public benefit program (Filindra, 2013). The 

conditions under which marginalized groups such as African-Americans and Latinx immigrants 

work in solidarity may be influenced by perceived racial discrimination against one’s own group 

(Craig & Richeson, 2012), perceptions of increased competition, and threats to group identity 

(Burson & Godfrey, 2020). Some have even found that perceptions of law enforcement in 

neighborhoods and avoidance of it can lead immigrants to move to neighborhoods with Latino 

majorities to “blend in” or with African-American/Black majorities to “hide in plain sight” (Asad 

& Rosen, 2019). In a space where civil rights are actively being defended for people of African 
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ancestry in the United States, this suggests that race politics, conflict among or within 

minoritized groups, can also impact both state and local government decisions to expand public 

safety and other benefits to immigrant groups (Hawes & McCrea, 2018).  

Table 1: Texas Public Hospitals Uncompensated Care Costs 

 

Up until the 2021 Texas legislative session, political pressure at a state level continued to 

resist expansion of Medicaid, even at a significant sacrifice of federal funding and cost to state 

and local governments (Filindra, 2013). Instead, Texas has been steadfast in adhering to a de-

centralized model of governance that tasks local governments, charitable organizations, and 

philanthropic organizations with administrative discretion to determine whether, and how, to 

fund non-emergency services to undocumented residents. The patchwork of political, economic, 

and social policies among federal, state and local governments has effectively shifted the burden 
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of healthcare of undocumented immigrants to state and local governments and created a 

perception that treatment of undocumented immigrants is an unfunded mandate (Epolito, 2008). 

 In contrast to the Texas legislature state policymakers in California pursued an expansion 

of health care coverage to all undocumented immigrants, encouraged by Governor-elect Gavin 

Newsom’s campaign promise to support universal health care for all residents of California. 

With an immigrant population similar to Texas at 6% of its overall population (Pew Research 

Center, 2016), California transformed its Medicaid health care program to provide varying 

healthcare coverage for non-citizens. Coverage was based on an array of factors including 

immigration status, funding streams, and types of healthcare coverage (Research and Analytic 

Studies Division, 2015). Under California state guidelines, non-citizens are classified as either 

“qualified” or “non-qualified” under the same guidelines as federal law (Calvo, 2008). Qualified 

non-citizens include individuals who have been lawfully admitted for permanent residence, 

granted asylum, or qualify under other federally defined conditions. The federal government 

finances applicable benefits for qualified non-citizens who have resided in the U.S. five or more 

years. For qualified non-citizens who have resided in the U.S. for less than five years on, the 

federal government will only finance emergency and pregnancy-related services while California 

finances other services from state general funds (Research and Analytic Studies Division, 2015). 

Recently, California also expanded eligibility guidelines for state Medi-Cal funding to include 

undocumented children, creating greater access for as many as 170,000 California children 

(McConville et al., 2015). This policy contributed to a 34 percent decline in uninsurance rates 

among noncitizen children (Lipton et al., 2021), many of whom live in families with U.S. citizen 

siblings that may indirectly benefit from expanded healthcare coverage (Jewers & Ku, 2021). 
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 For non-citizens who are not “qualified,” California distinguishes those that meet state 

criteria for “satisfactory immigration status” (SIS). Satisfactory immigration status includes 

individuals granted an indefinite stay of deportation, those who have filed an application for 

lawful permanent resident status, and those in deferred action status and other categories (Pourat 

et al., 2014). Individuals who meet the requirements for SIS can receive federally funded 

emergency and pregnancy-related services, while California funds all other services. Finally, 

non-citizens who are non-qualified and do not meet state criteria for “satisfactory immigration 

status” do not receive state funding for preventative health services but remain eligible for 

federally funded emergency and pregnancy-related services. 

2.4 Part III: Barriers to Effective Advocacy 

Market forces are an inescapable consideration for local policymakers in communities 

with high numbers of receiving Medicaid-eligible low-income patients. A 2009 study of 

uncompensated care from Tarrant County hospital data found that emergency department (ED) 

treatment of undocumented immigrants translated to around $353 million of uncompensated care 

costs (Coustasse et al., 2009). More recent figures of overall uncompensated care costs (UCC) 

estimate the financial performance of Tarrant County Hospital District is comparable to other 

large Texas public hospital systems, as presented in a consultant report commissioned by county 

officials (see Table 1: Texas Public Hospitals Uncompensated Care Costs) (Health Management 

Associates, 2017). 

While encouraging undocumented immigrants to participate in programs like the health 

insurance marketplace could promote lower premiums and reduce resource strains on safety net-

providers, the ACA roll-out clearly demonstrated that people who are less likely to perceive 
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themselves as needing healthcare are less likely to enroll in the health insurance marketplace 

(Crossley et al., 2016). High uninsured rates within a privatized healthcare system can be framed 

as a “market failure” that can be corrected by investment in local-level uninsured healthcare 

(Damianov & Pagán, 2013). However, this doesn’t consider the immediate financial need to 

project UCC for individuals ineligible for Medicaid, particularly in a region with significant 

market competition tied to the private healthcare market. Public hospitals still rely heavily on 

private dollars and must therefore ensure a sufficient base of insured patients to absorb UCC, a 

necessity which leads to competition with other healthcare systems for insured patients and 

incentivizes partnerships based on potential revenue streams (Cramer et al., 2017). This can 

understandably lead to limited investment in community health outreach efforts in low-income 

communities with patients ineligible for Medicaid, including those ineligible due to political 

status (Laymon et al., 2015; López-Sanders, 2017).   

 Capital investments for public hospital districts, the “last-resort” healthcare option for 

undocumented immigrants, is subject to the attitudes of local voters regarding bond proposals. 

Many voters actively refuse any tax increase and contend that local tax revenue for indigent 

healthcare services should only be accessible to those lawfully present in the United States (Fried 

& Harris, 2007). Failing to account for uncompensated emergency care costs can create 

unsustainable losses and limit access to fiscal mechanisms for funding the capital improvements 

they need to expand healthcare access (Flavin et al., 2018), such as creating community-based 

clinics and selecting new hospitals strategically within central regions of cities or more rural 

regions with lower rates of uninsured, rather than growing expansions rather of privately insured 

patients (Amarasingham et al., 2004) 
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 Preventative funding may also be disincentivized when the source of that preventative 

funding is sourced by county tax dollars, such as bond programs. The cost of political support for 

immigrants is high in conservative states like Texas but can vary drastically from urban to rural 

levels.  The size of the immigrant population in a community may negatively influence attitudes, 

social networks, and local resources (Derose et al., 2007). This was recently evidenced by 

Arizona’s SB 1070 and Texas’s SB 4, highly disputed state policies which permitted local police 

to inquire into immigration status and criminalized noncooperation with federal immigration 

authorities (Amarasingham et al., 2004; Collingwood & O’Brien Gonzalez, 2019; Hatzenbuehler 

et al., 2017; Wang et al., 2018).  

No Democrat has won state-wide office since 1990 (Collingwood & O’Brien Gonzalez, 

2019). In keeping with this reality, county leaders in a conservative area may thus find 

themselves with limited options to expand immigrant healthcare without risking individual 

political consequences. County officials with a conservative base can choose to appoint hospital 

board members that will vote against expanding public funding for immigrants. Those who do 

engage in more progressive policies at local government level may find themselves then facing 

significant barriers at state level, and those with state-wide ambitions might find themselves 

cultivating more moderate relationships. Local government leaders in Texas are thus positioned 

within a complex set of factors including market pressures, state political conservatism, racial 

and ethnic social demographics, levels of solidarity among or within minoritized groups, and 

local political pressures to restrict funding (Filindra, 2013). But disentangling all of this, while 

politically loaded, is intricately tied up with multiple other stakeholders that, up until now, have 

encountered different barriers themselves.  
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2.5 Summary 

 Given the highly contentious political climate and both state and federal reluctance to 

subsidize healthcare, immigrant health advocates have called on local governments to expand 

access to affordable preventative care. Unfortunately, it is not simple enough to demand that 

public and nonprofit hospitals just pay for it. Public and nonprofit hospitals in Texas must deliver 

healthcare services in communities with varied levels of support for immigrant patients, while 

also balancing the budgetary necessities of uncompensated care costs for other uninsured and 

underinsured patients, as well as out-of-county residents or uninsured patients. 
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CHAPTER 3 

UNRAVELING THE “IMMIGRANT PARADOX” 

The previous chapter introduced the research site and framed the public policy 

background of immigrant health to outline federal, state, and local public policies relevant to 

immigrant health, as well as barriers to advocacy. The present chapter is an in-depth literature 

review of the immigrant paradox. This includes an overview of the conceptual and 

methodological framing of the literature, major points of agreement and disagreement, 

conclusions, and implications for future research. 

3.1 Overview  

The last few decades have increasingly uncovered evidence that socioeconomic factors 

such as education, income, and occupation are key contributors to differences in the health status 

of different groups. When studying the health of immigrants in the United States, however, 

researchers have been unable to reach consensus on the reasons underlying a phenomenon that 

has confounded their explanatory models for health disparities. This phenomenon, the so-called 

“immigrant paradox,” is a range of observations also known by many other names (e.g., healthy 

immigrant effect, Hispanic paradox) that suggests: (1) Latino immigrants to the United States 

have equally favorable or more favorable health outcomes in comparison to populations with 

higher socioeconomic status, and (2) with each subsequent generation born in the United States, 

Latino immigrants’ health deteriorates until becoming comparable to that of others groups with 

similar socioeconomic status (Marks et al., 2014). The focus of this paper will be to undertake a 

review of the literature of this phenomenon. For the purposes of this review, the generic term 
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“paradox” will be utilized to describe this phenomenon. Given the range of terms in existence, 

however, one of the purposes of this paper will be to examine the usage of these terms.  

 Over the past several years, and in the recent primary campaign of the 2016 United States 

presidential election, much of the political rhetoric in the United States has depicted Latin-

American immigrants as unhealthy, violent recipients of free medical care and public assistance 

programs. A poor understanding of the “immigrant paradox” could lead to misguided public 

policy discussions about the health needs of this population. Developing a better understanding 

of this paradox is key, as a poor understanding of this phenomenon could mask potential 

differences in health status among Hispanic/Latino subgroups, flawed methodology, gaps in the 

research, and most significantly, misguided conclusions about the health needs of this population 

(Borrell, 2005). Such errors could easily provide fodder for political rhetoric to justify decreases 

in health and social services for Latin-American immigrants and their descendants within the 

United States.  This paper sets out to explore the following three questions: 

1. What are the major conceptual and methodological differences in the literature of the 

paradox? 

2. What are the major points of agreement and disagreement? 

3. What conclusions can be drawn, including implications for future research? 

3.2 Methods 

This literature review was undertaken through the database Academic Search Complete, 

which contains more than 5,400 full-text journals and covers topics in the social sciences, ethnic 

studies, psychology, women’s studies, and many more academic fields. To explore the first 

research question, peer-reviewed journal articles focused on a research study were collected. The 
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following working definition of the “paradox” was developed in order to guide the parameters 

for inclusion of studies in the literature review: (1) superior or similar health outcomes among 

Latin-American immigrants and their descendants in the United States as compared to groups 

with higher socio-economic status, despite a higher prevalence of risk factors and/or lower socio-

economic status; and/or (2) the lessening/reversal of these differences with increased 

acculturation. 

The presence of the terms “immigrant paradox” or “Hispanic paradox” served as 

preliminary inclusion criteria for studies in the literature review. As similar concepts were 

uncovered in the literature, these too were added to the inclusion criteria until reaching 

exhaustion, yielding 111 research articles. Studies were excluded from the literature review if 

they focused exclusively on immigrants not deriving from Latin America. Studies that examined 

all immigrants within the United States were permitted if they explicitly made reference to the 

“immigrant paradox,” “Hispanic paradox” or a similar phenomenon.  

To answer the second research question, the same search parameters were replicated. 

However, to ensure a sufficiently broad perspective and capture areas of agreement and 

disagreement in the literature, only meta-analyses and theoretical peer-reviewed journal articles 

were included in this section. Finally, the third section of the paper describes patterns, trends and 

gaps that consistently emerged from a review of the first two sections.  

To capture historical trends in the literature relating to conceptual and methodological 

differences, no articles were excluded from the study based on publication date, which ranged 

from 1994 to 2016. However, it should be noted that many of the studies referenced a few 

seminal articles in the field which did not emerge in the literature review. These articles were not 
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included based on the assumption that due to their exploratory focus, they were not yet 

attempting to describe or explain the identified phenomenon.  

3.3 Focus of Research 

The studies included in this literature review were grouped into six subgroups, each of 

which used a different term to describe the immigrant paradox (see Table 2). Studies that used 

more than one term were grouped into the subgroup in which they were first identified. While 

each subgroup included recent publications, the range of publications varied from 8 to 20 years, 

suggesting that certain terms have entered the lexicon more recently than others. 

Table 2: Terms used to describe the "paradox" 

Term Range of Publication Years Number of Articles 

Epidemiologic Paradox 1994 – 2014 17 

Healthy Immigrant Effect 2000 – 2016 10 

Hispanic Paradox 2002 – 2016 37 

Latino Paradox 2003 - 2015 9 

Hispanic Health Paradox 2005 – 2016 14 

Immigrant Paradox 2008 - 2016 24 

Total  111 

Studies varied greatly in defining the phenomenon broadly referred to as the “paradox” in 

this paper. The first set of definitions focused exclusively on the idea of comparatively better or 

similar health among Latin-American immigrants and their (Crimmins et al., 2005), even though 

the comparison group used to establish this comparison varied significantly. The second set of 

definitions looked exclusively at the role of acculturation in minimizing or even “reversing” 

these differences (Peguero, 2013). Still other studies examined a combination of both factors 

(Fuller et al., 2009).  
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As suggested by the wide range of terms and comparison groups used in defining the 

paradox, there was little overall consistency in the term used to describe the population being 

studied. In addition to the terms “Hispanic,” “Latino/a” and “immigrant, studies also looked at 

groups described as “Mexican origin,” “Mexican American,” “Mexican,” “migrant,” “US-born 

Hispanic,” “immigrant-origin.” It should be noted that these terms only encompass those used to 

describe the primary population under study, although a far broader range of variables were 

examined to compare different populations. For example, levels of comparison varied by race 

and/or ethnicity (e.g., Hispanics vs. non-Hispanic Whites), nativity (e.g., foreign-born Hispanics 

vs. U.S.-born Hispanics), immigrant generation (e.g., immigrants versus children of immigrants), 

acculturation (e.g., low acculturation vs. high acculturation), and present immigrant status (e.g., 

non-migrants in Mexico vs. migrants in U.S.). 

Despite the varying definitions, terms used, and comparison groups, all definitions were 

similar in that they involved two fundamental concepts. The first was that of comparison: all 

studies included the general notion that one group was being compared to another. The second 

involved that of a contradiction. While the context and the focus of that contradiction varied 

widely, the general premise behind each study was that the results of the comparison yielded 

results that were either not expected or difficult to explain based on prior evidence or established 

theoretical frameworks. 

Epidemiological Paradox. In addition to a wide variance in the definitions used by the 

studies examined, the focus of research within each subgroup listed in Table 2 seemed to diverge 

in different ways. Within the “epidemiological paradox,” 12 out of 17 articles focused on 

pregnancy outcomes such as infant mortality and low birth weight, with a lesser focus on adult 
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mortality (Abraído-Lanza et al., 1999; Forbes et al., 2000; Hummer et al., 2000; Lariscy, 2011), 

chronic morbidity (Zhang et al., 2012) or health status in general (Mason et al., 2011). Many of 

these earlier articles focus on descriptive methods and convey a general skepticism about the 

very existence of the phenomenon. These articles seem to focus heavily on either supporting or 

refuting the existence of the paradox. For example, one study found little evidence to support a 

hypothesis that birth weight distribution could account for lower infant mortality among 

Hispanics (Frisbie, 1994), while another explored a new typology for categorizing infant deaths 

and concluded that “the distributions [among Hispanic groups of infant death by cause category] 

are similar to those observed among Anglos.” One study explored whether selective out-

migration of Mexican-origin women led to underreporting (Hummer et al., 2007), a question 

supported by Lariscy’s claim that “data quality issues receive inadequate attention as a possible 

explanation for the Hispanic mortality advantage” (Lariscy, 2011) 

As part of a focus on supporting or refuting the paradox, many authors also appeared to 

address the extent to which to which the “epidemiologic paradox” could be generalized to all 

Hispanics. These studies examined differences among Hispanic subgroups (Hummer et al., 

2000), national versus local data (Cervantes et al., 1999), age of child (Padilla et al., 2002), 

nationality and language (González, 2007), race/ethnicity (Frisbie & Song, 2003), nativity 

(Zhang et al., 2012), acculturation (Fuentes-Afflick et al., 2014; Gould et al., 2003), and religious 

affiliation (Mason et al., 2011). 

Healthy Immigrant Effect. Literature on the “healthy immigrant effect” included a 

substantial number of studies from other countries or with non-Latino immigrant populations. Of 

those studies that fit within the parameters of this literature review, most focused on health risk 
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factors and symptoms such as smoking (Acevedo-Garcia et al., 2005), body mass index (Antecol 

& Bedard, 2006; Guendelman et al., 2013), cognitive functioning (Hill et al., 2012) and physical 

symptoms in general (Bauer et al., 2012). In addition, two articles focused on morbidity in 

relation to asthma (Chang & Kelvin, 2014) and epilepsy (Chong et al., 2013). 

 Part of the reason for such a broad variance in the health topics in this subgroup appears 

to be connected to the fact that studies in this category robustly support the existence of this 

paradox as laid out at the beginning of this paper. Many of these articles, therefore, appear less 

focused on documenting (or refuting) the existence or breadth of the paradox, focusing instead 

on testing explanations or mediating factors for the phenomenon (Hummer et al., 2000). Ro, 

Fleischer and Blebu explored the popular notion that migrants are positively selected on health, 

finding little evidence to support this notion (Ro et al., 2016). Other studies explored the role of 

gender (Antecol & Bedard, 2006; Hill et al., 2012), age at immigration (S. H. Choi, 2012), years 

in the United States (Guendelman et al., 2013), immigrant generation (Acevedo-Garcia et al., 

2005), and acculturation (Bauer et al., 2012). It should be noted that, while these studies explored 

similar variables as those previously listed under the “epidemiologic paradox,” they often begin 

with the assumption that the paradox existed, in contrast to the previous group of articles which 

often began with a much more critical approach to the existence of the paradox. 

Hispanic Paradox. The “Hispanic paradox” is the subgroup with the greatest number of 

studies within the scope of this literature review. Understandably, these studies focus on a broad 

array of ideas, loosely grouped into the areas of mortality (Hunt et al., 2002; Philips et al., 2013), 

morbidity (Gardin et al., 2010; Richter et al., 2015), women and reproductive health (Powers, 

2013; Shaw & Pickett, 2013), children and adolescent health (Drake et al., 2011; Minnis et al., 
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2010), general health status (Ding & Hargraves, 2009; Espinoza et al., 2010) and community 

health (E. Castañeda et al., 2014; H. Castañeda & Melo, 2014). Despite the breadth of topics 

included in the “Hispanic paradox” subgroup, of particular interest were a number of articles 

seeking to move beyond previous efforts to document the paradox and account for its mediating 

variables and move into more advanced biomedical and genetic models of understanding the 

paradox (Arrieta et al., 2015; Crimmins et al., 2007; Qi & Campos, 2011).  

Latino Paradox. Studies within the “Latino paradox” subgroup appear highly focused on 

structural factors. One lone article in this category focused on individual health (A. E. Sanders, 

2010), while the rest focused on topics such as crime and criminal behavior (Burchfield & Silver, 

2013; Cancino et al., 2007; Stowell & Martinez, 2009; Tapia, 2010), economic and citizenship 

status (Campbell et al., 2012; R. Martinez, 2010) and residential segregation (Feldmeyer, 2010). 

Studies also included a focus on community health issues such as homicide (Shihadeh & 

Barranco, 2013) and homelessness (Conroy & Heer, 2003). In contrast to previous studies that 

seemed more focused on describing or explaining the paradox, the focus on the criminal justice, 

economic and housing systems suggest a broader focus on the social determinants of health. In 

keeping with a structural focus, these articles seem to embody a more activist stance by calling 

attention to the absence of Latino comparisons in much of the extant literature on crime and 

homicide (Cancino et al., 2007; Feldmeyer, 2010). 

Hispanic Health Paradox. At first glance, the term “Hispanic health paradox” suggests 

that articles utilizing this term might be subsumed under the “Hispanic paradox” subgroup. A 

closer look, however, reveals that articles in this subgroup do not necessarily have the broad 

scope of topics found under the latter. Instead, the subgroup “Hispanic health paradox” appears 
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to make significant use of binational data (Aguila et al., 2013; J. N. Martinez et al., 2015; 

Riosmena et al., 2013), sociocultural variables such as communication, stress and self-care 

(Elder et al., 2009; Farley et al., 2005; Waldstein, 2010) and environmental health issues related 

to smoking, asthma and allergies (Balcazar et al., 2015; Camacho-Rivera et al., 2015; Grineski et 

al., 2015; Kim et al., 2014). Only three articles address some of the other broad topics found in 

previous studies such as chronic disease (Cantu et al., 2013; Dinwiddie et al., 2014).  

 Further, the focus on binational data suggests that studies focused on the “Hispanic health 

paradox” are no longer focused primarily on questioning the paradox but are now advancing into 

testing its proposed explanations. Comparison of binational data, for example, allows researchers 

to test the emigration selection hypothesis, which suggests a set of processes through which 

positive health, or its related characteristics are associated with emigration to the United States 

(Riosmena et al., 2013). Explorations of sociocultural variables similarly allow for testing of the 

sociocultural protection hypothesis, which suggests certain protective factors such as social 

support allow immigrants to better cope with stress (Farley et al., 2005; Riosmena et al., 2013; 

Waldstein, 2010). 

Immigration Paradox. Similar to the issue of “Hispanic health paradox” and “Hispanic 

paradox,” one might wonder whether “immigrant health paradox” and “immigrant paradox” 

might also be insignificant variations. A closer look at the “immigrant paradox” literature, 

however, reveals a significant shift in focus. Whereas previous subgroups tended to focus 

heavily on the first part of the previously described inclusion criteria for this literature review 

(“superior or similar health outcomes…”), only one article seemed primarily focused on this part 

of the paradox in its focus on cultural explanations (Gorman et al., 2010) while a second article 
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examined the contradictions between the first and second part of this paradox in cognitive child 

development (Fuller et al., 2009). Outside of these two articles, however, all the other articles in 

this subgroup focused on the second parameter of the paradox defined within this literature 

review, the lessening/reversal of these differences with increased acculturation. 

Not surprisingly, most of the articles were primarily focused on adolescents and young 

adults, specifically in relationship to externalizing behaviors such as violence (Peguero & Jiang, 

2014; Salas-Wright et al., 2016), substance or alcohol use (Maldonado-Molina et al., 2011; 

Schwartz et al., 2011) and sexual behavior (Guarini et al., 2011; C. L. Wright, 2014). Articles 

also focused on issues relating to intimate partner violence among adults (Vaughn et al., 2015; E. 

M. Wright & Benson, 2010) and mental health (Salas-Wright, Kagotho, et al., 2014; Tummala-

Narra & Claudius, 2013). It should be noted that a significant number of articles (9) about the 

“immigrant paradox” focused significantly on education. Even though these do not fall into the 

parameters for this literature review, these articles also focused children and adolescents, in 

keeping with many of the articles previously described. 

Additional Terms. Three additional terms to describe the paradox were uncovered 

within this literature review, although these remaining terms did not have a significant number of 

articles associated with them. The “migrant effect” or “healthy migrant effect” was used in five 

research studies (most of the studies using this term were focused outside of the United States) 

focused on pregnancy outcomes (Kelaher & Jessop, 2002; Wingate & Alexander, 2006), the 

impacts of tobacco use (Bosdriesz et al., 2013; Hearld et al., 2015), and a binational comparison 

of functional health (Rubalcava et al., 2008). Four articles used the term “immigrant health 

paradox” and, unsurprisingly, no specific pattern appeared in the focus of their research: health 
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limitations of older adults (Gubernskaya, 2015; Gubernskaya et al., 2013), birth outcomes 

(Almeida et al., 2014), and environmental health factors (Yabiku et al., 2009). One lone article 

used the term “Mexican paradox” in the context of infant mortality (El-Sayed et al., 2014). While 

it is certainly possible that additional search terms exist in the literature, given the range of terms 

generally used to describe this population in popular media it is unlikely that any significant 

subgroups have been excluded from this literature review. 

3.4 Summary of Substantive Differences 

The breadth of research on the paradox implies that Latin-American immigrants and their 

descendants have an almost universal advantage in health. A few notable exceptions are noted in 

which the reverse of the paradox is true: situations where this population experiences 

comparatively worse health outcomes than groups with similar risk profiles in the U.S. This 

holds particularly true for diabetes (Dinwiddie et al., 2014; O. Martinez et al., 2015; Ruiz et al., 

2016a), early childhood health and cognitive development (Fuller et al., 2009; Schmeer, 2012); 

obesity/overweight (Guendelman et al., 2013) and young adult mortality (Hummer et al., 2000). 

A comparison of the research questions and implicit assumptions within these studies 

reveals the evolving nature of research in this field. The scope of research was incredibly broad 

and touched on multiple types of health outcome related to mortality, morbidity, general health 

status, and risk factors. The focus of the health topics explored ranged from biomedical research 

to articles focused on population health, community health and environmental health. The 

subpopulations under study ranged from women, infants, children/adolescents, and older adults. 

In order to facilitate a comparison of different conceptual patterns or trends within the studies, 

each study was examined in comparison with other studies that utilized the same term to describe 
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the paradox. These comparisons were in turn presented chronologically by subgroup, based on 

the earliest publication in each subgroup.  

A preliminary review of the research topics found within each subgroup suggests that 

each focused on different research topics, with some of the earlier ones focused heavily on the 

descriptive methods used to document the data, others examining the mediating variables that 

influence the paradox, and yet others examining the factors that minimize or “reverse” the 

paradox. Thus, an interesting pattern develops that suggests as the literature for the paradox has 

expanded, the broad assumptions and generic research questions undergirding the research have 

evolved as well. With literature dating back to the 1990s through articles published as recently as 

2016, this research thus appears to work through the following questions: 

1. Does the paradox really exist, and if so, for whom? 

2. What factors influence the degree to which the paradox exists? 

3. Are there aspects where there is a “reverse paradox”? 

The evolution of research on the paradox, as summarized by the three questions above, is 

tentative at best. The examination of the articles by subgroup was a rough proxy to account for 

chronological differences in the usage of each term but, given the wide publication history within 

each group (ranging from 8 to 20 years), an examination of all articles in chronological order 

might yield a different interpretation. In addition, the examination of research topics and patterns 

within each subgroup was not systematic. Although a concept map was employed in reviewing 

the literature to identify the broader concepts examined by studies within each subgroup, this 

was not a systematic review and thus specific frequencies of subtopics are not provided. 
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3.5 Methodological Differences 

 An overview of the methodological decisions in prior studies on the paradox yields a 

range of observations regarding conceptualization and measurement of key variables, sampling, 

and research design. This is first explored through the two fundamental concepts underlying each 

element of the paradox reviewed in this paper: the population of study whose comparative health 

exceeds predictions based on socioeconomic status, and the acculturation within that population 

that is associated with a decline in apparent health advantages. 

3.5.1 Population 

As described earlier, the studies reviewed within this paper use a range of terms to 

describe the population under study, including “Hispanic,” “Latino/a” and “immigrant, studies 

also looked at groups described as “Mexican origin,” “Mexican American,” “Mexican,” 

“migrant,” “US-born Hispanic,” “immigrant-origin,” “first generation” and “second generation” 

Studies are not consistent in providing nominal definitions for these terms, as the terms 

alternately appear to describe concepts related to ethnicity (i.e., Hispanic, Latino), national origin 

(i.e., Mexican, Mexican American), nativity (i.e., migrant, US-born Hispanic) and immigrant 

status (i.e., first generation, second-generation). To further complicate matters, comparison 

groups are further contextualized within racial/ethnic categories (i.e., Hispanic vs. Non-Hispanic 

White), a distinction which has historically caused significant inconsistencies as many people 

view a Hispanics/Latino identity as a race, while for others it is merely an origin that co-exists 

along with a White, Black or other racial identity (Newby & Dowling, 2008).  
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Based on the multitude of terms, the literature overall does a poor job of conceptualizing 

and disentangling the concepts of race, ethnicity, nationality or national origin, nativity, and 

immigrant status. While a few studies venture into studying specific Hispanic subgroups by 

nationality or national origin (e.g., Mexican, Puerto Rican), most of the data is presented in 

aggregate, further confounding results. Also, notably absent are studies that conceptualize 

Latinos and Hispanics in terms of genetic ancestry, which typically break down ancestry as 

relative proportions of genetic markers contributed from Native American, European and African 

ancestral populations (Bryc et al., 2015; González Burchard et al., 2005). 

In addition to the abundance of terms used to examine variance in the population of 

study, each of the general concepts that these terms describe is measured in a multitude of ways. 

For example, Hispanic ethnicity has been measured through maternal ethnicity reported on infant 

birth certificates (Cervantes et al., 1999) and participant self-report (Bauer et al., 2012). In 

studies of mortality, which typically requires linking Census data with death certificates, 

measurements of Hispanic ethnicity can become particularly complex due to the historical 

evolution in measurement of Hispanic ethnicity. For example, pre-1980 US Census identified 

Hispanic-origin individuals through a list of common Spanish surnames while post-1980 Census 

introduced a Hispanic origin item. Similarly, assignment of Hispanic origin on death certificates 

is typically recorded by a funeral director, which may or may not consult with the family of the 

deceased (Arias et al., 2010). 

3.5.2 Acculturation 

 A significant number of studies focus on the decline in health status among Latin-

American immigrants as acculturation increases. The very concept of acculturation varies 
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significantly within the research and is defined, for example, with varying emphases on the 

migrant experience or social stratification: “A cultural adaptation that occurs following 

international migration, or as a result of growing up in an immigrant-headed household” 

(Schwartz et al., 2011) or “a multi-dimensional process involving language, cultural beliefs and 

values, and the integration of members of the minority group into the social structure of the 

majority group” (Hoggatt et al., 2012). In the context of the paradox, some researchers have 

expanded the acculturation construct to include “negative acculturation” (Hummer et al., 2007; J. 

N. Martinez et al., 2015), considered to be “exposure to the U.S. environment [that] causes 

immigrants to adopt native-born behaviors that have important health implications.”  

 Despite widespread acknowledgement of the complexity of acculturation as a construct, 

existing research on the paradox has operationalized acculturation as either a unidimensional or 

multidimensional variable. Studies also varied in their use of standardized measures or self-

reported demographic data. For example, Hoggatt et al. measured acculturation in terms of 

language preference through the Short Acculturation Scale for Hispanics (Hoggatt et al., 2012), 

whereas Schwartz et al. measured three different subdomains of acculturation: cultural practices 

were measured through a Bicultural Involvement Questionnaire, cultural values were measured 

through a set of subscales focused on individualism-collectivism on a continuum, and ethnic 

identifications were measured using the Multi-Group Ethnic Identity Measure (Schwartz et al., 

2011). As a comparison, Fuentes-Afflick et al. used various self-reported variables to 

independently measure acculturation (Fuentes-Afflick et al., 2014), including birthplace, English 

language proficiency, number of years in the US, and age at immigration to the US, whereas 

Salas-Wright et al. merely collected immigrant status by capturing birthplace of youth and their 
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parents to classify them into first-generation-, second-generation-, or non-(Mancini et al., 2015; 

Salas-Wright, Kagotho, et al., 2014). 

3.5.3 Sampling and Research Design 

 Cross-Sectional and Longitudinal Surveys. Studies on the paradox overwhelmingly 

rely on large, national data sets with cross-sectional samples to conduct their research. Among 

the most popular data sources are the National Center for Health Statistics Linked Birth and 

Infant Death Files (Frisbie & Song, 2003), and the National Health Interview Survey (Cantu et 

al., 2013). Datasets focusing on specific populations include the Health and Retirement Study 

(Aguila et al., 2013). Binational studies also include datasets collected outside of the U.S., such 

as the Mexican Family Life Survey (Bostean, 2013). 

Far less frequently found in the literature were longitudinal studies. For example, a 

couple of studies utilized the Fragile Families and Child Wellbeing Study, a longitudinal birth 

cohort providing data spanning at least nine years (Gibson-Davis & Brooks-Gunn, 2006; E. R. 

Hamilton et al., 2011). Several studies also referenced data from the National Longitudinal 

Mortality Study (Arias et al., 2010). Additional longitudinal data sets included the National 

Longitudinal Studies of Adolescent Health (Bui, 2013) and the National Longitudinal Survey of 

Youth Child Data (Tapia, 2010). Even though some studies used longitudinal surveys, the 

majority relied on secondary data from large, representative national surveys collected through 

cross-sectional sampling. 

Local Data Sets. Some studies relied on local data sets to provide a comparison with 

national data and focus on variables unique to their locality. Significant examples include Yabiku 

et al., which looked at data from the Phoenix Area Social Survey, expanding their research to 
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measure environmental factors such as neighborhood amenities, disorders, traffic counts, and the 

heat index (Yabiku et al., 2009). Almeida et al. explored racial/ethnic and nativity differences in 

birth outcomes through the New York City Pregnancy Risk Assessment Monitoring System 

survey, which captured a wide range of Hispanic subgroups (Almeida et al., 2014). Mason, 

Toney and Cho drew on the Utah Health Status Survey to compare Hispanics to a very distinct 

cultural religious group, members of the Church of Jesus Christ of Latter-Day Saints, also known 

as Mormons (Mason et al., 2011). Finally, Hoggatt et al. drew on a population-based cohort of 

births from the University of California, Los Angeles (UCLA) Environment and Pregnancy 

Outcomes Survey (EPOS), which they were able to enhance with baseline survey data and a 

follow-up survey on acculturation (Hoggatt et al., 2012). 

3.5.4 Qualitative and Mixed Methods 

Out of all 114 articles reviewed for this research study, only two articles incorporated 

qualitative research methods. Waldstein carried out an ethnographic research study examining 

popular medicine and self-care in a Mexican migrant community, suggesting quantitative 

research that builds on notions of self-care and popular medicine explored in her study 

(Waldstein, 2010). Castro-Gónzalez and Coe used a mixed methods approach to examine 

measures of acculturation and traditionalism, revealing various weaknesses in existing scales 

used to measure these constructs (Castro & Coe, 2007). Through their research, they emphasized 

the need for more qualitatively-generated variables to uncover the depth of cultural constructs. 
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3.6 Overview of Areas of Agreement and Disagreement 

As demonstrated, there has been extensive literature undertaken on the paradox, and 

research studies vary widely in their conceptual and methodological approaches. Where, then, do 

researchers tend to converge or diverge when it comes to their understanding of the paradox and 

its implications? A review of meta-analyses and theoretical peer-reviewed journal articles yields 

several insights into areas of agreement and disagreement in the overall literature.  

3.6.1 The Paradox? 

As previously described, research studies varied widely in their approach to the paradox, 

with some studies seeking to support/refute the existence of the paradox, others seeking to 

examine the degree to which it could be generalized to all groups, and yet others seeking to 

explore situations in which a “reverse paradox” might exist. Some have gone so far as to 

conclude that the varying definitions of the paradox make it nearly impossible to develop a good 

explanation of the phenomenon (Valles, 2016). Systematic reviews have concluded that it is 

generally safe to state the existence of the paradox for certain health outcomes, with certain 

groups. In regard to mortality, for example, a review of 58 studies found that that risk of all-

cause mortality is consistently lower among Hispanics, particularly older Hispanics, although 

preexisting health can impact this difference (Ruiz et al., 2013). This same study compared 

Hispanics with other racial/ethnic groups, although it did not match up these differences by 

socioeconomic status. Systematic reviews have also held up the paradox for cardiovascular 

mortality among Hispanics and low birth weight among immigrants, although again, previous 
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studies did not clearly explain the mechanisms to explain this (Cortes-Bergoderi et al., 2013; 

Ramraj et al., 2015).  

In addition, a “reverse paradox” has been found with low birth weight, a risk factor in 

infant mortality, as this difference is minimized in subsequent immigrant generations. Although 

the paradox has appeared to hold true for almost all health conditions, researchers agree that it 

does not hold true for obesity, diabetes, and its associated complications (Goldman, 2016), a fact 

that even has researchers concerned about rising rates of disability, particularly for immigrant 

men, who appear to fare worse with greater acculturation (Delavari et al., 2013).  

3.6.2 Subgroups 

 Even with mounting evidence of the existence of the paradox, there is significant 

variation and disagreement on the question of to whom the paradox applies. As previously 

detailed, research studies employ a multitude of comparisons along race, ethnicity, nationality, 

national origin, and nativity, e.g., Hispanics vs. non-Hispanic Whites, Mexican-origin vs. non-

Hispanic White foreign-born Hispanics vs. U.S.-born Hispanics, foreign-born of all races vs. 

U.S.-born of all races, foreign-born Mexican-origin vs. U.S.-born Mexican-origin, and even 

Mexican immigrant vs. Mexican-residing counterparts. Further, within these comparison groups, 

there is a wide range in how each of these terms, in particular the concept of “Hispanic” 

ethnicity, are defined and measured. With such a range of comparisons, it is not surprising that 

researchers continue to wrestle with the idea of how to best define comparison groups within the 

U.S. for future research. (T. G. Hamilton, 2015), while others feel a proper explanation for the 

paradox is unlikely to emerge (Valles, 2016). 
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 Researchers also consistently agree on the notion that, assuming the paradox exists, the 

degree of “protection” offered by the paradox is unevenly distributed and cannot be generalized 

across races, ethnicities, age groups and genders (Markides & Eschbach, 2005; Teruya & 

Bazargan-Hejazi, 2013). Consistent findings of the paradox seem to be concentrated on Mexican 

Americans with low socioeconomic status (Gallo et al., 2009), particularly older men (Franzini et 

al., 2001; Markides & Eschbach, 2005), as well as infants, the foreign-born, and the 

“unacculturated” (Franzini et al., 2001). 

3.6.3 Explanations 

The research studies previously described have attempted to test a wide range of 

explanations have been posited for the paradox. These include the healthy immigrant hypothesis, 

which suggests that migrants are healthier and stronger than individuals that remain in their 

native country (Dinwiddie et al., 2014); the salmon bias, which proposes that Latinos return to 

their country of birth and their deaths are not tabulated in US mortality statistics (Abraído-Lanza 

et al., 1999); the hygiene hypothesis, which holds that environmental conditions may protect 

against development of conditions such as asthma and allergies (Balcazar et al., 2015); health 

behaviors, such as smoking, breastfeeding or physical activity related to occupation (Bosdriesz et 

al., 2013; Gay & Buchner, 2014; Gibson-Davis & Brooks-Gunn, 2006); genetic mutation profiles 

and clinical characteristics (Arrieta et al., 2015); the data artifact hypothesis, which suggests 

systematic error resulting ethnic classification in vital records (Arias et al., 2010); and the 

sociocultural hypothesis, which posits that socio-cultural factors affect health through a variety 

of social mechanisms (Ruiz et al., 2016a). As suggested by the range of explanations, researchers 

have yet to agree on the mechanisms underlying the paradox. Of these explanations, however, 
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two appear to hold promise. The healthy migrant hypothesis has found more support than others, 

although the evidence is primarily based on older Mexican American men (E. R. Hamilton, 

2015). The sociocultural hypothesis has also seen an increasing amount of attention.  

Researchers generally agree on the importance of understanding the protective effects of 

Hispanic culture and subculture (Franzini et al., 2001) in order to gain a deeper understanding of 

socio-cultural contributors to the paradox in order to revise health behavior theories that integrate 

conceptual systems specific to Hispanics (Gallo et al., 2009). For example, specific aspects of the 

sociocultural hypothesis that are being advanced for further research include communication 

(Elder et al., 2009) and ideas of culture as values or action (Byrne & Stowell, 2007). Specific 

models and frameworks have also been advanced to generate additional research studies, such as 

Gallo et al.’s Reserve Capacity Model (Gallo et al., 2009) and Ruiz et al.’s model (Ruiz et al., 

2016a), both of which focus on resilience resources.  

3.6.4 Mediating Variables 

In line with attempts to explain the paradox, the literature has wrestled with the factors 

that impact the degree to which the paradox holds true for subgroups. Among these, 

acculturation has been studied most extensively, and general agreement exists that with greater 

acculturation, the paradox appears to diminish. However, disagreement continues in the 

conceptualization and measurement of acculturation given the variety of factors that influence 

acculturation, such as starting conditions of immigrants prior to coming to the United States, 

variations in the human capital they bring and the social capital available to them in the U.S., and 

the range of diversity in how Hispanics, immigrants and subgroups experience socioeconomic 

status in the United States. Schwartz et al. proposes a specific model of acculturation that can be 
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developed specifically for research into the paradox and includes dimensions of acculturation 

that have previously been understudied, such as discrimination, cultural similarity and ethnicity 

(Schwartz et al., 2010). Factors such as age and gender have been addressed in an examination of 

the subgroups for whom the paradox applies. Researchers have expressed interest in exploring 

complex social constructs such as emotional and social support, neighborhoods and the 

environment. A meta-analysis from Teruya and Bazargan-Hejazi documented additional factors 

that can predict the beneficial effects of the paradox, including health behaviors and diet, 

acculturative stress, adolescence, undocumented and uninsured status, age of arrival, and length 

of exposure within the United States (Teruya & Bazargan-Hejazi, 2013). 

3.6.5 Methodological Limitations 

 Researchers generally converge on the methodological limitations of the research. In line 

with the varied effects of the paradox, a consistent recommendation is disaggregation of data 

based on Hispanic subgroup and the range of mediating variables documented in the literature 

(Gallo et al., 2009) and an expansion of datasets to include more subjects of Hispanic origin that 

can ensure samples broad enough to carry out this disaggregation (Markides & Eschbach, 2005). 

Researchers also acknowledge the limitations of cross-sectional frameworks, which have been 

widely used in the literature and yet pose significant restrictions in efforts to establish causality 

(Gallo et al., 2009). Thus, the call for more longitudinal data has also been fairly consistent 

(Goldman, 2016; Marks et al., 2014).  

The scarcity of qualitative research is echoed in many studies that employ solely 

quantitative methods. Interest in additional qualitative research is widespread, with researchers 

acknowledging the need to provide more in-depth analyses of concepts such as migration 
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patterns (Zhang et al., 2012), protective effects of multigenerational immigrant social networks 

(Richter et al., 2015), measurement of stress (Ding & Hargraves, 2009), linkages between 

immigration and crime (K. A. Wright & Rodriguez, 2014), differences in perceptions of social 

support and processes of aging (Torres-Gil et al., 2013; Tummala-Narra & Claudius, 2013), and 

the settings of immigrant children (Marks et al., 2014).  More recent research on the paradox has 

emerged from the criminal justice field, which is exploring ideas related to community health 

such as violence and criminal behavior. Hispanics/Latinos appear to have been left out of much 

of the previous criminological literature, and investigators acknowledge the importance of their 

greater inclusion in the overall criminological literature (R. Martinez, 2010). 

3.7 Conclusions 

For decades, researchers have worked off the premise that socioeconomic factors such as 

education, income, and occupation are key contributors to health status. However, more recent 

research into the health of Hispanics in the United States have yielded a new body of literature 

that has alternately sought to challenge, understand, and explain findings that the health of 

Hispanics cannot be explained through existing theoretical models of health. A review of 

previous research studies on this paradox, which is most commonly referred to as the “Hispanic 

paradox” or the “immigrant paradox,” has revealed the general conceptual and methodological 

trends within the literature by applying the definition introduced at the beginning of this this 

literature review. This literature review also sorted through meta-analyses and theoretical peer-

reviewed journal articles to capture the most significant areas of agreement and disagreement 

expressed within those researchers seeking to take a broader look at the literature.  
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A review of conceptual trends within these research studies has revealed a wide range in 

the terms used to describe the paradox, the definitions of the paradox, and the comparison groups 

in the studies. Throughout the varied definitions of the paradox, however, most studies focused 

on comparisons between two or more groups while also presenting the general idea of a 

contradiction with existing health models, although the scope of that contradiction varied widely. 

The focus of the research was also examined within groupings defined by the usage of particular 

terms. Although there was a small number of articles that employed more than one term, this 

comparison revealed a rough historical trend in the evolution of the fundamental purposes and 

research questions guiding research in this area. Significant methodological differences were also 

examined. Not surprisingly, the literature presented significant inconsistencies in the 

conceptualization and measurement of the populations of study, intermingling notions of race, 

ethnicity, nationality or national origin, nativity and immigrant status, and acculturation. In 

addition, most studies employed a cross-sectional research design with quantitative methods.  

Overall, researchers tend to agree that there is sufficient evidence to conclude that the 

paradox holds true, but only for certain health outcomes, and only for certain sub-groups 

depending on national origin, race, immigration status, age, gender, and acculturation. A 

multitude of explanations have been put forth, but the two that appear to have the broadest 

support are based on immigrant selection and resiliency through socio-cultural mechanisms. In 

keeping with these two major areas of agreement, researchers are also emphasizing the 

importance of disaggregated data, more longitudinal studies, and an increasing role for 

qualitative research. 
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3.8 Recommendations for Future Research 

In keeping with these conclusions, significant implications for future research begin to 

take shape. First and foremost, a paradigm shift appears to be occurring within the literature. The 

idea of a “Hispanic paradox” should be abandoned, as it is overwhelmingly clear that there is no 

such thing. There is evidence to suggest an “older Hispanic male paradox,” a “foreign-born 

Mexican paradox” or even a “U.S.-born infant of foreign mother” paradox, for example, but the 

poor discernment in documenting to whom and to what extent the paradox applies is clear 

indication that future research should move beyond the ill-defined “Hispanic” focus. While some 

argue that such an approach would have the effect of creating a multitude of terms and 

definitions, they would be offering a circular argument as those inconsistencies already exist. 

3.8.1 Focus on Subgroups 

Rather than striving to establish an axiomatic understanding of the Hispanic or immigrant 

paradox, researchers should refocus their energies on building a greater understanding of the 

various subgroups documented in the literature. This would require an expansion of available 

datasets. Rather than a reliance on existing secondary data, researchers could collaborate to 

collect national and local data with greater relevance for this research, such as immigration 

status, perceptions of discrimination, and perceptions of health.  

Focusing on disaggregation could yield a more focused understanding of the many 

variables that impact the health of different groups, and with a greater amount of data, a much 

more sophisticated version of the Hispanic paradox could inductively emerge. This version could 

present a consistent conceptualization and measurement of race, ethnicity, nativity, nationality, 
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national origin, and immigration status, and thus posit a definition that clearly derived from this 

concept. This would hopefully lead to greater consensus on the naming of this phenomenon – 

perhaps the “Latin American healthy immigrant effect?”—that could encompass many of these 

concepts while still couching the research within the broader international literature. Within such 

a reconceptualization of the Hispanic paradox, one can see how comparison groups would then 

be similarly redefined, and different elements of the paradox such as the deterioration of health 

with subsequent immigration generations could be properly couched within this model. 

3.8.2 Reconceptualize Socioeconomic Status 

A paradigm shift in paradox research also requires a critical examination of the 

applicability of existing measures of socioeconomic status. Braveman et al. have argued that 

measuring socioeconomic status (SES) as a control variable and not as a variable of interest 

raises significant issues in comparability of individuals (P. A. Braveman et al., 2005). This has 

particular relevance for studies among Hispanics, as wealth gaps have been found in comparison 

to Whites even among people with similar education levels. While researchers have hinted at 

social capital among immigrant communities as part of an explanatory model, they have yet to 

incorporate social capital into their models of SES. Immigrants are well-known for developing 

social support networks that serve similar functions as U.S. similar institutions, such as lending 

circles, kinship childcare, bartering for services, carpooling, clothing exchanges, and small 

entrepreneurship. Operationalization of social capital into financial terms could serve to redefine 

income and poverty among immigrants or help account for the indirect and direct costs of health 

care (Richter et al., 2015). Much like the Supplemental Poverty Measure, created to provide a 
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more complex and nuanced picture of a family’s assets and expenses, social capital could help 

redefine SES among immigrants and allow for greater comparability with other groups. 

 Similarly, the comparability of education and occupation must also be explored in greater 

detail, as differences in the educational systems and labor patterns could signify different 

pathways through which education impacts health. For example, in Mexico, compulsory 

education only extends to the equivalent of the 9th grade, and somebody who achieves this level 

of education may not have faced the same type of discrimination or employment barriers as those 

with comparable education in the United States. Similarly, health education in the United States 

is typically transmitted through the public educational system, while immigrants and Hispanics, 

particularly those with less formal education, tend to be more receptive to radio and television 

(Ruiz et al., 2016a). In addition, immigrants from rural areas may have participated in seasonal 

agricultural labor as a way of life, while the pursuit of seasonal employment, or day labor, in an 

urban area is typically associated with homelessness and panhandling. 

3.8.3 Revise Theoretical Frameworks 

Rather than continuing to use existing frameworks to understand the paradox, researchers 

should continue to develop theories and conceptual frameworks specific to the paradox. This will 

require a trans-disciplinary approach that includes contributions from public health, medicine, 

genomics, and social science in order to develop frameworks that include cultural factors and 

health behaviors, perceptions of discrimination and oppression, political empowerment and 

agency to pursue improvements in health, acculturation and genetic ancestry (Ruiz et al., 2016a). 

The advent of genomics has led to a flurry of research that has resulted in almost daily 

scientific discoveries of genetic biomarkers connected to risk factors for chronic disease (Antol 
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et al., 2018). With the “dawn of the genome era,” researchers now find themselves confronted 

with the challenge of reconceptualizing race and ethnicity in order to yield meaningful results in 

studies of genetic variation (Collins, 2004; Morton, 2009). An appreciation of the contributions 

of genomics provides future opportunities to identify limitations within studies seeking to 

advance biomedical and genetic models for understanding the paradox (Arrieta et al., 2015; Qi & 

Campos, 2011). For example, Young and Hopkins comment on an article that discusses 

American Indian ancestry within Hispanic populations, demonstrating the confounding of 

genetic ancestry and ethnicity (R. P. Young & Hopkins, 2014). Additionally, while it is widely 

understood that racial groups are “not genetically discrete, reliably measured or scientifically 

meaningful” (Smedley & Smedley, 2005), it is concerning that research on disease with 

significant genetic components uses social constructs such as race, ethnicity, nationality and 

nativity to the exclusion of genetic ancestry.  

3.8.4 Increase Binational and Local Collaborations 

The immigrant paradox is not unique to the United States. As illustrated in Figure 3, 

nations across the world have documented health disparities that point to lower probabilities of 

poor health among short-term national residents as opposed to long-term residents (Tu et al., 

2015). Although several U.S.-based studies have attempted to integrate survey data from other 

countries, primarily Mexico, into their analysis, much is left to be desired in these research 

designs. Immigration to the United States typically occurs through networks that result in 

immigrants from different countries, states, and even municipalities concentrated into specific 

areas. Thus, greater binational collaboration could allow for greater tracking of specific 

immigrant groups to capture important differences in immigrants’ experiences in their native 
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country (i.e., urban vs. rural, migration within country of origin prior to emigration, cultural 

values and practices, formal and informal networks from home state or region, etc.).  

 

Figure 3: Global risk of heart disease among long-term national residents 

Local collaborations have the greatest potential for addressing the notable absence of 

undocumented immigrants in most research studies. Many researchers might be hesitant to 

engage in research with such a politicized group. National surveys are unlikely to garner much 

participation from undocumented immigrants due to general distrust, while studies reliant on 

linking social security numbers are highly vulnerable to inaccuracies (Lariscy, 2011). The ethical 

and legal implications of tracking undocumented status must be taken into consideration due to 

potential breaches of confidentiality. However, studies such as Kelaher and Jessop’s use of 

secondary data from a local health center demonstrate an innovative approach to filling this gap 

(Kelaher & Jessop, 2002). By increasing research partnerships with safety net health care 
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services, researchers can ensure greater access to undocumented immigrants and explore key 

questions related to immigration status, such as the impact of parental status on children’s well-

being (Marks et al., 2014).  

3.8.5 Establish Policy and Advocacy Priorities 

The evidence is clear that Hispanics are not a monolithic group, so their health 

interventions should not be generalized either. Interventions focused on the Hispanic population 

should be personalized by variables such immigration status and nationality (Lancet, 2015). 

Additionally, inequities in health care for children and infants can have significant implications 

for adult and maternal health, so it is particularly important to prioritize research that can 

elucidate cultural factors and developmental outcomes opportunities for healthy development 

(Mendoza, 2009). Equally important is improving improve access to quality health care for all 

children regardless of immigration status and improving access to linguistically competent health 

care for reproductive-age women (Merry et al., 2013; Zou & Parry, 2012).  

The importance of communication cannot be overstated. Health care systems should 

tailor their health communication efforts toward socio-cultural factors that are relevant to many 

Hispanic subgroups, such as family, cultural traditions, and collectivism. In addition, health 

interventions should incorporate a greater overall awareness and responsiveness to acculturation, 

language, generation national origin, and immigration status (Elder et al., 2009) This can only be 

accomplished through increased community participation and community development that 

builds on strength and resilience models, rather than deficit models (Marks et al., 2014). It also 

requires technologically diverse interventions and multidisciplinary collaborations carried out in 

the language of the participants or with quality interpretation services (Zou & Parry, 2012). For 
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example, partnerships with parents, public health and public schools can focus on the 

maintenance of a child’s home language through multiple technologies, which protects against 

substance abuse and delinquency (Franz et al., 2019)  

3.9 Summary 

A re-envisioning of the Hispanic paradox requires a shift in the paradigm through which 

this research is carried out. This includes a shift to focusing on subgroups, developing new 

measures of socioeconomic status, revising theoretical frameworks, and increasing binational 

and local collaborations. Shifting the focus of this research is not just a conceptual or 

methodological exercise—it is an ethical one. By misleading policymakers into a poorly-

grounded belief in the overall health of a population, researchers are passively allowing for 

discrimination and inequity to occur through a decrease in healthcare services (Valles, 2016). 

Health disparities research is focused on the pursuit of social justice in health, and as such it is 

innately political. Researchers must therefore remain vigilant of the policy implications of their 

research whose significance not just in its scientific contributions, but in its potential to benefit 

the Hispanic population in the United States. 
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CHAPTER 4 

QUALITATIVE METHODS AND FINDINGS 

The previous chapter provided an in-depth literature review of the immigrant paradox, 

summarizing the conceptual and methodological framing of the literature, major points of 

agreement and disagreement, conclusions, and implications for future research. The present 

chapter introduces the qualitative research questions, methods, and findings. The chapter 

concludes with a discussion of research findings, conclusion and policy implications. 

4.1 Overview 

This study applies a critical lens to explore the broader political, economic, and social 

contexts that shape the health of immigrant communities just during the early stages of the 

Covid-19 pandemic area. In this paper, I explore the relationship between socioeconomic status 

and health among immigrant persons (foreign-born individuals residing in the United States) and 

immigrant families (households with at least one immigrant person). Specifically, study sets out 

to answer the following questions: 

5. How does health vary among different groups of immigrants?  

6. How do social capital and human capital vary among groups of immigrants? 

7. How does socioeconomic status impact health? 

8. How does the relationship between socioeconomic status and health vary among 

immigrant subgroups? 
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4.2 Methods  

 A constructivist grounded theory (CGT) approach guided the recruitment, data collection, 

and analysis of qualitative data. As a form of critical inquiry that rejects the positivism of earlier 

forms of grounded theory, constructive approaches have been widely adopted in qualitative 

health equity research (see Di Monaco, Pilutti, d’Errico, & Costa, 2020; Franz, Skinner, & 

Kelleher, 2019; Madden, 2018; Thompson, Smith, & Cummins, 2018). CGT highlights the co-

construction of experience and meanings between researchers and participants through an 

explicit definition of the researcher’s value position and a pragmatic approach to designing and 

adapting methodological strategies that respond to emergent questions (Charmaz, 2017). CGT 

also critically examines the implications of the data for various actors, including researchers. 

4.2.1 Participants and Recruitment  

Participant recruitment took place in the Dallas/Fort Worth metropolitan area (DFW) 

through both purposive and snowball sampling within Hispanic- or immigrant-focused academic, 

professional, and social networks. DFW is a long-time immigrant destination presently home to 

the fourth-largest concentration of unauthorized immigrants in the United States (Pew Research 

Center, 2019). Using a maximum variation sampling strategy to gather data across multiple 

sectors and relevant content knowledge, eligibility criteria included individuals who self-identify 

as an immigrant or as a professional that works with immigrants in social services, education, 

financial services, labor and healthcare. Additional participants were identified through 

theoretical sampling to confirm patterns and evaluate rival explanations emerging from the data.  
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4.2.2 Procedures and Instruments 

 Key informants (n=21) participated in semi-structured interviews beginning December 

2019 through January 2021, before the (official declaration) and through the first stages of 

widespread vaccine distribution. Pre -established approval from IRB prevented procedural delays 

in rapidly shifting from both to use both face-to-face and virtual technology platforms. 16 are 

enough to identify common themes from sites with fairly homogeneous groups, but 20-40 

interviews are preferred for data saturation on metathemes that cuts across all sites (Hagaman 

and Wutich, 2006). Interviews were conducted face-to-face or virtually, in keeping with 

participant preference and evolving IRB guidance. Confidentiality and the voluntary nature of 

the interview were discussed with each participant, and each physically or electronically signed a 

consent form prior to participation. Participants had the option to select if they wished to be 

contacted by the researcher to discuss emerging research results.  

After providing informed consent but before beginning the interview, participants 

completed a social demographic form with nine closed-ended questions and one open-ended 

question, reporting their context for immigration health (academic, professional, personal), 

professional sector, gender, race/ethnicity, age range, highest education level, average household 

income and occupation. To guide the interview, I developed a semi-structured interview tool 

consisting of ten open-ended questions. Participants were first asked to describe their 

conceptualization of socioeconomic status (SES). I applied reflective listening, summary 

reflections, and verbal probes to explore specific properties and dimensions of SES (education, 

income, occupation, and social networks). Similarly, participants were next asked to describe 

their conceptualization of health, its properties, and dimensions (e.g., physical and emotional 



 

71 

health). Building on participant frameworks of SES and health, I then asked participants to 

explore the relationship between socioeconomic status and health. Questions included, “What 

does [socioeconomic status/health] mean to you?” and, “Think about the different ways in which 

[socioeconomic status/health] is currently understood in the United States. What are the different 

features or properties of socioeconomic status? 

 To examine how the pathways between SES and health might vary for immigrants and 

immigrant subgroups, questions were staggered along three levels of abstraction. Questions were 

initially introduced within the general social context of the United States, e.g., “Think about the 

different ways in which socioeconomic status influences health in the United States…” 

Participants were then asked how the socioeconomic status of immigrants might vary from that 

of non-immigrants, and asked to explore how the relationship between SES and health might 

vary for broadly for immigrants or immigrant subgroups based on gender, race/ethnicity, 

nationality, pre-migratory experience, and post-migratory environment.  

 I first developed questions in English then translated into Spanish. As a native English 

and Spanish speaker, I conducted participant interviews in either language preference of the 

participant. Many interviews included multiple terms, phrases, or sayings in both English and 

Spanish. Each interview lasted approximately 60 to 90 minutes and was audio-recorded, 

translated into English as necessary, and transcribed. In addition to interview transcripts, data 

also includes transcribed field notes and analytic memos to capture observations during each 

interview, reflections about concepts and their relationships, and researcher reactions and 

emotions to the data. Transcript, field notes and analytic memos were uploaded into NVivo 12 

qualitative data analysis software for analysis. 
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4.2.3 Data Collection and Analysis 

Phase 1. Data collected and reviewed during Phase 1 included interview transcripts, 

researcher field notes and memos. Consistent with a constructivist framework, this includes my 

words, participant thoughts, and my question prompts as responses to my own ideas during the 

interviews. During these interviews, I took notes of key terms used by participants to describe 

definitions and properties associated with socioeconomic status and health. I also introduced 

certain prompts that continued throughout future interviews (e.g., “If there was one thing you 

would like to see to improve immigrant health, what would be on your wishlist?”). This 

strengthens the relevance of the findings for emerging questions about the role of immigrant 

health in the rapidly changing global context, as this allowed participants to relate immigrant 

health to ongoing vaccination and health promotion activities.  

Following the first round of data collection, interview transcripts were individually 

transcribed and read line-by-line to identify and code important words or groups of words based 

on similar meaning, point of view, implicit assumptions, context, attitudes and knowledge (e.g., 

“work environment discourages advocacy activities”, “American dream is a white dream”, “high 

school counselors as gatekeepers between trade and college industries”). Codes were kept as 

similar to the data as possible. This process was repeated for each initial interview participant. 

As data collection and initial coding continued for each transcript, I engaged in constant 

comparison back and forth between interviews to identify patterns and comparisons between the 

codes. I maintained written and visual analytic notes throughout this process, including visual 

diagrams. I applied focused coding to document emerging categories reflecting processes, 
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actions or incidents. Phase 1 resulted in a preliminary conceptual model organized as a research 

poster with a visual illustration, short paragraph describing each theme and illustrative quotes.  

 Phase 2. In Phase 2, I assessed trustworthiness of the preliminary conceptual model 

through member checking, academic presentations, and an expert panel. First the model was sent 

to participants that agreed to be contacted for member checks. Member checking is used to 

assess the trustworthiness of qualitative results and helps ensure the credibility of study results in 

applied settings within participant organizations (Birt et al., 2016). Participants mostly noted 

general agreement with the model, with a couple of participants noting that they were unclear 

how study findings might apply to their organizational context. I also presented the analytic 

model in two different iterations through virtual academic conference poster presentations. The 

preliminary model was also sent to an expert panel of colleagues and mentors. With their input I 

revised the model and revisited the theoretical literature and the empirical literature, reviewed the 

interview data and my own research notes to identify major gaps and inconsistencies that could 

shape the questions I needed to continue data collection. This allowed for additional questions to 

emerge in relation to emerging themes relating to immigrant socioeconomic behaviors (e.g., why 

don’t immigrants do things “the right way” when it comes to entering the country).  

 Phase 3. After completing the second round of interviews, my analysis for these shifted. 

Revised or synthesized questions were taken into the next round of research interviews, and I 

began recruiting additional participants through theoretical sampling. Given the barriers to 

participant availability as a result of the global pandemic, this group included business owners, 

attorneys, and entrepreneurs selected for their capacity to contribute to the emerging the 

theoretical paradigm in one of the following ways: 
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• Explain the emerging research questions from the first round of analysis (e.g., why are 

immigrants such hard workers?) 

• Prove or disprove a myth (e.g., you can get ahead if you work hard enough) 

• Follow a theoretical lead (e.g., how levels of solidarity among or within minoritized 

groups can shape healthcare access), 

• Recruit harder-to-reach individuals (e.g., Spanish-speaking, lower-income, other 

racial/ethnic minorities in immigrant spaces)  

 Interview transcriptions in this phase were transcribed through Otter.ie, a commercially 

available transcription software program. I reviewed and edited interview transcriptions through 

line-by-line coding with a heavier emphasis on consideration of initial categories and what story 

they seemed to be trying to tell. Intense memoing took place at this stage as relationships 

emerged between the various identified properties of SES and health.  

Phase 4. In Phase 4, I used NVivo software to synthesize the remainder of the interviews 

through the autocode feature, which compares each paragraph to content already coded, 

generating alternate codes for content that does not align with existing categories. This produced 

core categories that I compared with the preliminary model and revised according to the 

emerging theory. I also performed autocode with interviews in Spanish and English separately to 

ensure the conceptual model was visually similar for both. I then completed a last full and heavy 

round of written and visual memos and reviewed the interviews until reaching saturation. No 

additional ideas emerged from the data, at which point it became apparent that I had reached the 

point where I was starting to hear similar stories over and over. (Saunders et al., 2018). 
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Phase 5. Finally, I developed a visual representation to present the theoretical framework 

that emerged from the study. I returned to the interviews to identity quotes that best represented 

the categories and ideas presented in the conceptual map, thereby providing a thick description 

of the data. Quotes were selected to ensure variety in demographic representation of participants. 

Since this was not meant to be a representative sample, no statistical analyses were run in terms 

of the participant demographics, so their information is only presented as descriptive. 

4.3 Framing and Trustworthiness 

In keeping with the constructivist method of “methodological self-consciousness” 

(Charmaz, 2017), I examined my role throughout the research process to define intersectional 

relationships with areas such as power, subjectivity and identity. As a native Spanish-speaker 

embedded in a Latin-American migrant community within the DFW area, I drew on lived 

experience as well as professional and academic partnerships to establish trust with research 

participants. While almost all participants identified their relevant knowledge as a product of 

their professional background, over half also reported a personal background involving 

immigration and a third reported a scholarly or academic background. Participants are positioned 

in similar intersectional spaces as I am, again emphasizing the results of this study a mutual 

interpretation resulting from a fluid, dynamic and ongoing process through which meaning is 

actively co-constructed. 

Within a constructivist framework, trustworthiness was considered through various 

approaches according to Lincoln and Guba’s criteria of credibility, transferability, dependability, 

and conformability (Lincoln & Guba, 1986). An audit trail of methodological memos outlined 

my prolonged engagement with the study through repeated rounds of individual interviews. This 
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enabled me to include emerging questions related to the short-term and long-term implications of 

the Covid-19 global pandemic for immigrant health. Various interviewing techniques, sources 

and type of data were integrated throughout the study. A preliminary model was reviewed 

through member checking, peer debriefing and an expert panel. Theoretical sampling guided 

recruitment of additional participants based on gaps, contradictions, and inconsistencies in 

emerging theory.  

Table 3: Characteristics of Participants in Semi-Structured Interviews  

 

Participant Characteristics 

(N=21) 

% n  Participant Characteristics 

(N=21) 

% n 

Primary Sector    Race/Ethnicity   

Health/Healthcare 14.3% 3  Black/African-American 19.0% 4 

Research/Academia 9.5% 2  White/Caucasian 33.3% 7 

Social services 23.8% 5  Hispanic/Latino 52.4% 11 

Govt. or public policy 14.3% 3  Multiple 4.8% 1 

Education 4.8% 1  Education Level   

Advocacy 19.0% 4  Less than HS grad  9.5% 2 

Business Services 14.3% 3  HS grad 0.0% 0 

Age Range    Some college 4.8% 1 

18-24 9.5% 2  Bachelor's degree 19.0% 4 

24-35 38.1% 8  Master's degree 47.6% 10 

36-50 33.3% 7  Doctorate degree 19.0% 4 

51-64 14.3% 3  Household Income   

65 and up 4.8% 1  Less than 25K 14.3% 3 

Gender    25K to 35K 4.8% 1 

Man 23.8% 5  35K to 50K 14.3% 3 

Woman 76.2% 16  50K to 75K 19.0% 4 

Transgender 0.0% 0  75K to 100K 9.5% 2 

    100K to 150K 14.3% 3 

The data is presented according to a grounded theory paradigm shaped around causal 

conditions, context, intervening conditions, action strategies and consequences (Vollstedt & 

Rezat, 2019). This has been used widely in research to lend itself better to hypothesis testing 

(Corbin & Strauss, 2012). However, in accordance with a constructivist lens, the critical 
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grounded theory that emerges from this study is considered provisional and subject to revision, 

as it reflects interpretations that are co-constructed in an ongoing and discursive manner between 

researcher and participants (Fiorito, 2019; Thompson et al., 2018).  

4.4 Findings 

 Key informants that agreed to participate (n=21) worked primarily in the social services 

and advocacy sectors (23.8% and 19.05, respectively). One fifth worked in education and 

government services, and the remaining worked in healthcare, business services, and academia 

(see Table 3). Participant occupations included healthcare professionals, social workers, 

educators, small business owners, and officers of the court. Over half of participants self-

identified as Hispanic. Most participants were women. Almost half of participants reported a 

master’s degree as their highest education level. About one third of participants reported an 

average household income under $50,000, one third reported income between $50,000 and 

$100,000, and one third reported income above $100,000. 

4.4.1 Themes 

The six themes that emerged from this study are: (1) migration (2) social capital, (3) 

accountability, (4) resident confusion, (5) structural violence, and (6) safe spaces. Accountability 

is the core category that best describes the relationships among the categories, and elements of its 

description are woven within each theme (see Figure 4). To move these concepts beyond themes 

and into theoretical constructs, I draw on a storyline approach to present a thick description of 

each category, illustrated through participant quotes. Storyline is an approach consistent with the 
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focus of indigenous and international researchers and activists to incorporate contextual ways of 

knowing anchored in time and place (Charmaz, 2017; Fiorito, 2019). 

Migration to the United States. The broad theme of “migration” describes the global 

context of immigration and the many institutions that shape international migration, the act of 

migration itself as a manifestation of resilience, and the process of transitioning into the United 

States. This begins with a global context.  

Global Context. Immigrant health is impacted by global and domestic institutions in 

complex and ever-shifting ways that position immigrants within a range of political, economic, 

and social spaces. Economic considerations regulate individual and collective behaviors in 

complex ways that are difficult to capture in human subjects research. For instance, through 

forces of globalization and international trade agreements, many U.S.-based corporations own 

clothing factories in Mexico and Central America. These factories, or maquiladoras, can provide 

long-term employment opportunities for individuals with limited education and English language 

skills. At the same time, these factories can contribute to environmental pollution in countries 

embroiled with crises of violence and wealth inequality. Those that choose to emigrate to the 

United States may still find themselves lacking the human capital necessary to move beyond 

minimum-wage employment or employment in the informal sector-- despite years of 

employment in factories owned by U.S.-based corporations.  

 I think it's rare that you have a low-paying manual labor job where a native Spanish 

speaker will be able to learn English. I think that's where they would need to learn 

English because they're not gonna go home and learn in the evenings by talking Spanish 

with their family. Unless they happen to have younger kids in school that are speaking 
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more English than you know, Spanish…Occasionally I will have [clients] who had some 

money, who didn't grow up learning English, and will come here without being able to 

speak English because they're in an industry where it's not needed. 

 In big cities, there is more violence, meaning stress. The environment, the 

factories emit a lot of gases that impacts health. On the other hand, when you come from 

a ranch [agricultural area], the air is more pure, food is fresher, healthier. So people get 

sick less. In cities, people get sick more. There is a lot of contamination. 

Currently I’ve seen very, very difficult conditions in Central American countries, 

Hondurans, Guatemalans, Salvadoreans, due to the issues of safety in their countries that 

is forcing them to migrate. They come with an extremely low level of education. Why? 

Because they come from the maquiladoras. And they have spent years, without a formal 

education, just working like a machine, but without developing any technical skills or 

professional knowledge. So they come here to the United States and they need a lot of 

work, precisely because a lot of them have worked for the maquiladoras. 

Within this global context, the political and economic institutions of an immigrant 

person’s country of origin shape their behaviors and expectations. Immigrants from countries 

and regions with limited access to publicly funded education and weak enforcement of business 

regulations may opt to pursue employment and income-generating opportunities in the informal 

business sector, or be less likely to pursue enforcement of employee rights in the formal sector.  

The less education [immigrants] have…they are used to getting ahead however they can 

figure it out. They are used to, if this doesn’t work, I’ll try another way and they look for 

an open door, or an open window. So it is very difficult for them to understand, when 



 

80 

they come to the United States, that there is a structure here. So there are rules…So they 

don’t want to pay taxes or register their business, do the “right thing.” Because they are 

used to, in their countries, there is no structure. There is no law, meaning there is no 

enforcement. [English translation of Spanish transcription] 

[My mother] grew up in [a European country] where you can't push against the 

system. You can't question authority. And so that keeps her from getting access. So even 

right now, with her requiring to wear masks where she works in a factory. I was like, 

well, Mom, you need to ask for more breaks, like, if you think you're gonna pass out, 

you're not a benefit to them, or yourself if you pass out on the assembly line, you know, 

unloading trucks or whatever. And she's like, No, that's okay…Well, to her, she thinks 

that's gonna cause trouble, and then she may get fired….And I'm like, No, mom, there's 

practices that are gonna protect you. But because of her knowledge and her background, 

that's not something you do. And so that keeps her from reaching out, because that's not 

what she grew up with. That's not what she's comfortable with. 

 Immigration as a Form of Resilience. The social and economic progress of immigrants 

in the United States is described in terms of resilience, innovation, and relationships. Immigrants 

are “hard-working” people who engage in multiple “sacrifices” to pursue economic progress 

through work and educational opportunities. This sacrifice may include the opportunity costs 

associated with immigration, as well as the sacrifice of health through physical labor. In many 

cases, the beneficiaries of these efforts are children and of the family members. 

An immigrant from out of the United States comes here because you can earn a better 

living here in the United States. So that's going to be the number one thing, that we have 
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to work. And then you know, no matter what it means, sometimes it means the sacrifice 

of health. But they're also probably closer as a family unit, because they're the only 

family they got if they're the first immigrant family to migrate over. And it's literally just 

an immediate family that immigrated over and they have no support. They're on their 

own, they have to stick with each other. And that's it.”  

Most immigrants that come here in the families, it's sort of to push the kids. That's 

what they want to do. Whatever they are doing, it's just so the next generation can 

advance. So I think that element is here, “We want you to be better. We did this sacrifice 

so you can move a step forward.” 

 Transition to the United States. When immigrant persons and their families arrive in the 

United States, their identities are redefined in political, economic, and social terms. This occurs 

through interactions with institutions such as education, immigration, and the legal system. 

Within each of these systems, however, there is a significant gap in knowledge of immigration 

policy. This results in limited training for legal professionals, inefficient use of resources, and 

other issues. 

I would say, it was a difference in how they got here as well. For example, if an 

individual came as a specific type of visa that's different than a refugee status, or they 

came over with means and their, in their case was approved for like asylum, their attitude 

for having a benefit, meaning that they don't want to have anything, they don't want to 

access anything. And we've had individuals say, Why are you always offering me 

benefits, I don't want benefits. I just want information on how to improve my life, and 

have access to other things. But the assumption is that if you're an asylee, or a refugee or 
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some type of immigrant, that obviously you should want help, and you need benefits, you 

need services. Whereas not always. And they don't want us to have the stigma that they're 

working on. They're relying on the government that they can't make it themselves.  

This ambiguity and lack of knowledge also seems to coincide with immigrant transitions into 

social institutions of race and ethnicity, which derive closely from U.S. historical circumstances 

and do not align with forms of self-identification. This labeling process functions as a 

hierarchical classification system to define worthiness based on economic productivity and 

positioning within U.S. social constructs such as race, ethnicity, social class and gender. 

And there's also, I feel like in our environment there is a lot of rhetoric of a good and bad 

immigrant, you know. And so, all of these factors differentiate to someone making the 

choice between that can lead them to discriminate against someone or just change their 

lives, you know. 

I have friends who are Puerto Rican, but they're black. And they identify as black 

Puerto Ricans. You know, as they're still, in our Census and all that, they're still identified 

as Latino. However, by the skin color, you know, race, obviously, then, you know, breaks 

down that they, they have to identify as black, you know. And then I think that when they 

do identify that, because, you know, maybe Puerto Rico is part of the United States, but 

like other countries who may not even classify their people, they come here, and then 

they're classified into this. And then we know that, you know, the race, racial system, you 

know, uses race and racism to benefit one group rather than the other. You know, they 

ended up they ended up being a part of, they end up experiencing the racism that that we 

have that's deeply embedded in our society. 
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Personally, I think it really stems from the construction of race, and how people 

were broken down. You know, all the way from the 1400s, to now is, is, you know, to 

determine who gets what, and who doesn't get what, right. And I think that now, 

socioeconomic status is a manifestation of those practices that were going on back then 

and all the way now to determine, you know, what specific groups do get the basic needs 

and what groups don't have it. You know, personally, I think socioeconomic status and 

other labels that our federal government has made, really gets away from the reality of 

how racism is such a pandemic in our country. And, you know, it kind of gets people 

from actually talking about the issue, which is racism, and are able to put the label on 

socioeconomic status, because when most people talk about socioeconomic status, or all 

these other labels, for example, in our work in higher education, we always said, first 

generation student, that is just another code word for black or brown, non-white. 

The U.S. social context also shapes ideas of health, health priorities, and behavior. For example, 

obesity may or may not be stigmatized, and levels of stigmatization may vary between social 

disapproval and more blatant forms of discrimination. Experiences with healthcare institutions in 

sending countries or refugee camps shape people’s expectations about U.S. healthcare systems. 

Cultural shifts may occur in ideas of health and public sentiment associated with different body 

types and food habits, and stigma may be differentially associated with health conditions (i.e., 

obesity) versus health behaviors (i.e., physical activity). 

Because for example, when you come from a refugee camp, let's take that population. 

Well, their access to health care had been fairly minimal. But then they get here and they 

get with the Tarrant County Public Health, they have their refugee clinic. They suddenly 
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start taking care of these things, which in a sense will be unique to them. I think 

depending on where the immigrant comes and what was their background in their own 

country, how important these things are.  

We immigrants don’t value health that much, but people that are born here value 

it too much. It’s every little thing. In our countries, we only went to the doctor when we 

got sick…There wasn’t any money for so many services. In our Latin countries, our 

meals are vegetables and a little bit of meat, and well we are more or less healthy. And 

here, here they change us. Being here changes our idea of health [English translation of 

Spanish transcription] 

The so-called drinking culture [in my country] is different. There's not this idea of 

being 21 or anything like that, so people start drinking earlier and it's somewhat socially 

acceptable if drinking more visibly and loud, meaning outside of your house on the porch 

or whatever. So I think some of us bring those behaviors with us, while here which is also 

a heavy drinking country. I'm not saying that the Anglo or the other people don't do it. 

But maybe we're somewhat a little more obvious about it? I don't know. But it's a 

tremendous issue that I think affects the health of the people quite a bit. 

So the lower the socioeconomic level, the more one eats processed foods. More 

carbohydrates. More tortillas. More bread. Because it’s very cheap. Because in Mexico, 

one can buy a bag this big [gestures], for one or two dollars. I mean, bread, tortilla, beans 

or peppers. Or meals that are high in carbohydrates but without saturated fats. Lots of 

sugar. Lots. Because in Mexico soda, the drink, is seen as a status symbol…So there is 

more obesity there among the lower class. Because they don’t have access to a better 
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quality of food. They don’t have access to being able to exercise. Or go a gym. Or have 

time to walk. So, that’s why the Hispanic market develops diabetes. It’s the number one 

problem, complications from diabetes. Problems with the heart. Strokes…On the other 

hand, for example, I lived in [a South American country], there was no room, if you were 

fat, or you were poor. I mean, there was literally no room for an obese person, or a fat 

person there. You couldn’t find clothes. There just weren’t any clothes. 

Social Capital. Social networks take on considerable importance as a determinant of 

immigrant health, both prior to and following their transition to the United States. They may 

function in similar ways as income by providing direct access to commodified, regulated, and 

cost-prohibitive services such as childcare and transportation. Parallel to education and 

employment, social networks can also be a key source for sharing health-related knowledge and 

developing job skills through entrepreneurial activities.  

 Relational Health. The idea of relational health, or peace of mind, was a prominent 

descriptor of quality of life in reference to both the physical and the relational experience of 

living. Relational health may include the prioritization of time for family gatherings over 

additional income, sharing of food, and physical affection. Relational health is associated with 

the idea of a time-limited experience existing in a safe space surrounded by family, and the peace 

of mind associated with being surrounded by trusted individuals. This stands in contrast to the 

popular notion of health as the extension of life, self-fulfilling activities, and avoidance of health 

risk behaviors.  

So health is--we all know that we are in bodies that are dying, you know, from the time 

we're born, where, you know, we grew up, and we're on a point of, you know, 
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deterioration as our bodies begin to break down over time. So, you know, there is a date 

that we live and the date that we die, and it's the dash. And so the whole idea is to make 

the dash memorable. And the dash is with the least complication as humanly possible. 

Because none of us can evade death. So our goal is to keep you as healthy and to 

maintain the bodies that were given to the best of our ability, keeping in mind that it's 

inevitable that we all die. 

Here they give everything a dollar amount. And there are things you can’t put a 

price on, like a child’s hug. You can’t measure that in dollars and cents. So people that 

are born here, they are more relaxed because it is so easy to obtain material things, they 

don’t value those things the same. I think there, that human part, is lost. Or deteriorated. 

[English translation of Spanish transcription]  

What are the benefits of having peace of mind? Well, it’s the best thing there is. 

The Benefits, the cooperation you get, and besides your peace of mind that everything is 

okay. Cooperation is, for example, what my cousin did for me. He spent money out of his 

own pocket to transfer property to me, which was in his name, without getting anything 

out of it. And he still tried to gift me that money.  

In contrast to the negative impact of gender norms described by gatekeepers, strict gender 

roles can also take on a protective role to promote family cohesion and relational health. By 

enforcing masculine gender norms that denounce men who are unable to provide economically 

for their families, strong male providers may be able to nurture peace of mind for their female 

partners. This is particularly true for women with limited training, education, or language skills, 
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who are likely to be restricted to minimum wage, limited upward mobility, and limited access to 

health insurance, all while balancing ongoing domestic responsibilities.   

Well, it depends on how you within your family unit define your role. Because some 

people follow that, I guess, not cycle, but the gender roles within the family. 

Generational. You know, women are still the homemakers. But now, society's 

progression to where women are successful but they still maintain that homemaker role, 

on top of being a mother and a wife and, you know. 

For us, in Mexico, there are more patriarchies. But men, we are very demanding 

with other men. We are not as demanding with women. We just demand that they stay at 

home. So we take care of them, we don’t abuse them…A man who does not fulfill his job 

as a man, which is to provide for his family, is despised by other men.  

In Mexico or Central America, if a man treats a woman well, well then that 

woman is going to do everything she can to take care of her family. 

Social networks can also provide direct access to informal healthcare providers, healthcare 

navigation and even community safety and security in the absence of healthcare coverage.  

You see a lot of dental offers. Even here, there are four or five or six in the near 

area. But, one, they might be too expensive and, two, most of them tend to be 

Medicaid so they cater to the children that have Medicaid so they can bill that, 

instead of the adults. And the adults will know, well there is somebody that can 

take that tooth out for $20…in the neighborhood somewhere. 

A lot of the times you see the families gathered together [at the hospital]. 

They say, Okay let’s get a schedule together, we’ll come to the family meeting 
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with the doctors and the healthcare professionals to know, exactly, what it is 

we’re supposed to do. 

So by word of mouth and by your circle, you go to the people that you've 

been referred to. In a professional setting, because I am the bilingual social work, 

in that certain community, people will say, "Go with [participant]. Go with her 

because she will help you. Or she'll at least point you in the right direction." I am 

not working in this sector anymore, but I still get calls from the community 

saying, "We know you're not working there, but can you point us in a direction?" 

Again, that is where it's who you know that comes into play.  

[The unwritten rules are] like you go up to the doctor's office, you have to 

walk up to the desk, give them your name. They'll tell the doctor that you're there. 

There's many doctors at the doctor's office, it's not just one. And you have to have 

had an appointment, you can't just go in. And when you're finished, you go back 

to the front desk and you make your payment and you schedule your next 

appointment, like that. And I learned that as a kid when my mom took me to the 

doctor's, so I kind of grew into it and just always kind of knew what the deal was. 

But it's something that needs to be taught and learned to someone who's never 

experienced it.  

 Social Capital as Wealth. A lack of knowledge about long-term financial planning and 

wealth-building opportunities such as home ownership, retirement and social insurance programs 

creates a disproportionate burden for immigrant families. Whereas some families are able to 

transmit this information through social relationships, persons in immigrant families must take 
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individual measures to tap into formal educational or social networks in order to acquire this 

same type of information. 

I think the differences between middle and lower are determined really by partially your 

access to things like homeownership to transportation, being able to travel via car or even 

air travel, which is definitely a huge expense. It's determined by having liquid and liquid 

assets. I think I'm not really where I have like, a huge stake in stocks or bonds, and I don't 

own a home yet. I'm getting there. So I'm still trying to get to that point. And obviously, I 

think that some of the barriers are not having access to federally-backed mortgages or not 

having access to certain jobs because of my immigration status, can definitely be 

circumvented. But it takes a lot more work. 

I did not grow up in a household where my parents believed in doing the stock 

market, my parents grew up where you saved your money. And that was it. So when my 

daughter, she's a teenager, I put her in an investment class, just so she can see because 

when I got to college, a lot of the kids that I was in college with, they already had 

investments because their parents were investors. So I did not know anything about that 

at 18 years of age, that too, you know, I saw this club, the young investment club, I didn't 

know what that was about, because that wasn't something that was coming in my 

household. I didn't know people that did that. But a lot of these kids, their parents taught 

them to invest when they were small children.  

I mean, I didn't know about that [financial] information until me recently. And 

one of my fraternity brothers is a financial planner, and contacted us and, you know, 

really broke everything down in terms that I understood. And, you know, I feel like, now 
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my family and I are set up if something were to happen to me or my wife, you know, our 

family will be taken care of. 

In the presence of structural and situational barriers to human capital such as education, income 

and occupation, social capital serves as an alternate source of resources, income and wealth. This 

implies a sort of conceptual fungibility between the role of material goods as indicators of 

wealth, and social reputation as indicators of trust. Whether social capital is transmitted through 

relationships, formal group memberships, or cultural and linguistic indicators of belonging, it is 

critical for basic employment, wealth building, and even personal safety.  

Yeah, I mean there's a set of clients that they are both undocumented, a couple. But they 

own a few franchises and they employ other people, which is kind of mind-boggling. 

Here they obtain things much more easily, there are many more programs that are 

available to people who were born here. So they don’t give as much importance to 

material things because it’s easier to obtain them. And those of us [immigrants] that came 

here, we value them more, much more. Because we worked harder for them. That’s why 

we give more importance to respect and cooperation with others than [children of 

immigrants]. Because they don’t depend as much on respect and help from other people. 

While that’s a good thing, because they get everything so easily, they don’t—in my 

opinion—they don’t give it as much importance, having the respect and trust of others. 

 [Government contractors] all have goals that they have to reach to give to 

contract those projects to minority-owned businesses… they're going to want to meet 

with these smaller [immigrant] contractors before awarding them a subcontracting 

opportunity to see if it's the right fit, and if they're able to take on this huge project 
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together. People want to do business with people they trust…This company is wanting to 

recruit smaller contractors. But of course, they're wanting to meet with them and interact 

with them beforehand. And so that's, that's going back to, you know, they want a 

relationship building and do business with people that they trust. 

What happens to somebody who doesn’t have a lot of respect and social status? 

Well, other people isolate him. They don’t greet him with trust. He’s not even safe in his 

own neighborhood. He doesn’t have the peace of mind as somebody with a good 

reputation. Peace of mind. Peace of mind that he can count on others, and he can walk 

through the neighborhood and people will say hello to him even if he is poor. Somebody 

who doesn’t have a good reputation, or a bad reputation, even his personal safety is at 

risk.  [English translation of Spanish transcription] 

 Limitations of Social Capital. Despite its ability to leverage resources outside of the 

formal economic sector, social capital can also create barriers for social mobility when its 

protective functions also limit English language acquisition and other forms of social interaction. 

I mean, like anything, they [relationships] can be toxic or they can become very helpful. I 

think at a social sort of level, they [social networks] help people to have a sense of 

connection and feel that there's somebody else here, that they're not that isolated, they're 

not alone. It softens that blow in a way. I think when they go to an extreme, when they 

become too insular, then it keeps people behind from integrating to mainstream. And I 

think that has happened to many communities, especially Spanish-speaking because it's 

so easy to live here in Spanish only. You really can do everything. There are TVs and 

there are radios and there are stores and food cater everything to you. You can live in that 
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world without speaking English. But that world has a ceiling. To really break it, you have 

to speak English. So I think that's the challenge of these people. The people that choose 

to live in this world only, don't get to move up out of it. Because without the language, 

without more cultural integration, even if you maintain your identity and everything and 

your bilingualism and all that, but if you don't, if you can't play by the rules of 

mainstream, you won't get out of that.  

Financial gains facilitate access to healthy food environments and increase access to routine 

healthcare to prevent and manage chronic health conditions. While this can lead to short-term 

gains in health, unexpected health events can be financially catastrophic. In the case of a serious 

injury or illness, even a closely-knit, wealthy family can confront financial ruin if a family 

member is ineligible for publicly-funded or employer-based health insurance.  

I know of a person with a construction company, sheet rock, and they had earned over 

$1.5 million. One of his sons was shot. They didn’t kill him, thank goodness. But there 

were hospitals, rehabilitation, and because there was no health insurance, everything the 

company owned—they lost it. They had to file bankruptcy. Because they had to pay 

everything in full. All of the services in full.  

They don't have an insurance policy, they're not going to go to the emergency 

room until it's an emergency. And you know, by that time, it's going to be a lot more 

expensive to fix might be dependent on what it is. They don't have access, you know, 

since they don't have since they're working without legal work authorization, they're not 

getting health insurance, because most of the oil and gas ones that I hear of working 

illegally, they're being paid under the table or 1099. So of course and then you can't get a 
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social security number and put them on insurance. So they get hurt, they get hurt. Maybe 

they're making 90,000 a year but 90,000 a year when you lose that job and you know, lost 

half your fingers.  

On occasion, individuals from immigrant communities succeed in securing meaningful and 

stable employment in an organization where they can leverage social resources for their 

community. In these instances, their close social bonds can also result in significant pressure to 

continue serving as a resource for others, even beyond the time of their formal employment. 

It's interesting, too, because in talking with some of the caseworkers, they, they, after a 

while, they're like, I can't do this anymore. Like, I can't deal with my community, my 

community is too much. You know, because there's also that expectation that from the 

community that you're going to continue to help me even after my contract is done. And 

it puts a lot of you know, and in some very tight knit communities, it's incredibly 

stressful. You know, they know where you live, they have your cell phone number, 

they're calling you on nights and weekends to deal with this, that and the other thing and, 

you know, it's, it's exhausting. It's exhausting work. But it's also very rewarding too. 

Accountability.  Accountability characterizes the relationship between socioeconomic 

status and immigrant health and describes interactions among the themes (Chun Tie et al., 2019). 

Accountability here refers to the distribution of consequences and responsibilities associated 

with immigrant health, and the way in which that shapes the behavior of individuals and 

organizations. Broadly speaking, the political economy of immigration is defined through the 

interactions among, and between, institutions such as social networks, governments, healthcare 

organizations and law enforcement. Each of these institutions partitions foreign-born individuals 
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and their families into different accountability frameworks that manifest as formal rules, 

professional standards or social expectations.  

Collective Responsibility. The physical health of immigrants is largely presented as an 

asset leveraged for the well-being of their families. In a social context, this is consistently 

described in positive terms as a cultural or group characteristic through which immigrant 

families and communities, in contrast to governments or formal organizations, are accountable 

for absorbing the legal, physical and social risks and consequences associated with their family’s 

economic stability or social mobility.  

Most immigrants, if they were to go and cross the border to get medical care, they're 

gambling everything. They're gambling not being able to come back. They're gambling 

putting a stop to their immigration benefit that they might have been eligible for. So it's 

not that simple. It's not like, I'm going to go back home and take care of my kidney. 

There's a lot on that.  

Let's say they're in a poor neighborhood, but they have to work out of the area that 

they live in. So depending on the childcare, accessibility, they have, people will watch 

their kids, will pick them up. The kids might have to stay at home and that could risk 

CPS, but you know, it's either go to work and pay the bills. You know what's gonna 

happen at that point? You got to earn a living. And then at that point, it's like, you're too 

stressed about the daily things that you have to take care of. So general health at that 

point becomes not that priority. So that might just be like, the list of the priorities, that 

general health goes lower and lower, because the general stresses in life cause that to go 
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down, you have to work, you have to find childcare. And if that takes up all of your time 

in your daily life, do you have the incentive to get healthy?  

 The collective idea of prioritizing the health of children, often at the expense of adult 

health, is reflected even in health promotion activities that prioritize services for the entire 

family. 

Most of these [community health fair] events, they have services both for adults and 

children. But you see that most of the time, and we are vendors there, we always put a 

table. My observation, no numbers to back this up, is that the main things are getting the 

vaccinations for those children, getting those free. Getting all those things that a kid will 

get and very few of the adults will take advantage for themselves of what services are 

there for adults. Some do sure, but the main focus and the main reason families go is to 

get the things for the kids.  

In the absence of accessible health insurance, reliable health education and affordable 

preventative care, responsibility for the health of immigrant adults, particularly as they age, shifts 

to their immediate and extended families. This reliance can become a significant financial burden 

for U.S.-born children and family members, particularly in the absence of knowledge about 

wealth-building opportunities retirement accounts and home ownership.  

If I live 90 years, the health system is going to take all everything I’ve earned in my 

entire life. I don’t have the right to live 90-100 years without having it economically 

impact my children. If I have a memory care problem, if I am contributing financially, if I 

am paying taxes that goes away. But if I use up what Medicare gives me, and my children 
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have a good income, Medicare, when I die it will keep charging them, and nobody knows 

that.” [English translation of Spanish transcription] 

 Healthcare System. Healthcare organizations are influenced by public policies that 

mandate universal provision of emergency medical treatment, limited eligibility of uninsured 

immigrants for both publicly- and privately-funded healthcare coverage, professional codes of 

medical ethics, and restrictionist attitudes regarding immigrant healthcare access.  

As a U.S.-born citizen, [eligibility for healthcare programs] is an automatic right, 

automatic privilege. Because even as a U.S.-born citizen, if you have no insurance you 

can still apply for the county programs anywhere. A lot of the county programs have 

those restrictions that, if you are an immigrant, you cannot apply. Because a lot of times 

it requires a social security number. 

There are some free clinics, but they’re very limited in what they’re going to 

allow and be able to do, no matter how much you’re in need. And yes, they have the no-

turn-away- law or the emergency room. But they definitely send you a bill later. So it’s 

not free, and it’s not based off of your need or care…The level of care that they even give 

you at that point without insurance is that just enough to get you home…Because that’s 

all they’re legally obligated to do.” (Higher education administrator, Black and White, 

female) 

So I worked in a hospital. And in that space, the first-floor receptionist only spoke 

English…As I was passing by, there was a person speaking in English, but it was 

fragmented English. So the person who was in the front desk responded by saying, I don't 

know what you're saying. So although the person was assimilating to be able to speak 
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English, it was disregarded…I know that there are translation services and that there is an 

opportunity to get someone else who speaks Spanish to be able to help the individual…I 

saw how that person who was asking for help [had to] go and sit down for a second and 

start to call a family member to get some help. 

 As a result of conflicting goals among different accountability frameworks, 

accountability for immigrant health outcomes becomes diffused among different healthcare 

providers, safety net organizations and other professions. However, each of these organizations 

and individuals exists in a space where their professional or organizational training and 

expectations may require them to practice in legal, educational, or other spaces where immigrant 

advocacy may conflict with their professional duties. This diffusion of responsibility creates 

significant pressure for providers to pursue innovative, albeit costly alternatives for obtaining 

healthcare follow-up services or address urgent healthcare needs. 

So typically, if we’re working with people who are of lower socioeconomic status, they 

typically tend to be like work injuries and things like that, and where they’re required to 

follow up with us, and then we’ll see them kind of, you know, continue to follow up. But 

I know in some cases, just insurance makes it difficult for them to pursue care. 

The most challenging is when there are chronic things. For example, dialysis 

patients don't have insurance or are not documented or anything like that. They have to 

go to regular dialysis, so it's this way of playing chicken with death. So they have to wait 

until they're super bad so they can go to the ER where they'll run a dialysis and make 

them go. But also we, fairly often I will say, we get contacted by somebody. Sometimes 

it's the social worker in the hospital. Sometimes it's a friend where they are trying to 
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discharge somebody because they don't have medical insurance, because they don't have 

status, because they don't have anything. So the hospital has been able to stabilize them 

and they're gonna, now they're trying to discharge them. And sometimes the challenge is 

that the person is not signing the authorization to be released and stuff like that. So those 

to me are the most dramatic cases. 

 Education. Both the higher educational and K-12 educational system are noted for their 

lack of attention to providing education and training about the historical circumstances of 

Hispanics and Latinos in the United States. By obscuring the history of Hispanics, the basic 

educational system is seen to have an influence on inner-minority divisions by fostering ideas of 

otherness and exclusion and diverting immigrant families from higher education.  

Well, I mean, you know, I remember when I was working at [community college], 

students were getting rejected because they didn't have a social security card or number. 

They thought they couldn't go to school, that they will show up and the school will like 

try to do something. And then the person that was working, told them bad information, 

like, Oh, you have to go do this, you have to go do that.  

I think so for me, the only reason why I know any, and all of this is because we 

take asylum cases from other countries, you have to research what happened in their 

country and the inner relations between the United States and that country. And what's 

crazy is that all of this is readily available. Like it's just something that we don't do First 

off is something that we're not taught. And it's insane to me that immigration wasn't even 

a class offered in my law school. So it's something that you're not taught you're not. And 

think about, like when you went to school, like your history classes, you were never 
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taught about different ethnicities, like they spent 12 years teaching us about US history. 

And they still skipped over a lot of things.  

The education system is structured in a way that the only language is most spaces 

is English. Which, English was never meant to be a primary language, first of all. My 

opinion in that is that education spaces are meant to really never allow students who are 

immigrants to fully be themselves or embrace their culture in those space because it's not 

meant for them. And so the only way that I feel that that could be equitable would be to 

really create a space that diversifies different histories that is not colonized history 

perspective. That allows them to be able to speak multiple languages, that creates an 

opportunity for them to be able to not limit themselves because of their cultural 

background. If a person immigrated and spoke Spanish, for example, in another country 

and they were one of the most brilliant students in the class and they immigrated to the 

United States but the language that is only spoken is English, then they need to be able to, 

because of their foreign experience, be able to speak English before they can move on to 

the next part. They are not able to go start off where they left off because they have this 

barrier. That's going to be a struggle that continues to affect them.  

The [high school] counselors will just give you a document and say, “Here is the 

plan we’ve chosen. Read up on it.” I was like, “Well what is this?” And they said, “Oh, 

well there’s not a lot to talk about. It’s all in the booklet. 

Resident Confusion.  Resident confusion refers to the selective, ambiguous and often 

contradictory set of policies and definitions surrounding the term “resident,” and slightly less so, 

the term “citizen.” This confusion is highly consequential for immigrants and gatekeepers, as it 
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creates the opportunity for political, economic and social actors to shape eligibility and access to 

resources such as employment, healthcare and legal assistance. These actors collectively shape 

the concepts of “resident” and citizen” that become attached to ideas of legality, employability 

and social acceptance. 

Eligibility. Government eligibility guidelines partition the services and protections 

available to immigrants based on program priorities, political considerations and procedural 

rights. This creates significant discrepancies among immigrants of different legal status and 

criminal background. This may be covert, such as official program guidelines, or covertly, such 

as restriction of services to subset of migrants under pre-defined lengths of time. 

 One of the big huge differences [between prisons and detention centers] is the 

access to phones, the access to be able to call family members or even your attorney is 

quite different. When you're in the criminal justice system, you can FaceTime people, 

you're getting an iPad now, like an immigration system, everything is still very analog, 

and you have to wait until there's a scheduled appointment with your attorney. And then 

we call you on the phone, and you have 30 minutes. So on a secured line— 

We see that it in Tarrant County, for example. We're all taxpayers. But we didn't 

all have access to preventative care or maintenance care, routine care, from the county 

hospital. So that doesn't matter that I have a job that offers good or bad. If I qualify 

financially, then I should be able to participate in their county healthy connections 

program, which would open the door to hundreds if not thousands, probably thousands, to 

get those preventative visits and the routine care that would make us healthier and cost 

the county less money instead of having to go through the emergency room all the time. 
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So aside from that, it's the responsibility that our elected officials or the power-that-be, 

whoever that is in your different localities and municipalities, that decide to take care of 

their citizens or not. Citizens meaning in a general sense, like the residents that live there 

and pay taxes.  

Why aren't we doing that for everyone [signing up children to receive free 

books]? Well, it's not a core service [of our refugee program]. The government doesn't 

care if you've done that or not… we don't have the time and the internal resources to 

make some of those things happen. I think if some of that stuff happened, the [refugee] 

acclimation and some of the other programs we have might not be as relevant.   

I've been my head several times about how the resettlement program was set up. 

The resettlement program is very time-constricted and Service Corps based. And so I feel 

that more intervention in the first three months that family gets here, like, regarding all 

those things, kind of like really having the ability and the time with these families to 

really help them adjust and acclimate. Where I'm at right now, it's very check the boxes. 

And that's just how it is. And I've not relinquished it. I can't. But like, at the same time, 

it's a federal program. And that's how they set it up. So and it's set up in like a 

humanitarian concept. And so if we do everything in the way of being a humanitarian, 

which is provide food, shelter, then all the other--you get what I'm saying? 

Gatekeeper Impotence. As a result of this resident confusion, even helping professionals 

such as attorneys and educators encounter significant barriers in carrying out their work. This 

can occur through pushback from organizational leaders, an absence of reliable and actualized 

information, and the politicized nature of immigration policy.  
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We were creating a network [of people within the institution that were aware 

undocumented students need the information]. …whereas if someone who didn't know 

the information and really wanted to help the student, then they would just go connect us 

with the student…but the stuff that we created was not a part of our job description. And 

we were just doing it because we saw the need… I remember getting an email from our 

higher ups saying that, we want to remind you that [the institution] does not want to be 

viewed as a sanctuary campus…  

Television and word of mouth are notable sources for obtaining information about healthcare and 

immigration. While public education campaigns can be an effective means of disseminating 

critical public safety and health information, the structure of mainstream media reporting creates 

a bombardment of information that is challenging for even professionals to keep up with. 

Both Univision and Telemundo, I don't watch them a lot…But it can be, sometimes it 

seems to be like, "The Dallas Field Office moved their plants to the left and now their 

plants are on the other side of the building." You know, it's like really? That means 

nothing. And see you talk for 45 minutes, they just air 30 seconds. Then the person that is 

watching the news is doing the dishes at the same time so they only hear 15 seconds or 

whatever it is, and they fill in the rest. It's this constant bombardment of things. I think 

that keeps everybody on edge. And I myself, I have to backtrack a bit of the news. It's so 

much, all the time, all these things. How you care about everything all the time.  

I think for the last year, under COVID, and with all the businesses, and with 

everybody being really stressed, with just all of the messed up stuff from Donald Trump 

and his administration, immigration attorneys have been going through this for four 
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years, because he started almost on day one. And I've been telling so many people, it's 

like, practicing immigration law is like being sucker punched at least once a week. And 

most don't know where it's going to come from and what it's going to be like. 

 Gatekeepers are not immune to the forms of social oppression in the United States, such 

as gender discrimination in employment. Limited earning potential in the female-dominated 

social service industry creates a dependence on partners—primarily male—in the business 

sector. This may create a barrier to employment for individuals without a higher income-earner 

in the household and other low-income individuals from the communities served by these 

organizations.  

Oftentimes, there is a difference in earning potential for male versus female versus on 

opportunities. And then, you know, I think, as, as opportunities arise, sometimes people's 

income changes, because they have more choices, as well as an earner may choose to 

make less because they have options. Does that make sense? Like, as your income goes 

up on one side, someone may not have to earn as much because they can do it for fun, 

you know, that's a status symbol, like, you know, professionally speaking, I can do my 

job here, because I have a husband, that makes considerable more money. And if that 

situation wasn't existed, I would probably have to do a different type of job to balance the 

lifestyle that we've been wanting.  

Unlike individuals that choose to pursue opportunities in the for-profit sector, gatekeepers 

employed within public agencies and nonprofit organizations are bound by complex legal 

accountability frameworks. These policies cap earning potential and seek to avoid financial 

conflicts of interest, but inconsistent enforcement often permits high-level employees to extend 
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economic opportunities to their networks. In this context, gatekeepers in low-level positions, 

particularly those from immigrant or low-income communities, may experience significant 

conflicts in negotiating their professional and their community roles. 

Let's say, you know, you work for this institute, right. And so at [local community 

college]… they're doing a whole bunch of construction, you know, throughout--they just 

got this $200 million bond or something like that. And so the contracts that went to those 

people, like to the construction companies that do this, are friends of certain people that 

are in high-level positions. And so, you know, I don't know if they get a cut or not out of 

it, but it would, to me, would raise suspicions to me. Like hey, you're helping your own 

people out. So that's why me, now, like, I'm unapologetic, when I have an opportunity, 

and I don't feel bad if I call up a friend, or, you know, if I'm in this workplace, and we 

have a budget for food, then I'm gonna call my friends like, hey, that I know that own 

restaurants, hey, we're gonna help you out. We're gonna order 500 tacos, you know. But 

the thing is, what my experience is, when I do that, a lot of times the higher ups will 

frown upon it, but yet, when they do it, no one really says anything, because it's a norm 

that they're able to do, which, again, the whole whiteness comes in. 

Even in cases when social service organizations successfully integrate immigrant community 

members into their workforce and prioritize their engagement with community members, 

gatekeepers continue to struggle. A lack of formal training on U.S. institutions, limited 

organizational resources, and the day-to-day reality of managing their personal needs creates a 

complex working dynamic for these individuals. 
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You know, but a lot of these refugees that get picked as caseworkers, you know, don't 

have backgrounds in social work. You can't I mean, and so it's, you know, it could be too 

for these for these caseworkers that, you know, maybe they've been here for five or six 

years, and maybe their English is very good. But do they even really know all the systems 

and the way that all the things work here in the United States too? Maybe not, you know, 

so it's, you know, and like I said, you know, especially when they're busy to try to 

manage all these different cases that are coming in, and a lot of times you have single 

moms coming in with a bunch of kids. I mean, how can you, you know, really make sure 

that this family's, that all the kids are okay, in school that all the kids are healthy, that the 

mom is healthy, you know what I mean? It's, it's just overwhelming the amount of work 

that needs to be done. So you just you do the best you can. And like I said, you say good 

luck, and God bless them, and hope that his safety net somewhere will catch them. Which 

is not always the case.  

Fear and Avoidance. As professional gatekeepers struggle to carry out their work within 

the climate of resident confusion and structural violence, they are unable to curb much of the 

widespread fear of deportation. In many ways, this resident confusion appears to directly 

engender widespread distrust of government and fear and avoidance of safety net systems while 

creating structural barriers to resources such as education, healthcare and social services.  

Well of course there's the threat of deportation in certain situations, there's always that 

background stress, in my job experience. In the legal system, if you get a felony, 

depending that could open the door for immigration to come into your life at a certain 

point in your life. So once that happens, you know, the family was like, Oh, you know, 
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we might potentially, you know, however the political world is, if they feel like they're 

going to be at risk of immigration, even though you know, it only involves somebody 

else, because of their legal case, even though it probably won't affect them if didn't do 

anything legally wrong. They still have that fear like, Oh no, we're all still involved, 

though. 

You're never gonna get politicians who are willing to stick their neck out to us, 

because then they fear that they won't be reelected.  

When things changed for the worse after [the presidential election of] 2016, there 

was a moment that even the Food Bank of [our county] reached out to [our organization]. 

They said, our Hispanic clients disappeared. We knew they didn't really disappear, they're 

just not coming. So we are worried that they are not getting food. Because they used to 

come here to get it and it was that level of fear, so fear of contact with anything.  

Beyond avoidance of the healthcare system, immigrants are also limited in their acquisition of 

cultural capital, the various forms of knowledge and experience one might acquire through 

interaction with museums, English media, and other forms of public knowledge. Their 

experience in these spaces is often one of alienation, which further contributes to their avoidance 

of cultural institutions. 

If you go into a museum, it is--for me, in my eyes--it's a very colonized space. It's like an 

idea of what our community should feel good about. You know, white spaces. So if you 

go into a museum, the walls are literally white. They literally are. So you go in there and 

there is this perception of artifacts that, you know, sometimes anthropologists brought 

there, but there is a perception that they have on our communities. So it's space that is 
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created for white folks. And so our culture is not, there's this phrase of being a second-

class citizen. You're not a citizen. But if you walk into those spaces there is a limit of 

growth there because if our communities do not feel that they are being represented or 

they can't go into those spaces, then that's holding them back. Because they can't 

experience the same things that our other folks may experience in those spaces.  

Structural Violence. Unlike other marginalized groups in the United States, immigration 

status is not a protected category. However, immigration status has become increasingly 

racialized as immigrants exist in a state of structural violence through state and local policies that 

criminalize behaviors otherwise innocuous among other groups, and create structural barriers to 

access health insurance, sick days or paid time off. 

Tarrant County, they just passed their 287 G. But also, SB4, I think it was called, the state 

of Texas passed that bill where if you look undocumented, you can be pulled over and 

asked for your papers. What does the undocumented person look like? Or how do you 

know that they are undocumented?  

I see this a lot in just our political world, like enforcement and when somebody is 

being detained and how cases are packed and how some of the folks go through because 

of a judge that makes a decision. Or something as easy a police officer stopping someone 

and allowing someone to go and someone to not.  

So if they come from a place where they are not having a sustainable living or 

they are not receiving a lot of high level of income that can help them out then it limits 

them--I think it limits them because they are trying to survive. So, say for folks who are 

undocumented and they are in a space where their job is a day-to-day job. They go to 
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work and if they miss a day of work then they don't have the income to be able to pay 

rent. So they are less likely to be able to take care of themselves or be able to pay 

attention to things that other folks might, because they don't have the privilege of being 

able to sit down and do "self-care" or check in with themselves. That's non-existent.  

Economic Violence. Immigrants carry much of the cost of economic development while 

lacking many of the legal protections afforded to other laborers and business owners. There are 

many instances in which governments exert control over immigrant labor and bodies through 

regulation of economic activities and housing of immigrant persons in detention centers.  

There are some countries that hey, you can go around the corner and earn 20 bucks by 

selling some fruit. Here, you know, somebody might call the cops on you, you're not able 

to do it. Like the different types of way that you may have grown up hustling, like legal 

hustling, you're not able to do or it's different here in the US. And so being able to get 

used to that is a different change there. Once again, understanding how to navigate the 

healthcare system and healthcare system.  

So most of these people are just being detained or just going through the system 

for however many years because you can make money off of them.  

Participants note the imbalance between the distribution of the benefits of immigrant labor and 

innovation, and their barriers to education and wealth-generating opportunities, particularly in 

the context of competition among immigrants and African-Americans. 

I feel like immigrants are the people who are developers. So like, whereas you have a 

certain group of people who are visionaries, immigrants are developers. They’re gonna 

take your vision, and they're gonna make it reality. And that can be in anything--that 
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could be construction, building a home, building up a commercial property, putting 

together a nonprofit organization… they're hard-working, and that's just part of their 

culture…That's part of their upbringing as part of what they know, and how they're built. 

And I think that as Americans we use them and abuse them for that same characteristic 

for that same good qualities that they have.  

Because we had no idea that that the Hispanics owned such a huge part of the 

United States. Then they were kicked out and all the things that I learned, I had no clue 

that that had happened. And this happened during the like way, like in the 1800s. This is 

something we should have been taught, but you didn't teach us this. They never taught it. 

So I feel like they do that for a reason. And I feel like that's a great way, like I said, to 

divide people when you don't know that the history. You don't know what they've been 

through. You don't you don't like? What's crazy to me is other ethnicities, especially the 

black community will like dislike the Hispanic community. And it's like we are fighting 

the same plight. But it's like what you've seen, it has you thinking that it's something 

different than what it is. And the narrative is created by the government. 

When we’re talking about [minority-owned businesses], African-Americans take 

all the opportunities for minorities. And they are, and everything related to minorities is 

held hostage by them. And nobody can cross. Nobody crosses. They stand next to each 

other due to everything they have lived through, all the suffering they have endured, 

among them. They help each other quite a bit. So, if they need to hire somebody, they 

hire an African-American. If they are going to give a business opportunity, they give it to 

an African-American. This is due to all of that, the situation of inequality they have lived 
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through, the injustice. It is completely understandable. But when one comes into this 

country as a Hispanic and tries to compete with them, they are the ones with the 

management positions. Or they are in charge of hiring minority-owned businesses. 

Normally, they casually take the contracts. When you’re talking about minorities, it’s 

White women or African-Americans. But for us Hispanic-owned businesses, it’s another 

glass ceiling. [English translation of Spanish transcription] 

Business practices that discourage immigrant entrepreneurship also contribute to a depletion of 

community-based knowledge on business development, how to access financial capital, etc. At 

the same time, a shift to formal sources of healthcare can displace traditional sources of 

knowledge and health promotion practices. Ironically, many of these same traditional practices 

are transformed into costly products and services inaccessible to their original practitioners.  

And if they are able to access [doctors], or try to seek out or ask questions of their doctors 

downplayed. And it's like, oh, my goodness, that's so antiquated, or that is so barbaric. It's 

always something negative about this. But as we know, same when people joke about 

language. I saw a meme that was joking about it, but it was real when you're rich and you 

know seven languages, you're classy. When you're poor, you know, seven languages, it's 

I forgot what it was, and that's a reality. So when you have a high socioeconomic status, 

and you're like, yeah, I went to the Mediterranean, I've learned this new way to get rid of 

migraines, you put cups on the side of your head, you know, everybody on the block 

wants to know it. But in the foreign neighborhood of immigrants, they've been doing it 

forever, and you look at them crazy, when they came to work with a circle around their 

neck or their back. You couldn't figure out what that looks like. But because you're of a 
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status, it's perceived as something greater, something higher, than when you're immigrant 

of a lower status.  

 There's a lot of traditional things like that, traditional medicine, going on. And of 

course it doesn't affect me here, but there was an interesting story the other day with all 

the people on the border waiting for the asylum cases. A Cuban doctor was there too, 

waiting for his own turn. And then he became the doctor of the camps there. Of course 

that couldn't happen here, legitimately, but there's plenty of people that come with 

medical backgrounds from their country of origin and they become go-to persons. 

Because of course, they cannot legitimately see patients or anything but—  

The American Dream. The narrative of the “American Dream” is a prominent social 

institution which shapes the customs, behavior patterns and expectations of immigrants to the 

United States. In situations where the expectations associated with the “American Dream” don’t 

align with the experiences of both immigrant persons and organizational gatekeepers, immigrant 

families are subject to experience trauma, both directly and indirectly. This extends to the 

children of immigrants raised within the U.S., where prominent cultural saturation of this idea 

may run contrary to observations of their family’s experience. 

It’s the issue of fear…of all the people…either undocumented and the children of mixed 

families…There are some levels of anxiety and stress that other populations don’t have to 

deal with. 

And you know, just because one immigrant makes it, it doesn’t mean, it’s, you 

know, that one immigrant then comes the poster boy or poster girl for society…when the 

reality is, you know, [they’re] the exception, not the rule. I think that impacts people, just 
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besides the fact that there are people that make those assumptions of, you know, so and 

so can do it, then…it may out pressure on them to live up to that standard, then it can 

create some mental health issues, or depression or, or, or, you know, relational issues, 

you know, blaming a spouse or, or children or just people in general. But again, I think 

going back to that, you know, that because in America, they come here, a lot of times 

they come here for that American dream, but it becomes a false dream, or it becomes a 

lie, because they come to find out like, man, you know, they told me something wrong…I 

would say, you know, the American Dream becomes a lie to them. In reality is to a lot of 

us. I mean, the American Dream is not my dream. It's a white dream. 

Trauma. Trauma is a complex physiological and psychological experience that occurs 

through interactions with U.S healthcare institutions. In the most consequential of cases, trauma 

occurs as a result of structural barriers to healthcare, including a political climate of fear and 

avoidance. Immigrant persons with urgent healthcare needs may experience severe and life-

threatening complications. This can result in trauma through the violence of invasive medical 

procedures, psychiatric emergencies, limited access to costly resources associated with 

successful recovery, cyclical continuous emergency room visits, and costly hospital bills. 

We don't have access to, like I said, the county hospital which has affordable prices for 

preventative and routine care so you have to either wait until you're dying or go through 

the ER and come out with thousands of dollars bill. Or you have to pick and choose 

which illness you're gonna care for today and go to the regular small office doctors and 

get into debt or spend your savings for that one visit because you have to be seen. So I 

think it's making us all sicker or more unhealthy because we don't have the accessibility 
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to the regular healthcare that could prevent so many of these things. How many people in 

our church have had to have hysterectomies, but they can't because they're sent home. 

They're told, "You're hemorrhaging because you need to have a hysterectomy but that's 

normal. Here you go, you're not gonna die." And then send her home. Only to come back 

two days later to, I don't know, somewhere in Dallas and have an emergency blood 

transfusion and the surgery scheduled later on at Parkland. Because Tarrant wouldn't see 

her. So it's like--social-economic plays so much in even life and death situations. 

Hysterectomies are a lot. We see a lot even at church.  

If there is a conversation--for example, someone who has immigrated to the 

United States and there is a conversation about mental health that they have never 

experienced before, or that being a concern, then that education about how that can 

actually impact them--you know, the physical reactions of those things--can allow them 

to succeed because they have an understanding of those impacts. Whereas if that is not a 

priority and they don't receive an education about the type of impact that those 

contributing factors can have on them, then they are less likely to actually be able to have 

an awareness to themselves. If they are seeing--or even through their family members--if 

they have, if they have a child who is experiencing trauma, and there are symptoms of 

PTSD but they are not able to identify what those might look like or it being different for 

everyone, then they are less likely to also get hope for it, their family members are, or 

seek any sort of resources. Which, I think a lot of this has a spiraling effect. If they don't 

get to a point where they are able to get help at a younger age or family in early symptom 

example of what anxiety might look like or depression, then they might eventually have. 
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The child may lash out or experience a lot of contributing factors that we have seen 

because of depression or anxiety or trauma. Where, if they are at school they are less 

likely to focus or maybe don't receive the education that they would have received if they 

had been able to get that type of health aspect taken care of or at least brought to attention  

Safe Spaces. Safe spaces are a critical source of safety and resilience for immigrants. 

This takes place in the context of the community itself as a safe place to connect with 

individuals, engage in innovative program development, collectively raise funds for major 

expenses, and engage in business partnerships.  

Building Community Trust. In the absence of access to or trust of formal service 

organizations, trusted individuals serve as a critical point of knowledge, resource and support for 

immigrants in crisis or need of support. Priests, pastors and other religious leaders play a 

prominent role in many immigrant communities. Due to the (necessarily) insular nature of 

churches as safe spaces, creative social service/faith collaborations provide an opportunity to 

balance a high demand for assistance with widespread distrust of outside organizations.  

Certainly, in some roles within certain communities. Absolutely. And you know, I see 

this too, and for sure, in my African clients, and also I have a lot of clients from Burma 

that came as refugees from Burma. They put so much I guess importance on their pastor 

of their church, like they think this person is the end all be all of everything. And, you 

know, a lot of times, when in doubt, we're going to call the pastor when in doubt, we're 

going to call the pastor, when in doubt we're gonna...And if, you know, if they have a 

larger congregation, it's exhausting to be a pastor of a church to because you're not 

dealing just with the spiritual needs of real people, it's you're dealing with everything 
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because they, that's the first person that they're going to go to, because in their culture, 

that that religion or that church is such a huge part for them of their of their daily lives. 

And you know, talking with some of my, some of the pastors that I know, like, Oh, my 

God, I'm exhausted. And some of them wind up hiring somebody in their church just 

specifically to deal with that kind of issue. Because I want to be a pastor, I want to run a 

church, I'm not here to be your social worker. But you know, it's, it's tough. It's tough. 

In cases where social service organizations hire individuals from within the community, these 

individuals become a critical bridge to reach community members. 

And the other thing, too, with resettlement organizations, you know, it's interesting, 

because they, they do try to hire people that are coming from the same country where the 

refugees are coming from. So that they there's ease of communication. There's some 

cultural awareness already there of what these people are coming from what they're used 

to, to try to help as much as they can. 

 Programmatic Innovation. Given the unique contexts of immigrant families, participants 

suggest a range of programmatic innovations to promote health and socioeconomic stability. 

This includes public education campaigns, migrant-focused mental health programs, gendered 

economic empowerment programs, and patient advocates. 

If the police started advertising, this is the way our officers are trained. This is how we 

feel that you as a citizen should approach our officers because this is how they are 

trained. But, you know, they can't have the entire one-sided, this is how you should do it. 

Of course, you know, there should be input. But I'm like, this is how we train. So you 

know, you as the citizen, be, please be aware, you know, when you act, react, this is how 
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we're trained to react as well. And then just being more knowledgeable about how the 

entire legal system works, because it varies by state, varies by county level. At that point, 

it's like there's no uniform set of laws at times.  

So we have a mental health program here that's new, that is specifically for the 

refugee immigrant population, because we couldn't really get equitable services anywhere 

else. So we created it ourselves. We see that if that's not addressed, people are not able 

to--sometimes our clients quit jobs very easily. And they are and that affects their social 

economic status if you think about it. And it could be because their PTSD or their 

anxieties or something there is not conducive to them working. And therefore, we need to 

make sure that they're healthy enough to where they can go to work and keep a job. 

So it runs occasionally, it's a women's economic empowerment program, where it 

kind of takes the women who are not necessarily ready to work right away, to help them 

understand or to help them be educated on what the workforce is like here in the United 

States. And talk through their own plans, whether that's to work part time, they need to 

study, they need ESL, and to work with the issue of driving and childcare. So we have 

found that I'm sure a lot of childcare and transportation are one of the biggest barriers for 

the women immigrant--not just immigrant, a lot, a lot more on the immigrant population, 

but across the board, because culturally speaking, a lot of the closest we work with help 

the woman at home, and then they don't have access to a lot of different resources. So and 

that includes ESL, that includes doctors, because then they have to rely on the spouse to 

get them to the doctor's appointments. And those have to lose, lose a day of work for 

those women's health or factor in appointments. 
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If hospitals had an army of patient advocates who would attend appointments with 

the clients and advocate for them…It’d help them with follow-ups and taking their 

medications correctly 

Collective Community Financing. Collective healthcare funding strategies figure 

prominently among immigrants as a means of financing costly surgeries or other major expenses. 

Having access to a large sum of money outside of the financial sector can be a critical path to 

wealth-building, health-promoting opportunities for individuals without lawful status.  

There's this thing that I see a lot of churches and also just communities of family 

members where they come from immigrants where they host these parties, and the parties 

are like a fundraiser. And so it's a form of entertainment to build community. Because a 

lot of the times if they come from rural spaces it looks different from the U.S. in terms of 

what a community looks like. 

Participants also noted that a trusting relationship with a physician could be achieved by opting 

into a community-funded health plan with reliable access to a salaried healthcare professional. 

The funding source, rather than the behavior of the physician themselves, is noted as a means of 

reducing conflicts of interest and promote trust. 

I would like for there to be universal healthcare insurance. Whoever wants to go, has to 

spend money to have the right to go. But universal healthcare, where there were clinics 

staffed by doctors with a fixed salary. Fixed where one could go to monthly visits if one 

wanted to. And not go, if they didn’t want to. Just routine visits. And where we could 

screen every privately-paid doctor to make sure they weren’t profiting unfairly. And to 
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make sure they had a good moral disposition to make decisions and be paid a fixed 

salary.  

In the absence of personal savings, collective community financing can also provide a pathway 

for people near retirement or end-of-life to return to their home countries to enjoy a relatively 

well-off lifestyle with relatively little U.S. income. 

All the chronic degenerative diseases, those cause somebody to lose everything at the end 

of their life—everything. So what people do is they save, save, save, save money. And 

when they are 60 or 70 years old, they return to their home country to retire with that 

money. Because they know that they stay in their country, at least in Mexico, they will 

have access to a doctor. A doctor that may charge two $2, seriously there are medical 

services that cost $5, they’ll still see them. So they save their money and they return, and 

retire in their countries () 

Business Innovation. As innovations in the healthcare system leverage more efficient 

and effective ways to deliver healthcare services, some community healthcare providers are 

moving toward this model, albeit in a cost-prohibitive way for individuals without health 

insurance. 

A lot of doctors, my old PCP is one of them, have moved to this model of more concierge 

medicine. So he was sick and tired of working for the big hospital and having to abide by 

their rules and dealing with insurance and all that. The model is, and a lot have gone this 

way, basically you pay a monthly fee sort of like having them on retainer. And then with 

that monthly fee you can go to doctor visits as many times as you want. It doesn't 

necessarily cover the procedures. The procedures that are needed. But you can go to the 
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doctor every day just to be a little hyperbolic on that, and that's covered. If you're 

somebody that has the means to pay out of pocket for that, because no insurance is 

accepted, you have such a fantastic solution. No waiting time. Even the agreement 

includes that he will do home visits if it merits. But who can afford that? 

Even in a context of widespread distrust, immigrant communities and businesses continue to 

innovate to find solutions for gaining trust. This may include cultural and linguistic tailoring of 

services to consumers, business networking events, and promotion of government contract and 

subcontract opportunities. The bottom line in all of these partnerships is clear, however. People 

want to do business—including healthcare—in places, and with people they trust. 

You know, you've seen some chains that have come up tailored specifically to Spanish-

speaking immigrants. Mi Doctor and other clinics like that are designed for that. I hear of 

people going to those a lot. And it’s funny, not only Spanish-speaking, maybe other 

demographics [of immigrants], that’s sort of the primary care doctor. 

What I see when I go to [business networking] events is it's really nice to see 

[business owners], but when I see them again…I think it's just more of, hey, let me share 

with you the services that we provide, and then just, you know, learning, picking each 

other's brain and maybe further down the line doing business together or referring people 

to each other. You know, maybe I don't need your services right now. But then a year 

later, I've heard they'll say, Hey, I lost so and so's number. But I know that he does this, 

can you give me his contact information, I now need this service. So I see it all the time 

that because they have interacted with this organization. And I think that gives them 

some sort of--I often see it like I know, the way I see it is maybe someone's not going to 
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do me wrong, because I know that they're going to see my face at more functions. Does 

that make sense? And if you do do me wrong, then word is going to get around with other 

members. It's almost like a just a little bit of credibility, I guess. Yeah, I trust you. 

Because we're involved in the same organization, we're both paying probably the same 

amount of membership dues. We're both in it for the same reasons. And I that's what I see 

a lot of times is the relationship building before doing a business. 

[Large cities and public hospitals] all have goals that they have to reach to give to 

contract projects to minority-owned businesses… these big contractors, they they're 

going to want to meet with these smaller contractors before, you know, awarding them a 

subcontracting opportunity just to see, you know, if it's the right fit, and if they're able to 

take on this huge project together…people want to do business with people they trust, 

trust them…They’ll do mixers, for the general contractors and the smaller contractors, so 

then it's our job to share this information with our businesses that are here with this 

organization that provide these services. That's going back to, you know, they want a 

relationship building and do business with people that they trust.   

Despite a general agreement on the importance of trust, immigrants might find comfort and safe 

space in business environments that others might view as substandard, such as a dilapidated 

apartment complex in a low-income part of town.  

When you start seeing the [online] reviews, you see a huge difference between the 

natives of the U.S. rating those apartments as a "hellhole," or "there are rats" or blah-

blah-blah. And when you see, and they complain, and they say, "Well, there's nothing 

you can do because they take advantage of all these international people that don't know 



 

121 

any better." But when you see the internationals doing the reviews, a lot of them say, 

"This is a great place. We're safe. We're at peace." I mean, the values are different. They 

are not concerned about whether, whatever, there's a humidity stain on the ceiling or 

whatever. So, I don't know where I'm going with all this, but just to say this social-

economic thing, it varies. We can see it in one way, but I think the immigrant experience, 

again definitely the first generation, is way different in that sense.  

4.4.2 Overview of Grounded Theory 

In summary, the grounded theory that emerged from this study positions the act of 

migration as a manifestation of resilience that takes place through interactions with global and 

U.S.-based political, social, and economic institutions. Significant differences in the political and 

economic structures of sending countries shapes the characteristics of immigrants, their attitudes, 

and their health. As migrants transition into the United States, they interact with institutions that 

redefine their identities are redefined in political, economic and social terms. Social capital plays 

a critical role both pre- and post-migration in promoting relational health and quality of life and 

functioning as a form of wealth. Under certain conditions, social capital can also promote 

insularity that influences health by limiting opportunities for English language acquisition or 

knowledge of outside employment opportunities. 

Accountability for immigrant health is primarily a collective responsibility of immigrant 

families and communities. Healthcare and educational systems are shaped by political and 

economic values that drive the activities and behaviors of organizational gatekeepers, selectively 

incentivizing and disincentivizing behaviors in alignment with institutional priorities. This 
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contributes to economic violence, or exploitation, in which the benefits of immigrant labor and 

entrepreneurialism are accrued by individuals outside of immigrant communities.  

 

Figure 4: A conceptual map describing qualitative themes and subthemes 

Gatekeepers function in a space of “resident confusion,” in which bureaucratic eligibility 

guidelines delineate categories of beneficiaries for services and significantly restrict their 

knowledge and effectiveness in improving immigrant health. This results in a widespread form 

of “gatekeeper impotence” marked by structural and situational barriers to promoting immigrant 

health and well-being which ultimately lead to greater fear and avoidance within immigrant 

communities. Wide-spread perpetuation of the “American dream” and “hard-working 

immigrant” narrative creates conflicting expectations that can result in highly stressful and 

traumatic experiences, such as being turned away from services or passive refusals to seek out 

Migration to U.S.

•Global context

•Immigration as resilience

•Transition

Social capital

•Relational health

•Social capital and wealth

•Limitations of social capital

Accountability

•Collective responsibility

•Healtcare system

•Education

Resident Confusion

•Eligibility

•Gatekeeper impotence

•Fear and avoidance

Structural violence

•Economic violence

•The American Dream

•Trauma

Safe spaces

•Community trust

•Programmatic 

•Community financing

•Business partnerships



 

123 

translation services. These experiences represent forms of structural violence that contribute to 

whose harmful repercussions can extend throughout the family system and contribute to personal 

and intergenerational trauma. Safe spaces reduce the harmful impact of these conditions. Safe 

spaces include trusting community relationships, programs tailored to immigrant sub-groups, 

voluntary forms of collective community financing, and business partnerships that promote 

innovation and prioritize trust.  

4.5 Discussion 

This qualitative research study sought to develop an empirically-grounded conceptual 

framework that describes the process through which immigrant health is shaped by 

socioeconomic status. Latin America is one of the most unequal regions in the world (Vincens et 

al., 2018a), a fact which shapes the context of Latin-American migration to the U.S. as well as 

public perceptions and attitudes about immigrants from other regions. Complex and layered 

interactions among political values and institutions, organizational structures, and gatekeepers 

shapes the health of immigrant persons and their families in a myriad of ways. As a result, 

immigrants are not easy to categorize within U.S. social constructs of race, ethnicity, or even 

legality.  The resultant ambiguities around accountability and eligibility create barriers to 

healthcare access and socioeconomic resources. This also hinders the collection of reliable data 

needed to prioritize and evaluate research and interventions targeting immigrant well-being 

(Campbell et al., 2012).  

The framing of immigrants in terms of “hard workers” that “self-sacrifice” for others is 

both intriguing and problematic. Depending on the disciplinary lens, the “self-sacrificial” nature 

of immigrants could be interpreted as (a) a basic individual survival response, (b) a widely 
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accepted form of collectivist socio-cultural behavior (Schwartz et al., 2011) that is exploited by 

labor and tax policies (Lipman, 2009), or (c) a harmful stereotype that places unreasonable 

expectations on immigrants, particularly women (Park, 2011). While each of these perspectives 

has lent itself to a range of empirical applications, they are all underwritten by an implicit 

assumption of self-sacrifice as a problematic behavior or social construct.  

Are we missing the mark? Self-sacrifice is not necessarily problematic when people act 

to benefit others. To the extent that so-called immigrant health disparities are derived from the 

conscious and deliberate choices of immigrants to sacrifice for their family, pathologizing such 

behavior may overshadow the innovation and resilience inherent in the collective economies of 

immigrant families and communities (Colman & Pulford, 2018).  

Consistent with previous studies, gatekeepers charged with supporting low-income 

immigrants struggle between the tension of being cultural brokers while also being institutional 

agents (Martinez-Cosio, 2016). While immigrants can leverage their social networks for to 

access resources and generate wealth, this study demonstrates that economic success does not 

guarantee access to healthcare for immigrant persons or their family members. Some critics 

suggest that this reflects a violation of tacit agreements made within a capitalist economy that all 

workers get to partake in the benefits of economic growth (Scott-Marshall, 2021). Others go so 

far as to position capitalism itself as the root cause of existing health disparities, a “structurally 

pathogenic” global system with negative impacts on health” (Sell & Williams, 2020) resulting 

from “centuries of imperialism and colonialism and of ideological and political agendas that 

have long been recognized as flawed and exploitative” (P. Braveman & Gottlieb, 2014). 

Descriptions of the structural violence that results through social constructs such as “the 
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American dream” are consistent with Foucault’s concept of governmentality, which describes the 

“institutions, procedures, actions and reflections” that seek to manage an entire population, rather 

than an individual, in order to justify and legitimize government actions (Fassin, 2011).  

Many participants described variations of community-based healthcare funding or 

insurance plans. This is not a novel idea. Blue Cross/Blue Shield, now a large and corporatized 

health insurance company, originated in 1929 through nonprofit leaders to provide local, hospital 

insurance (Chapin, 2012). In today’s corporatized healthcare environment, such plans are likely 

to face significant competition if they are seen as removing insured (or insurable) patients from 

the healthcare market (G. J. Young et al., 2013). At the same time, federal law requires tax-

exempt hospitals to complete a community health needs assessment (CHNA) that includes 

community input to identify priorities, subsequently followed by development and 

implementation of strategies to respond (Pennel et al., 2016).  

These ideas present an opportunity to build on existing processes by drawing on 

preferences for collective healthcare decision-making models. For example, hospitals and 

community health initiatives can draw on techniques such as participatory budgeting, in which 

participants propose project ideas, encourage others to participate, and prepare proposals and 

presentations involvement (Meléndez & Martinez-Cosio, 2021). Leveraging hospital- or 

community-based opportunities such as the CHNA process may provide an opportunity for 

small-scale community participation that facilitates the inclusion of Spanish-speaking 

immigrants through a less-visible form of civic engagement. This also provides an opportunity 

for participants to exercise decision-making abilities in spaces where they are unable to do so 

through voting or other forms of civic participation.  
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4.6 Conclusion 

Karl Marx once said, “Political economy regards the proletarian…like a horse, he must 

receive enough to enable him to work. It does not consider him, during the time when he is not 

working, as a human being. It leaves this to criminal law, doctors, religion, statistical tables, 

politics, and the beadle” (Gulli, 3005). This study suggests that social capital is a critical resource 

for humanizing immigrants within an environment of structural violence. At the same time, 

however, I contend that immigrant health presents an opportunity to be harnessed, rather than a 

puzzle to be investigated. To the extent that immigrants can harness their social and economic 

innovations, how can such economic activities be leveraged, preserved, and perhaps even scaled 

out to other communities (Healy, 2020)?  

This study frames immigrant health as a collective resource frequently leveraged by 

formal institutions and social networks in accordance with political, economic, and social 

priorities. Health is positioned in terms of quality of relationships and every-day experiences, 

rather than as something to be extended for the purposes of longevity. In considering the most 

meaningful measures of health, well-being and social determinants of health other groups, future 

studies will need to pay close attention to assumptions inherent in their identification of health 

disparities. For example, if a study finds that a population has a shorter life span but higher 

health-related quality of life than other groups—is this a disparity to be addressed? Is there 

indeed a greater peace and tranquility to be found among immigrant families who accept their 

economic circumstances and instead commit themselves to the task of hard labor and raising 

children?  
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4.7 Policy Implications 

Over the last several decades, a growing awareness of collective trauma experienced by 

groups that have experienced systemic discrimination in the U.S. has generally been addressed 

with civil rights legislation and humanitarian policies. However, psychologists note that groups 

may engage in “competitive victimhood dynamics” with each other in the distribution of 

political, economic and social rights accorded through such forms of legislation (Hirschberger, 

2018). Immigrants that lack U.S. citizenship status are uniquely positioned near the bottom of the 

hierarchy of civil rights, a position which has undeniably contributed to ongoing and significant 

limitations in healthcare access relative to other racially or ethnically minoritized groups.  

Most health disparities research frames this as a problem to be solved, often concluding 

with policy implications and recommendations. As this study illustrates, however, this may very 

well be a misguided approach. Public policy solutions are subject to a range of political and 

economic considerations, and immigrants are certainly among the most politically contentious 

groups around which to frame any suggested legislation. Legislation also requires an 

operationalization of the “victim” (i.e., Hispanic, immigrant, foreign-born), a process which has 

participants in this study have seen reflected in ongoing eligibility considerations which 

differentially limit access and foster mistrust.  

At the same time--whether it is due to the political economy of sending countries, 

receiving countries, or local communities, it is undeniable that there are, indeed, various 

instances of immigrants fulfilling the “American Dream,” even if at tremendous cost to an 

individual or their family.  The self-sacrificial narrative may, at least in part, reflect the 

collectivist nature of immigrant communities (Kaufmann et al., 2018). Within the U.S. social 
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context, this often functions as a key source of resilience and—critically—social status 

(Engelmann & Hesse, 2011; Shaw & Pickett, 2013; Waldstein, 2010).  

 Rather than framing this as a social curiosity or a problematic situation, a political 

economy lens considers: how can the self-sacrificial, or collectivist, social context of immigrants 

be more clearly understood, measured , and perhaps even shared as an asset in support of the 

health and well-being of immigrants and other groups? Importantly, to what extent can this take 

place within local economies without assuming any significant changes in public policy? This 

question requires a deeper exploration into the functions and economic value of social 

relationships for immigrants in the U.S.   
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CHAPTER 5 

SOCIAL CAPITAL & THE SOCIOECONOMIC GRADIENT IN HEALTH 

The previous chapter presented the qualitative research questions, methods, and findings. 

This chapter also included a discussion of findings, conclusions, and policy implications. The 

present chapter is a condensed literature review of social capital and the socioeconomic gradient 

in immigrant health. This chapter provides an overview of socioeconomic status and social 

capital to frame the background, overview of the problem and conceptual framework for the 

quantitative research study. The chapter concludes with an overview of future research 

directions.  

5.1 Background 

The last few decades have uncovered increasing evidence that socioeconomic factors 

such as education, income, and occupation are key contributors to differences in the health status 

of different groups (P. Braveman & Gottlieb, 2014). Low socioeconomic status is consistently 

associated with poor health and mortality outcomes for most groups, yet scholars have long 

sought to explain why this relationship appears to be distorted among immigrants, particularly 

those of Latin-American descent (Kaufman & Cooper, 2008). Immigrants tend to have better 

health and mortality outcomes than their non-immigrant socio-economic counterparts, yet the 

“protection” found among immigrants appears to decline in subsequent generations greater 

lengths of stay in the United States (Teruya & Bazargan-Hejazi, 2013; Marks, Ejesi, & García 

Coll, 2014). 
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Multiple explanations have been put forth to explain the “immigrant paradox.” Many 

studies point to the role of acculturation on immigrants based on their generational status and 

length of stay in this country (Zhang et al., 2012). These studies often rely on secondary data 

collected by national health surveys (Guarini et al., 2015; Lariscy, 2011), and typically rely on 

comparisons across simple measures of race/ethnicity or immigrant generation (as a proxy for 

acculturation) (Acevedo-Garcia et al., 2005; E. R. Hamilton et al., 2011). Due to the limitations 

in data collected within national or regional surveys, however, a reliance on secondary data 

offers limited knowledge about socioeconomic status beyond education or income. This offers 

limited insight into the complex ways in which immigrants navigate their political, economic and 

social barriers and how this influences their health. 

Social networks are important determinants of immigration flows and play a key role in 

social capital, which can include knowledge about how to navigate health care services (Waters 

& Jiménez, 2005). However, public health models broadly position “social determinants of 

health” as the broad set of nonmedical factors that can influence health, categorizing these along 

several lines including that of proximity to determinants at earlier points along causal pathways 

(upstream)—for example, polluted water as upstream to drinking contaminated water as 

downstream (P. Braveman et al., 2011). This shapes recommendations by creating a 

unidirectional focus on individual-level changes in behaviors/knowledge/attitudes, in contrast to 

influencing the mechanisms through which public policies, organizational practices and social 

structures shape access to health-promoting resources.  This framework is consistent with 

Svendsen and Svenden’s “troika” of social capital being examined through political science, 

economics, and sociology (J. M. Halstead & Deller, 2015). 
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5.2 Statement of the Problem 

Despite multiple cries for more nuanced and relevant measures of SES for health research 

that respond to the differences in groups that vary based on race/ethnicity and other factors 

(Braveman, Cubbin, Egerter, Marchi, & Metzler, 2013; Shavers, 2007), no study has yet 

presented a framework for measuring SES in in minority immigrant populations. The lack of 

attention to SES is particularly problematic in health research involving minority immigrant 

populations. Structurally, these populations are more alienated from the native-born and White 

majorities (Kao, 2004). However, immigration status is rarely measured directly due to legal and 

ethical considerations.  Without factoring in economic resources acquired through social capital, 

it is unclear whether existing measures have the capacity to (a) make accurate comparisons 

between the SES of immigrants and their native-born counterparts, and (b) capture the 

mechanisms through which SES impacts immigrant health. This paper sets out to explore SES 

and social capital among migrants.  

5.3 Socioeconomic Status (SES) 

Composite measures of socioeconomic status  are traditionally limited to measures of 

human capital--occupation, education, and income (Shavers, 2007)--each of which might vary in 

different ways in response to the influence of social capital among immigrants.  Some studies 

define SES as “the relative position of a family or individual in a hierarchical social structure 

based on their access to or control over wealth, prestige and power” while others view it as a 

“broad concept that refers to…the capacity to create or consume goods that are valued in our 

society” (Calixto & Anaya, 2014). Generally, studies tend to focus on a combination of power, 
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economic resources, and social prestige, with income or education as the most commonly used 

measures in the United States (Psaki et al., 2014). Despite this understanding of SES as a 

complex and multivalent concept, many studies utilize measures that conflate or confuse 

different aspects of SES-- for example, measuring income and education interchangeably, or 

using income as a proxy for wealth (P. A. Braveman et al., 2005)--which can obscure or 

exaggerate differences in socioeconomic status. 

Reviews of widely used measures of SES in health research documented a wide range of 

measurement tools (Andersson, 2015; P. A. Braveman et al., 2005). While most health studies 

tend to measure SES utilizing a single socioeconomic variable such as income, wealth, 

education, or occupation, some use composite indices measures or scales constructed from two 

or more variables or complex questionnaires with multiple domains (Andersson, 2015; Shavers, 

2007). These measures are utilized inconsistently across different countries—for example, 

occupation is used most frequently in Europe and rarely used in the United States, despite 

significant evidence pointing to the relationship between occupational grade and health (Psaki et 

al., 2014; Braveman et al., 2005). The inconsistency of measures used in both national and cross-

national health research creates unique challenges in documenting the comparative health status 

of different groups. 

Health researchers have generally measured SES in objective terms, yet a growing 

interest in the impact of subjective social status has led to a proliferation of studies focused on 

subjective measures of socioeconomic status (Präg et al., 2016). Cross-national studies have 

produced evidence that subjective SES measures are significantly related to measures of health 

and well-being. However, subjective SES is unable to explain cross-national variation in health 
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disparities (Präg et al., 2016) and individuals from different countries vary in their self-definition 

of socioeconomic status across time (Andersson, 2015). Most studies tend to measure SES at a 

single point in time  (Dinwiddie et al., 2014), overlooking the significant influence of past 

socioeconomic experiences such as parental education (P. A. Braveman et al., 2005). 

Inconsistencies in the definition, conceptualization, and measurement of SES are further 

aggravated by the confounding of race and socioeconomic status. Significant variation exists in 

net worth and job status of different racial/ethnic groups, yet both race and socioeconomic status 

are independent predictors of health status (LaVeist, 2005). This may be, in part, due to key 

differences in the physical, social or service environments of a person’s neighborhood, which in 

turn leads to a differential impact on socioeconomic opportunities (P. A. Braveman et al., 2005). 

Latin-Americans, despite their general classification as an ethnic, cultural and legal group, also 

experience different health outcomes depending on their socially assigned race, with studies 

identifying a “White advantage” in health status for those who consider themselves Hispanic but 

are socially considered to be White (Vargas et al., 2014). 

As noted, socioeconomic status can be conceptualized and measured in multiple ways, 

which has led to significant inconsistencies in the definitions, variables and tools used in health 

disparities research. Experts disagree on the utility of objective and subjective measures as well 

as the applicability of these measures in comparative research on different racial/ethnic groups. 

We have further noted that different dimensions of socioeconomic status (e.g., occupation, 

income and education) can manifest themselves in different ways among immigrant groups, 

largely part due to the influence of social capital. This suggests that the causal pathway between 

socioeconomic status and the health of immigrants differs from that of their U.S.-born 
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counterparts. Based on this evidence, it seems reasonable to consider how social capital could be 

factored into measures of socioeconomic status for immigrants. 

5.3.1 Immigration Status 

Immigration status has a significant influence on the accumulation of human capital, the 

combination of knowledge, experience, skills and competencies that a person develops 

throughout their life and translates into economic value, regardless of whether it is acquired 

formally or informally. This occurs through U.S. institutions that regulate and impact access to 

political, economic, and social resources: social policy, immigration policy and labor policy. In 

contrast to undocumented immigrants, immigrants with lawful status (e.g., naturalized U.S. 

citizens, lawful permanent residents, people with DACA) possess a political and legal identity 

that provides greater access to U.S.-based institutions in sectors such as education, finance, and 

labor. Through their access to U.S. institutions critical to the development of human capital such 

as universities, employment, and financial credit systems, immigrants with lawful status may 

have higher opportunity to acquire higher education, financial services, wage-earning income, 

childcare, and transportation, all of which translate to economic value in the formal U.S. 

economy (formal human capital).   

Immigrants that lack access to U.S. institutions for education, income and labor still must 

live in an economy in which healthcare is very restricted for those that don’t have lawful access. 

Immigrants without lawful status are less likely to acquire formal human capital through higher 

education, financial services, wage-earning income, and personal loans. This, in turn, limits their 

household’s ability to access human capital resources in the formal economy, such as vocational 

training, wage employment, licensed childcare providers, or mortgage and car loans and other 
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forms of credit. However, coethnic immigrant communities are not homogenous. Within their 

own communities, immigrants possess varying levels of human capital and social capital upon 

arrival in the United States. This can include political and economic resources such as fluency 

upon arrival, family members with lawful status already present in the United States, age upon 

arrival, higher education of family members in host country, prior training in a trade, education 

upon arrival, length of time in country, or location of formal education (Edberg et al., 2011; M. 

Li, 2016; Lim & Morshed, 2019). Collectively, these resources can translate into social networks 

that provide differential access to U.S. institutions as well as informal human capital.  

5.3.2 Social Capital and Human Capital  

Social Capital and Employment. Through their social support networks, immigrants 

can significantly shape occupational status by sharing information such as job opportunities, 

transportation, or living arrangements (Garip, 2008). Immigrants frequently engage in 

entrepreneurial activities within their co-ethnic communities (Kesler & Hout, 2010), creating 

ethnic and linguistic niches with strong occupational concentration (Liu & van Holm, 2019; 

Mouw & Chavez, 2012). Within these spaces, families provide an inexpensive labor pool and 

financial resources to enable the development of small businesses and employment opportunities 

(J. M. Sanders & Nee, 1996). Immigrant networks can also share information on how to register 

their business as a trade name (Doing Business As, or DBA), which permits them to conduct 

business under a different identity from their own personal name and secure a federal tax ID 

number to comply with applicable tax guidelines (Matthews & Liguori, 2021). 

Immigrants with lawful status still form a significant proportion of laborers in higher-risk 

work such as construction, agricultural and day labor (Díaz Fuentes et al., 2016). Reasons for 
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unemployment may vary as well, since longer unemployment durations may be associated with 

lower community trust (Keita & Valette, 2019; Morales, 2016), while self-employment in the 

informal economy is often associated with higher job satisfaction (Binder & Coad, 2016). 

Employees in the formal economy often make a trade-off between job security and occupational 

safety (Díaz Fuentes et al., 2016).  

Immigrants also contribute to day labor markets in urban areas, an economic adaptation 

that has been largely unexplored but likely carried over from seasonal agricultural work in their 

countries of origin (Valenzuela, 2003). Further, while immigrants tend to occupy positions 

associated with lower social status than the native-born, social capital has been shown to have a 

positive effect on the knowledge and skills that they bring to their occupation (Sanders, 1996).  

Evidence suggests that social support can even enhance the protective effects of health insurance, 

leading to better health outcomes for insured family members and contributing to overall family 

health (Richter et al., 2015).  

Social Capital and Income. Studies reveal that social capital is similar to income or 

wealth in its impact on the health of immigrants (OECD & IRDES, 2010). Viewed as 

interdependent collective economies, immigrant social networks can mitigate the impact of lower 

incomes and reduce reliance on services in the formal market economy, depending instead on 

social networks for services such as childcare (Ryan, 2011), carpooling (Barajas, 2021), and peer 

lending (Kear, 2016). Among immigrants, income produced outside of the formal labor market is 

a significant share of total household income, while conventional measures tend to assume one 

job per worker and often obscure labor or self-employment in the informal economy (Tienda & 



 

137 

Raijman, 2000).. Existing measures of household income in national data sources are therefore 

likely to underestimate the income of many immigrant families (Kesler & Hout, 2010).  

Social Capital and Education. Education is often used as a proxy for social status (P. A. 

Braveman et al., 2005), yet this assumes that similar levels of education exert an equal influence 

on the social status of different groups. However, opportunities for educational attainment vary 

significantly across different countries. For example, a person who completes compulsory 

government education in Mexico would reach an education equivalent to the U.S. version of 9th 

grade, yet still be considered to have completed their basic education (Schwellnus, 2009). This 

could reasonably lead to a different set of social relationships and subjective social status than 

their U.S educational counterparts. Others point to the fact that education helps individuals 

develop skills through which they can grow their social networks (OECD & IRDES, 2010), and 

evidence suggests that the increase in earnings associated with immigrant educational programs 

is higher than that of comparable natives (Ferrer & Riddell, 2008). Immigrants with less formal 

education also tend to be more receptive than non-immigrants to information from informal 

sources as their peer networks, radio, and television (Clayman et al., 2010), all of which point to 

potentially different pathways through which education impacts health. 

Understanding how social capital influences the relationship between education and 

health is also key to a more nuanced understanding of immigrant health. While social capital 

may contribute directly to the educational outcomes of immigrant youth (Kao, 2004), its impact 

on immigrant health may be a result of its influence on social status and knowledge 

dissemination. By relying on their social networks for information, immigrants may reduce their 

dependence on formal knowledge acquired through the educational system. Immigrants may also 
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experience a higher degree of education-related social status among their peers than they would 

among the native-born, which might influence their health in a manner similar to measures of 

subjective social standing. A measure of socioeconomic status that accounted for differences in 

experiences of education might therefore seek to apply a weighted system that accounted for 

subjective social status and health-information-seeking behavior.  

5.4 Conceptualization of Social Capital 

Recent migrants are highly dependent on resources acquired through their social 

networks rather than through a market economy of exchange based on income (O’Doherty et al., 

2017). This larger web of relationships, characterized by mutual obligations and expectations, 

information channels and social norms, collectively generates value defined as social capital 

(Kao, 2004).  Bordieu advanced the idea that social exchanges should be considered beyond a 

self-interested conceptualization, but also examined for their economic value, concluding that 

social exchanges should be included in ideas of “capital and all their forms” (O’Shea & 

Richardson, 1987).  

Scholars disagree on the individual and collective nature of social capital (Hilfinger 

Messias et al., 2015),  (Keeley, 2007), its dimensions (Pinxten & Lievens, 2014), and its 

measurement (Glaeser et al., 2002). Despite these areas of disagreement, studies have 

consistently identified social capital as a protective mechanism that influences various health 

outcomes (Miller et al., 2006; Pevalin & Rose, 2003; Szreter & Woolcock, 2004b) (O’Doherty et 

al., 2017).  At the same time, most assume that social capital exerts a positive influence on health 

(Moore & Kawachi, 2017), while recent evidence suggests the possibility of a negative 

relationship between social capital and health (i.e., exchanging wrong information or promoting 
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unhealthy behaviors) (O’Doherty et al., 2017). Empirically, this means that social capital must be 

defined in a way that permits for both positive and negative relationships to emerge.  

Some note that that social capital can be episodic and potentially harmful, urging caution 

when considering policy recommendations based on this concept (Cheong et al., 2007; 

Villalonga-Olives & Kawachi, 2017). (Gericke et al., 2018; Peterson & Crittenden, 2020; 

Tegegne, 2016). Programs designed to improve social capital may have an influence on health, 

but without taking into consideration the broader structural factors that contribute to the health of 

immigrants, they are unlikely to make a significant impact on health inequities. In a practical 

sense, a positioning of social capital as an individual, rather than collective, property allows for 

the creation of aggregate measures that can be subsequently explored alongside community-level 

indicators such as city, county or state policy indicators of healthcare access, political opinion, 

etc. (Gericke et al., 2018; Peterson & Crittenden, 2020; Tegegne, Given the abundance of 

definitions of social capital, it is important to clearly delineate the most appropriate concept to 

include in a framework of the impact of socioeconomic status and social capital on immigrant 

health (Keeley, 2007).   

5.4.1 Dimensions of Social Capital 

Social capital is conceptualized across three different dimensions: bridging, linking, and 

linking. The distinction is based on the degree of homogeneity between individuals connected 

through social networks in terms of their social identity and position in the social hierarchy 

(Johnson et al., 2017).  

 Bridging Social Capital. Through their education, labor, and income-generating 

activities in the formal economy, immigrants with lawful status develop social ties with diverse 
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groups and individuals outside of their immediate neighborhood or coethnic community 

(bridging social capital) (Johnson et al., 2017). Bridging social capital is captured by 

heterogeneity across social identities and is inclusive of community-based organizations within 

neighborhoods such as churches, social services organizations, and schools.  Immigrants with 

higher levels of bridging social capital--such as direct relationships with employers, U.S.-born 

children with knowledge of the educational system, or membership in social networks with 

members across different professions--can leverage these relationships for coethnic community 

members. However, immigrants with high levels of bridging social capital may be more likely to 

socialize within social networks generated through their education or employment rather than 

their coethnic communities, thus limiting their reliance on bonding social capital for access to 

health-promoting resources (Danes et al., 2009; Iwase et al., 2012; Lancee, 2016). 

 Linking Social Capital. Immigrants can also develop linking social capital, social ties 

with institutional agents that are well-positioned to provide key forms of social and institutional 

support across diverse networks, organizational and community settings (Stanton-Salazar, 2011). 

Linking social capital is characterized by vertical relationships within the social hierarchy, 

including law enforcement and government officials at local, state and federal levels (Carrillo-

Álvarez et al., 2019).  

Bonding Social Capital. Bonding social capital is characterized by homogeneity in 

social identity across race/ethnicity, social and economic levels, etc., to include friends, family 

members, neighbors, and coworkers. Social networks, particularly relationships among peers 

within immigrant communities, become a critical way of for immigrants to access resources 

outside of the formal economy. These resources, which occur without the confines of significant 
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regulation by U.S. political and economic institutions, may include informal work training, 

entrepreneurial activities, non-wage employment in coethnic businesses (Raijman & Tienda, 

2000), inter-personal loans, and family-based childcare and transportation (informal human 

capital). In contrast to immigrants who rely on formal human capital to access resources in the 

formal economy, immigrants with reduced access to U.S. institutions are much more reliant on 

their intimate social networks to acquire informal human capital.  

Immigrants with lower levels of human capital may be more reliant on their coethnic 

networks for health-maintaining resources. With less access to resources in the formal economy, 

these immigrants may also turn to unregulated forms of health care, such as community-based 

alternative medicine providers and medications without a prescription. Social networks among 

immigrants at lower socioeconomic levels relative to their coethnic communities can reinforce 

barriers to health such as a distrust of healthcare system, limited knowledge of healthy lifestyle 

choices, or negative attitudes about the value of preventive care (Jenkins et al., 1996; Vargas 

Bustamante et al., 2010). Over time, this can impact health as inadequate responses to emerging 

health needs outweigh the positive health of impact of psychological support or access to 

economic resources.  

Scholars have also pointed a tendency to idealize the role of social capital for migrants 

without expanding on its various properties or potentially harmful impacts. For example, 

refugees that access employment through bridging social capital are more likely to secure high-

skilled employment opportunities than those who obtain employment through bonding social 

capital, which often leads to low-skilled work or underemployment (Horak et al., 2020; 

Villalonga-Olives & Kawachi, 2017). Immigrants may also have family members reliant on their 
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remittances, particularly if these are older adults or individuals with high levels of health care. 

This may create additional economic and psychological stress, particularly in times of family 

illness as immigration status or minimal access to human capital can minimize their ability to 

provide more direct support (Newman et al., 2018).  

5.4.2 Properties of Social Capital 

Social capital is also distinguished across its various properties: relational, cognitive, and 

structural. Relational social capital refers to direct relationships with individuals that can provide 

economic or social support (Morales, 2016). Cognitive refers to shared understandings, values 

and norms including general trust (Johnson et al., 2017). Finally, structural refers to participation 

in formal social networks, associations, and other forms of social, civic or political engagement. 

Cumulatively, these properties of social capital can be shared or obtained through different social 

mechanisms--for example, relationships with individuals embedded in healthcare organizations, 

social interactions that generate implicit knowledge of how to navigate the healthcare system, 

and networks that yield access to exercise facilities or healthy food resources (Parvanov & 

Petkova, 2019).  

While social capital can be measured at both individual and collective levels, aggregate-

level data must reflect categorizations that are reflective of community identities (e.g., 

distinctions in ethnic composition of neighborhoods) rather than bureaucratic categories such as 

zip codes or administrative regions. A conceptual framework for measurement of individual-

level social capital is presented in Figure 5. In keeping with other approaches, this conceptual 

framework recognizes uncertainty as a norm, focusing social capital as a dynamic process that is 
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embedded within specific social and institutional environments, and therefore cannot simply be 

measured as an individual trait or as an “essentialist” concept (Keck & Sakdapolrak, 2013).  

 

Figure 5: Theoretical dimensions and properties of social capital 

5.4.3 Social Capital and Other Social Determinants of Health 

Beyond socioeconomic status and social capital, the healthcare access of recently arrived 

immigrants to the United States is shaped by many components. In addition to federally-defined 

immigration and social statutes, state and local policies and organizational practices shape 

structural access to housing, childcare, transportation, healthcare, and health insurance. 

Community attitudes may reflect ideas about immigrant worthiness for receiving healthcare 

services, healthcare as a reason or incentive for immigration (Pourat et al., 2014), or the 

responsibilities of federal vs local governments to provide health care (Viladrich, 2012). This 

may also tie into ideas of religiosity (Modell & Kardia, 2020), and community knowledge about 

the effects of immigration on the economic well-being of the native-born (Adler et al., 1994). 

At the individual level, health behaviors can also contribute to poor health through 

inactivity and poor nutrition and frequent use of tobacco (Pampel et al., 2010), alcohol (Warner 

et al., 2010), and other illegal or unauthorized substances . Broadly, these components translate 
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into scopes of practice that align with multi-level community health promotion efforts driven by 

theoretical frameworks such as the social-ecological model of health promotion (Figure 7) or 

practice-driven frameworks such as the Spectrum of Prevention, illustrated in Figure 6 (Barnard, 

2020; Cohen & Swift, 1999; Fitzsimons, 2017).  

 

Figure 6: Spectrum of Prevention, developed by The Prevention Institute 

5.5 Discussion 

This paper asserts that it is possible to develop a measure of socioeconomic status that 

accounts for the influence of social capital on immigrant health. The utility of such a measure 

lies in its ability to predict key health outcomes and, in doing so, to bring a new perspective to 

the highly-contested immigrant paradox that describes immigrants with better health outcomes 

than their native-born counterparts, despite what appears to be a lower socioeconomic status. In 

many ways, efforts to develop a more comprehensive measures of SES efforts mirror the recent 

development of the U.S. Census’s Supplemental Poverty Measure, a process created under the 

Obama Administration to provide a more complex and nuanced picture of a family’s assets and 

expenses than the Federal Poverty Line alone could provide (Census Bureau, 2019). It is this 
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author’s premise that a more sophisticated measure of SES could allow researchers to reconsider 

their understanding of the immigrant paradox and the literature that seeks to explain its 

existence. While this paper does not make the claim that the immigrant paradox does not exist, it 

presents a clear argument that current measures of socioeconomic status are not as reliable 

among immigrant groups than among the native-born, and points to possible pathways through 

which these differences could be captured.  

Even with a comprehensive review of the literature that maps out the breadth of social 

capital and its relationship to socioeconomic status and immigrant health, it is no easy task to 

sort through these varied mechanisms to identify the most appropriate ones to include in a more 

robust, theoretically-grounded measure of socioeconomic status. Such a process necessitates 

operationalization of these concepts into quantifiable variables, integrating them with existing 

measures of SES, and piloting new measures among immigrant groups.  

 

Figure 7: Social-ecological model of health promotion 
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5.6 Summary 

This chapter addresses the socioeconomic gradient in immigrant health by exploring 

immigration status and social capital as key considerations in measurement and development of 

health-promoting research and practice. This paper also seeks to draw attention to the importance 

of understanding how researchers approach the study of health disparities affecting minority and 

immigrant populations. A critical examination of the measures used in comparative health 

research challenges scholars to consider the different pathways through which socio-economic 

factors impact health and underscores the ethical commitment of health disparities researchers to 

consider the relevance and implications of their work. Given the reliance on existing data from 

national population health surveys to test the assumptions of the immigrant paradox, any 

immigrant-specific measure of SES with limited application to a large, representative sample of 

immigrants would likely hold little appeal to both researchers and practitioners. Understanding 

the mechanisms through which socioeconomic status influences immigrant health can allow 

scholars to address the needs of immigrant populations and advocate more effectively for 

programs and policies that seek to advance the health of all people.  
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CHAPTER 6 

QUANTITATIVE STUDY METHODS AND RESULTS 

 The previous chapter provided a condensed literature review of social capital and the 

socioeconomic gradient in immigrant health. This included an overview of the problem, problem 

statement, background, and conceptual framework for the quantitative research study, 

concluding with a discussion of implications for research. The present chapter the quantitative 

research questions, methods, results, and discussion for the quantitative research study. This 

chapter also presents a discussion of results, conclusions, and practice implications. 

6.1 Overview 

This exploratory, cross-sectional survey research study explores the resilience of immigrants 

through social capital, the distribution of health status across political and socioeconomic 

characteristics, and the association between social capital and improved health. To capture this 

information, this study is driven by the following research questions: 

1. How does health vary among immigrants, based on individual and structural predictors of 

political and socioeconomic status? 

2. How are components of social capital associated with health among immigrants? 

3. How are components of social capital associated with health in immigrant families, once 

socioeconomic status, individual determinants of health, and structural determinants of 

health are taken into account? 
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6.2 Methods 

6.2.1 Participant Recruitment and Procedures 

This study uses data collected through an electronic survey instrument that incorporates 

various measures of health-related quality of life, socioeconomic status and social determinants 

of health identified in the literature. A panel of experts including graduate students, community 

members and professionals reviewed the instrument and provided feedback on translation, 

comprehension, and measures. The survey was provided in English and Spanish. I conducted all 

Spanish translations as a native Spanish speaker, and these translations were in turn reviewed by 

a panel of experts. Feedback was integrated into the final instrument, which was then distributed 

through Qualtrics survey software.  

Participant recruitment took place through email and electronic flyers between December 

2020 and April 2021 through a convenience sample of participants in various academic, 

professional, civic, organizational, and informal networks inclusive of immigrant health. 

Invitations to participate were shared through email distribution lists, social media messaging, 

and flyer distribution. Eligibility participants self-identified as immigrants or children of 

immigrants and were over 18 years of age. Informed consent was obtained through a series of 

questions at the beginning of the interview, with four comprehension questions which permitted 

participants to pause the survey to review the Informed Consent language and contact the 

researcher with any questions. After providing consent, participants were given the option to 

view the survey questions in English or Spanish.  

The research protocol was approved by the Institutional Review Board at The University 

of Texas at Dallas. 



 

149 

6.2.2 Measures 

Health-Related Quality of Life (HRQOL). The dependent variable was health-related 

quality of life, measured through the CDC’s HRQOL 4 items (Centers for Disease Control and 

Prevention (CDC), 2018). HRQOL is a widely used population health measure of self-reported 

quality of life that allows for a multi-dimensional comparison of relative, physical, mental, and 

functional health and well-being rather than focusing on specific health outcomes (i.e., mortality, 

chronic health conditions). Self-rated health is particularly appropriate for examining the 

relationship between social status and health, since self-rated health is often a reflection of 

relative social status which shapes psychological factors related to health (Giatti et al., 2012).  

HRQOL is captured through the CDC’s “Healthy Days” Measures, a widely-used 

measure of well-being in population health (Antol et al., 2018; Barile et al., 2017; C. Li et al., 

2007) which consists of  four questions. The first question measured self-rated health:  “Would 

you say that in general your health is—poor, fair, good, very good, excellent?.” Based on 

recommendations from previous studies with Spanish-speaking populations, the Spanish 

translation of the answer choice “fair” used the phrase “mas o menos” as opposed to the 

conventional term “regular,” since the Spanish word “regular” provides more positive 

connotations and may downwardly bias estimates of self-reported health (Santos-Lozada et al., 

1234; Viruell-Fuentes et al., 2011).  

Self-rated health is typically dichotomized into “Excellent, Very Good, and Good” and 

“Fair or Poor,” a measure which has strong predictive validity for mortality and morbidity 

(Bostean, 2013; Fujishiro et al., 2010; Inaba et al., 2015; Vincens et al., 2018b). Rarely is 

HRQOL grouped into a single measure through factor analysis or other means (Yin et al., 2016), 
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which can erase critical differences among immigrant groups such as longitudinal changes in 

self-rated health status due to changes in reference groups. Dichotomization assumes a constant 

effect for each category of self-reported health, helping to balance low numbers of respondents at 

extreme ends of the scale (i.e., those reporting poor health). At the same time, dichotomization of 

ordinal measures may also reduce within-category variation and assumes that there is enough 

similarity between those reporting Fair or Poor and those reporting Excellent, Very Good and 

Good to be grouped together (Zhou et al., 2014).  

The remaining three measures of HRQOL are based on count data of physically healthy 

days (“Now thinking about your physical health which includes physical illness and injury, for 

how many days during the past 30 days was your physical health not good?”), mentally 

unhealthy days (“Now thinking about your mental health, which includes stress, depression, and 

problems with emotions, for how many days during the past 30 days was your mental health not 

good?”), and frequent limited activity days (“During the past 30 days, for about how many days 

did poor physical or mental health keep you from doing your usual activities, such as self-care, 

work or recreation?”) (Centers for Disease Control and Prevention, 2018). Some studies apply 

Poisson regression to count data, or negative binomial regression in the case of overdispersed 

data. However, even negative binomial regression has not able to address the problem of excess 

zeros (Antol et al., 2018; J. J. Lee & Zhou, 2020). To maintain comparability with previous 

studies, all three count measures were dichotomized into frequent physical distress, frequent 

mental distress, and frequent activity limitations, respectively, with frequency established by ≥14  

days.   The 14-day minimum period is often used as a marker for clinical depression and anxiety 
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disorders, and longer durations of symptoms are also associated with more frequent activity 

limitations (H.-Y. Chen et al., 2011).   

Social Capital. The survey instrument incorporated a total of forty-two (42) measures of 

social capital. First, a core set of questions were developed across the structural, cognitive and 

relational properties of social capital. To ensure a distinction between the bonding, bridging, and 

linking properties of social capital, each property of social capital was measured around different 

sets of stakeholders based on degrees of homogeneity (see Table 4). This is a critical lens to 

ensure translation of research results into a public health context, as this presumes that social 

capital can be influenced by both organizational gatekeepers (bridging) and structures of health 

and human service delivery (linking),in addition to more intimate social spaces (bonding) 

(Acevedo-Garcia et al., 2012).  

To capture bridging social capital, I asked participants to consider community 

organizations including churches, grocery stores, local businesses, social service organizations, 

health and mental health organizations, schools, and universities. With this understanding in 

mind, questions were framed around cognitive social capital (e.g., “Questions were similarly 

repeated for linking social capital (local government, state government, federal government, and 

law enforcement) and bonding social capital (friends, family mebers, neighbors, and coworkers). 

Structural Social Capital. Structural social capital refers to participation in formal social 

networks, associations, and other forms of social, civic or political engagement., and was 

measured through the question, “Thinking of the past three years, how often have you 

participated in the following from 1 (never) to 5 (very often) …sports, religious gatherings, 

cultural activities, personal celebrations, community clubs, volunteering, attending a university-
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structured events; voting, notifying the police about a local problem, joining together with 

neighbors to address a problem.” 

 Cognitive Social Capital. Cognitive social capital refers to general trust, shared values 

around health, and sense of belonging (Johnson et al., 2017).”At bridging and linking levels, 

general trust was captured through the question: “To what extent would you agree with the 

following, from 1 (strongly disagree) to 5 (strongly agree):  I can trust most people in…” Shared 

health values were measured through the question, “What impact does of each of the following 

[organizations/types of government] have on the health of your community, from 1 (very 

negative) to 5 (very positive)?” (Carman, Chanrda, Weilant, Miller & Tait, 2019). A sense of 

belonging was captured through anticipated linguistic access: “For each of the following places, 

would you say that you can trust most people to speak your preferred language, from (1) never to 

5 (every time) …” 

To capture distinct features of bonding-level aspects of social capital, general trust was 

captured through two questions with altered wording: “From 1 (never) to 5 (every time), do you 

know any people in y our friends or family that can provide you with personal support when you 

need it to…provide emotional or psychological support,” and  “From 1 (never) to 5 (every time), 

do you know any people in your friends or family that can provide you with personal support 

when you need it to…help you with other personal problems or crises in your life.” Shared 

health values with family and friends, neighbors, and coworkers (bonding dimension) were 

measured through the questions, “What is the overall impact of family and friends on your 

health, from 1 (very negative) to 5 (very positive)?; “My neighbors make it difficult to stay 

healthy, from 1 (strongly disagree) to 5 (strongly agree);” and “The people I work with make it 
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difficult to stay healthy, from 1 (strongly disagree) to 5 (strongly agree).” Finally, a sense of 

belonging was captured through  two questions specific to neighbors and coworkers, 

respectively: “From 1 (strongly disagree) to 5 (strongly agree)…People in this neighborhood [at 

work] generally don’t’ get along with each other.” and  “From 1 (strongly disagree) to 5 

(strongly agree)…Living in my neighborhood is like living with a group of close friends.” 

Table 4: Dimensions of Social Capital, broad categorization, and survey measures* 

 

Linking Social Capital Bridging  Social Capital Bonding Social Capital 

Public agencies Community-based  

organizations (CBOs) 

 

Intimate social spaces 

Local government 

State government 

Federal government 

Law enforcement 

Churches 

Grocery stores 

Local businesses 

Social services 

Healthcare  

Mental health 

Schools 

Universities 

Friends 

Family members 

Neighbors 

Coworkers 

Socioeconomic Status. Descriptors of socioeconomic status are grouped according to 

political status, economic status, and social status.  

Political Status. Political measures of social status include lawful immigration status, 

nationality, and US state of residence. Global region of birth is identified by the two most 

prevalent countries of birth (United State and Mexico), as well as global regions including South 

America, Eastern Asia, Europe and Russia, Caribbean, Central America, and Africa/Middle East. 

Similarly, US state of residence is narrowed into five categories: Texas, California, New York, 

Illinois and all other states.  For ease of statistical analysis, political status and nationality are 

combined within a single measure of immigration status with five dimensions: U.S.-born citizen, 

naturalized citizen, lawful permanent resident (LPR) <5 years, LPR >=5 years, and no lawful 



 

154 

status reported. This measure allows for variation in political status and cultural integration, as 

foreign-born individuals who acquire naturalized citizenship are likely to vary in their alignment 

with the dominant values, customs and cultural norms associated with U.S. citizenship (Pérez 

Huber, 2015).  This measure also considers eligibility for public benefits by applying statutory 

distinctions of  “qualified” and “not qualified immigrants” based on the length of LPR status 

(>=5 years). LPRs who otherwise meet all eligibility requirements may be statutorily barred 

from accessing benefits such as Medicaid or Supplemental Nutrition Assistance Program 

(SNAP) benefits. This creates a significantly different context for safety net providers in 

communities with large numbers of not qualified immigrants, which can lead to different patterns 

of healthcare consumption and is considered by some a form of structural discrimination 

(Acevedo-Garcia et al., 2021). Humanitarian immigrants (e.g., refugees and political asylees) are 

automatically eligible for public benefits based on their immigration status, but this occurs as a 

result of their political status and may therefore include individuals with greater access to 

education or income who are also less likely to dependent on public benefits over the long-term.  

Economic Status. Measures of economic status include annual wage-earning income, 

employment status, parental and household educational attainment, health insurance type, and 

linguistic acculturation. Income is grouped into three categories: Less than $40,000, Between 

$40,000 and $80,000 and greater than $80,000. Employment is measured in terms of full-time 

employment, part-time employment, full-time student status, no current employment, retired, 

seasonally employed, and self-employed.  Personal, paternal and maternal educational attainment 

is measured as less than high school, high school or equivalent, some college, bachelor’s degree, 

or graduate school.  
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Due to a software error, highest education was only collected for foreign-born 

participants, excluding responses from those born in the United States. Highest education is 

therefore not reported in descriptive statistics. However, given the conceptual importance of 

capturing educational attainment as a measure of SES, to ensure the inclusion of educational 

attainment in statistical analyses, I developed an index score for household educational 

attainment through factor analysis through a factor analysis test, applying broadly-accepted 

criteria to ensure sufficient variation among the measures (Shrestha, 2021). Four measures were 

combined into a single index score, including: measures of paternal and maternal educational 

attainment, as these are significant predictors of children’s insurance status (Borja et al., 2021; 

Fritzell & Gähler, 2016); current household college enrollment (“Including yourself, is anybody 

in your household currently enrolled in a college, university or formal training program? a. Yes, 

one person; b. Yes, more than one person; c. No, nobody”), and other household college graduate 

(“Not including yourself, does anybody in your household have a college or university degree? a. 

Yes, one person; b. Yes, more than one person; c. No, nobody”). Continuous values were then 

trichotomized for ease of interpretation, distinguishing between “low,” “average” (reference 

group), and “high” household educational attainment (Merlo et al., 2018). 

Social Status. Social status is captured through measures of race and ethnicity, age, 

gender and marital status. To measure race and ethnicity, I adapted the Race/Ethnicity Lived 

Experience scale (Garcia et al., 2015) and developed two measures to contextualizes race and 

ethnicity as a lived experience including both self-identified and ascribed Hispanic ethnicity, 

while also addressing within-group discrimination based on skin color (Córdova & Cervantes, 

2010). Race, self-identified ethnicity and Hispanic ethnicity were combined into a single 
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measure of race/ethnicity that includes: White non-Hispanic, Hispanic ascribed non-Hispanic, 

Hispanic ascribed Hispanic, Asian American, Middle Eastern or Arab, and Black or African-

American. Ascription as Hispanic or non-Hispanic is often an antecedent to ascribed race and 

experiences of discrimination. (Garcia et al., 2015). This measure accounts for the intersectional 

impact of self-reported and ascribed Hispanic ethnicity, whereas dissonance or concordance 

between these two categories social disadvantages may or may not be associated with health 

status (Vargas et al., 2014). Phenotypic variations associated with race and ethnicity are 

considered through measures of skin color, a significant mechanism through which individuals in 

the United States may experience disparities (Graham et al., 2014; Vargas et al., 2014). Skin 

color is measured through images of five individuals of varied skin color drawn from a palette 

reflective of Spanish European phenotypic groupings in popular use to this day (Dixon & Telles, 

2017), reflecting the Latinized environment of immigration in the United States. Options ranges 

from 1 to 5, summarized by phenotypic description and European-derived popular descriptor: 

very light (white), light (mestizo), medium (indigenous), dark (mulatto) and very dark (black). 

For ease of interpretation, skin color is trichotomized into Light or Very light, Medium, and Dark 

or Very dark. 

Age is described in age cohorts of 18-29, 30-44, 45-59, and 60 and up.  Most Mexican 

immigrants arrive in the U.S. as young working adults and many return to their home country to 

retire, reflecting a skewed proportion of healthy adults that remain in the United States (Bostean, 

2013; E. R. Hamilton & Savinar, 2015; T. G. Hamilton, 2015). Gender includes male, female, 

and non-binary. Previous studies have identified significant gender differences in migration 

patterns (E. R. Hamilton, 2015) health risk behaviors (Schwartz et al., 2014), rates of lifetime 
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health disorders (Teruya & Bazargan-Hejazi, 2013), and decline in health across the lifespan 

(Gubernskaya, 2015). Marital status is described in terms of single, married, serious relationship 

or cohabitation, and divorced, widowed, or separated. Household size was also gathered in terms 

of the number of both adult (18+) and child household members. 

Marriage is generally associated with health benefits for married individuals and their 

children, although the protective benefits of marital happiness vary for groups of different 

education and income (H. Choi & Marks, 2013). Marriage itself may be a motivating factor for 

immigration (Schwartz et al., 2010) and a defining factor in a person’s eligibility for lawful 

immigration status . As Spanish speakers are particularly vulnerable to limited healthcare access, 

participants whose first language is not English may indicate limited family fluency in English 

(DuBard & Gizlice, 2008). Participants were asked to identify their first language as English, 

Spanish, or some other language, with the option to write-in their spoken language, as well as the 

primary language spoken with family or friends, respectively. Finally, since greater transnational 

movement can influence relative perceptions of health based on shifting reference groups (J. J. 

Lee & Zhou, 2020), to measure transnationalism participants were also asked to indicate if they 

had spent a significant amount of time outside of the U.S.in the last five years (>=6 months).  

Structural Determinants of Health. To further assess the relationship between social 

status and health in the presence of social determinants of health frequently captured in the 

literature, I collected measures of structural barriers of health. Structural determinants of health 

captured economic stressors, community safety and healthy food access. Participants indicated if, 

anytime in the last 12 months they or somebody in their household experienced the following 

stressors: missed a rent or housing payment, missed a health appointment due to childcare or 
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transportation barriers, missed work due to childcare or transportation barriers, worried about 

running out food. Community-level measures asked participants to report if they disagreed or 

strongly disagreed with feeling safe walking around in their neighborhood, feeling safe in 

neighborhood schools and parks, and easily accessing fresh fruits and vegetables. Participants 

also reported experiencing discrimination in healthcare or burdensome caregiving 

responsibilities.  

Individual Determinants of Health. Physical activity was captured through a single 

question asking the number of days over the past seven days that included vigorous physical 

activities including “heavy lifting, aerobics, Zumba, or fast walking.” This question presumes at 

least 10 minutes of activity for each daily activity to maintain consistency and was adapted from 

the International Physical Activity Questionnaire and is dichotomized with infrequent exercise as 

<3 days per week, consistent with past studies (P. H. Lee et al., 2011).  

Cigarette use over the past 12 months was measured as smoking cigarettes every day, 

some days, or not at all, then dichotomized into frequent cigarette use (some days, or every day) 

or infrequent cigarette use (not at all) (Centers for Disease Control and Prevention, 2021).  

Alcohol consumption over the past 12 months was captured through two questions to identify (1) 

frequently having a drink containing alcohol, or (2) having six or more drinks on one occasion 

(Kypri et al., 2016). Frequency options were: four or more times per week, two to three times per 

week, two to four times a month, monthly or less, or never. Frequent general use was measured 

as alcohol frequency of “four or more times a week” over the past 12 months. Frequent binge 

drinking was measured as “two to four times a month” over the past 12 months. The presence of 

either frequent general use or frequent binge drinking were combined into a new variable 
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indicating the presence or absence of risky alcohol use. Marijuana use and illegal or recreational 

drug use over the past 12 months, respectively, were dichotomized as frequent (>=4 times a 

week or 2-3 times per week) and infrequent (2-4 times a month, monthly or less, or never) 

(Centers for Disease Control and Prevention (CDC), 2018). Variables were dichotomized for 

comparability with previous studies (Castro & Coe, 2007; Gay & Buchner, 2014; Hearld et al., 

2015; Salas-Wright, Vaughn, et al., 2014),  

 To assess the association between social status and individual attitudes about health, the 

survey asked participants whether they are personally impacted not at all, not very much, some, 

or a lot by what happens to the sick and uninsured in their community. Responses were 

dichotomized with responses of “a lot” indicating a perceived health impact. Attitudes about 

religion/spirituality were assessed by asking participants to rate the importance of 

religion/spirituality in the choices they make about their health, from 1 (not at all important) to 5 

(extremely important). Responses were dichotomized with responses of 4 or 5 indicating high 

health religiosity. Participant self-efficacy, or confidence in making decisions about their health, 

was measured with a binary yes/no question asking if they felt confident asking their doctor 

questions about their healthcare. Finally, participants were asked to indicate their most trusted 

source of health information outside of healthcare providers, with the option to select books, 

government health websites, friends and family, neighbors, television, or social media. 

Participants were also given the option to select “other,” and a review of open-ended responses 

primarily included scientific articles. Responses were dichotomized to reflect formal sources of 

information (books, governments, health websites, scientific articles] versus informal sources 

[friends and family, neighbors, television, social media].  
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 Relational Social Capital.  Participants were asked to consider direct relationships with 

individuals that can provide economic or social support (Morales, 2016) At a bridging and 

linking level, this was accomplished through the single question, “Can you think of at least one 

person you trust that works in… (Yes/No) along with a listing of public agencies and community 

organizations. At a bonding level, participants identified if they had access to: (1) medical 

doctor, nurse, or other health care professional in either the United States or their home country, 

including themselves or a close family member or  friend; (2) a person who provided frequent 

reminders to exercise, from 1 (never) to 5 (very often); and (3) a person who could provide 

navigational services from 1(never) to 5 (every time) to translate important documents, interpret 

in important situations, and provide assistance with filling out documents, respectively  (Carman 

et al., 2019). To identify the reciprocal nature of neighborly and work-based relationships, 

participants also indicated whether people in their neighborhood or workplace, respectively, 

were generally willing to help each other, from 1 (strongly disagree) to 5 (strongly agree).  

6.2.3 Statistical Analysis 

Statistical analyses were performed using STATA version 16.1 (StataCorp). Given the 

micronumerocity of the sample size (n=291), missing responses values were multiply imputed. 

Unlike listwise deletion, multiple imputation (MI) preserves information from participants with 

incomplete answers and reduces biased estimates and conclusions when data are not missing 

completely at random (Zhao & Long, 2017). MI works well for small sample sizes with large 

numbers of parameters and has proved unbiased up to a 50% rate of missingness, outperforming 

similar techniques under different mechanisms and sample sizes (Gao & Lee, 2017).  MI is 

suitable for participant responses as patterns of missingness suggest that data that are missing not 
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at random, and the probability of missing data expends to some extent on the observed data 

(Wulff & Ejlskov, 2017). I used thirty MI replications using chained ordinal logistic and negative 

binomial regression equations for count data to account for overdispersion (Hoyle & 

Gottfredson, 2015); (Long & Johnson, 2014; Wulff & Ejlskov, 2017). Participant social and 

demographic characteristics were summarized by use of counts, proportions, and patterns of 

missingness. Descriptive measures include “immigration status” as captured by lawful 

immigration status, global region of birth, state of residence, race/ethnicity, skin color, current 

skin color, age, marital status, annual household income, and gender.  

To increase efficiency in measurement of the underlying latent constructs of social 

capital, I applied factor analysis across forty-six social capital measures to group observed 

variation in respect to its various dimensions (bonding, bridging, and linking) and properties 

(relational, cognitive, structural) (Szreter & Woolcock, 2004b). Factor analysis considers the 

pattern of joint variation of the items and the variance explained by each factor (Paiva et al., 

2014). This transformation regrouped social capital measures into a smaller number of 

components that contain a maximum of variation, while allowing for components to vary 

(Werner et al., 2014).To avoid common problems associated with the post-MI factor analysis, 

this process took place prior to multiple imputation (Nassiri et al., 2018; Tilling et al., 2016). To 

ensure the appropriateness of factor analysis, I performed Bartlett’s test for sphericity and 

calculated the Kaiser-Meyer-Olkin Measure of Sampling Adequacy with a 0.60 cutoff (Shrestha, 

2021). I  also conducted a reliability analysis for all social capital measures to test that all 

analyses resulted in a Cronbach’s alpha greater than or equal to 0.5. I then applied Stata’s 

principal factor analysis to estimate the covariance matrix of all forty-six social capital 
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parameters with oblique rotation to allow for correlation among components, setting a minimum 

eigenvalue of 1 and a cut-off loading factor of 0.4(Adjaye-Gbewonyo et al., 2019).  

Based on the results of the exploratory factor analysis, I developed a continuous set of 

measures for resulting components. To facilitate interpretation, I developed trichotomized 

measures of social reflecting low, average, or high social capital. Next, I used multiply imputed 

data to run two sets of univariate logistic regression models against each respective set of social 

capital measures, regressing each set of measures against dichotomized HRQOL measures to 

produce unadjusted odds ratios and confidence intervals. All four core measures of the CDC’s 

Health-Related Quality of Life scale were dichotomized according to widely accepted practice 

(C. Li et al., 2007). This includes dichotomization of self-rated health according to poor/self-

rated health and good/very good/excellent health, as well as a 14-day cutoff value to establish 

frequent physical distress, frequent mental distress, and frequent limited activity days, which 

generally aligns with the upper 10-15% of the distribution for the healthy days measure (Santos-

Lozada & Martinez, 2018).  

Table 5: Ordinal logistic regression models according to categories of predictor variables* 

  

Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 

Base model (SES)        

Individual SDH  
  

     

Structural SDH 
  

     

Social Capital (SC) 
   

    

*Models developed according to predictors of socioeconomic status (SES), individual social determinants of health (SDH), 

structural SDH, and social capital (SC), with grayed sections indicating predictors were not included in the corresponding model 

To identify statistically significant measures for a base model of socioeconomic status for 

multivariate analyses, I regressed all four HRQOL dichotomized measures against measures of 
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race/ethnicity, skin color, gender, household education, age, marital status, number of adults in 

the home (dichotomized as >=3 and <3 based on the upper tertile in response frequency), number 

of children in the home (dichotomized as >=1 and <1 based on the upper tertile in response 

frequency), annual income, immigration status, and uninsured status. Uninsured status is 

included in lieu of employment status, as it serves as a reliable measure to explain the economic 

impact of employment on healthcare access (Damianov & Pagán, 2013; H. Li et al., 2019; 

Vargas Bustamante et al., 2014). I also included measures of immigration status, 

transnationalism, first language, and primary language spoken with family and friends, 

respectively. Based on the reduced set of socioeconomic status measures as control, I then 

applied ordinal logistic modeling to regress self-rated health (Poor, Fair, Good, Very Good, 

Excellent) against measures of individual determinants of health, structural determinants of 

health, and social capital (Gallagher et al., 2016; Nichols Dauner & Wilmot, n.d.; Vargas et al., 

2014). I developed seven ordinal logistic regression models according to the following sets of 

variables (summarized in Table 5). 

(1) Model 1: SES base model 

(2) Model 2: Individual SD, including infrequent exercise, regular cigarette use, heavy 

alcohol use, regular illegal or recreational drug use, low health literacy, strong heath 

religiosity, personal connection with uninsured, reliance on non-scientific health 

information sources) 

(3) Model 3: Structural SDH, including limited healthy food access, discrimination in 

healthcare system, extended caregiving burden, housing insecurity, childcare insecurity, 

transportation insecurity, food insecurity, and delays in medical care due to costs. 
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(4) Model 4: Social capital, as measured through trichotomized measures of social capital 

components 

(5) Models 5-6 included Individual and Structural SDH, separately, in combination with 

social capital components 

(6) Model 7 combined Individual and Structural SDH within the same model, along with 

social capital components 

Table 6: Political and geographic participant characteristics* 

 Freq. Valid Percent Cum.   

Immigration Status         

U.S. citizen by birth 177 63.44 63.44   

U.S. citizen naturalized 49 17.56 81   

Lawful permanent resident (LPR) >5 years 20 7.17 88.17   

Lawful permanent resident (LPR) <5 years 8 2.87 91.04   

Deferred Action for Childhood Arrivals (DACA) 20 7.17 98.21   

Status unknown/withheld 5 1.79 100   

Total 279 100    

Missing 12     

Global region of birth         

United States 177 66.29 66.29   

Mexico 44 16.48 82.77   

South America 8 3 85.77   

Eastern Asia 10 3.75 89.51   

Europe and Russia 11 4.12 93.63   

Caribbean 4 1.5 95.13   

Central America 7 2.62 97.75   

African and Middle East 6 2.25 100   

Total 267 100    

Missing 24     

State of residence         

Texas 104 39.69 39.69   

California 49 18.7 58.4   

New York 13 4.96 63.36   

Illinois 12 4.58 67.94   

Other US state 84 32.06 100   

Total 262 100    

Missing 29     
*Frequency includes missing data, while percentages only include valid data 
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To test for multicollinearity among the independent variables, I examined the variance-

covariance matrix of each model based on the original data (Nguyen et al., 2021). I also used the 

variance inflation factor, which requires linear regression, which resulted in VIF scores below 

10, indicating no evidence of multicollinearity (C. G. Thompson et al., 2017). To test the 

proportional odds assumption that the relationship between all pairs of outcome groups is the 

same, I ran a likelihood ratio test and a Brant test, both of which were statistically insignificant, 

and determined this assumption was not violated (Story & Glanville, 2019). Finally, I repeated 

the statistical analyses with a dichotomized variable of self-rated health (results not included). 

This produced enlarged confidence intervals relative to the ordinal model, suggesting that the 

ordinal measure of self-rated health was better suited at minimizing sampling error. 

To evaluate goodness of fit among different models, I combined estimated regression 

coefficients and their standard errors using Rubin’s Rules, taking the average of the parameter 

estimates across all multiple imputations to develop one unbiased parameter estimate for each 

measure (Wulff & Ejlskov, 2017).  MI is not a maximum likelihood estimator, as it seeks to 

preserve, rather than reduce, uncertainty through stochastic variation. However, there is growing 

evidence that an application of Rubin’s Rules can be applied in conjunction with MI to aid in 

model selection through indices such as Akaike’s Information Criterion (AIC) and Bayesian 

Information Criterion (BIC). Both AIC and BIC are forms of penalized-likelihood criteria that 

introduce different sets of assumptions to compare goodness of fit across different models, with a 

smaller number indicating a better fit (Q. Chen & Wang, 2013; Musoro et al., 2014; Noghrehchi 

et al., 2021; Schomaker & Heumann, 2014).  
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Figure 8: Distribution of self-rated health among participants, by immigration status 

 

Finally, to provide a more intuitive interpretation of the substantive impact of immigration status 

on self-rated health, I calculated average marginal effects (AMEs) for immigration status. Unlike 

odds ratios, which reflect the ratio of the probability of differences in self-rated health for two 

groups, marginal effects are less sensitive to the inclusion of different sets of predictors and 

measure changes in self-rated health as a linear function of changes in the predictor variable 

while keeping other predictors constant (Carreras & Bowler, 2019; Norton et al., 2019). 

6.3 Results 

6.3.1 Participant Characteristics 

The sample population consisted of 291 individuals. Participant immigration status and 

global region of birth are provided in Table 6, with a distinction between U.S. citizens by birth 
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(i.e., U.S.-born children of immigrants) and naturalized U.S. citizens (i.e., foreign-born citizens). 

Figure 8 suggests a normal distribution of self-rated health across different immigration statuses.  

Table 7: Participant socioeconomic and demographic characteristics 

 

 Freq. Valid Percent   Freq. Valid Percent 

Race/Ethnicity      Age in years     

White 28 9.72  18 to 29 years old 123 42.27 

Hispanic, not ascribed  84 29.17  30 to 44 years old 136 46.74 

Hispanic, ascribed 81 28.13  45 to 64 years old 22 7.56 

Asian American 68 23.61  60 years old and up 10 3.44 

Middle Eastern, Arab 9 3.13  Total 291 100 

Black or African Amer. 18 6.25  Missing   
Total 288 100  Marital Status     

Missing 3   Married, live together 102 36.3 

Skin Color      Serious relationship 51 18.15 

Very light 111 39.08  Single, never married 109 38.79 

Light 119 41.9  Divorced/separated, widow 19 6.76 

Medium 34 11.97  Total 281 100 

Dark 11 3.87  Missing 10  
Very dark 9 3.17  Annual Household Income     

Total 284 100  Less than $40,000 57 22.8 

Missing 7   $40,000 to $79,999 69 27.6 

Work Situation      Over $80,000 124 49.6 

Employed full-time 137 54.15  Total 250 100 

Employed part-time 12 4.74  Missing 41  
Full-time student 68 26.88  Gender   
Retired 1 0.4  Male gender 41 20.92 

Seasonal work 2 0.79  Female gender 147 75 

Self-employed 13 5.14  Nonbinary gender 8 4.08 

Total 253 100  Total 196 100 

Missing 38   Missing 95  
*Frequency includes missing data, while percentages only include valid data 

 A summary of participant socioeconomic and demographic characteristics is included in 

Table 7. Consistent with best practices for MI, summary statistics for both valid and missing data 

are included (Wulff & Ejlskov, 2017). The majority (63.4%) of participants were U.S. citizens 

by birth, as opposed to 17.6% who are naturalized citizens. Around 7% have been permanent 

residents for over five years, 3% have been permanent residents for less than five years, 7% are 
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under the protection of Deferred Action for Childhood Arrivals (DACA), and less than 2% 

indicated “Don’t know/not sure” or “prefer not to answer.” 7% of participants indicated that they 

had protection through the Deferred Action for Childhood Arrival (DACA) program, and 14% 

indicated Other, Don’t know, or Prefer in response to their immigration status.  

 

Figure 9: Fitted regression lines between Poor or Fair self-rated health and social capital 

Participant nationality spanned across the globe. 16% of participants reported Mexican 

nationality. Participants reside mostly in Texas (39.7%) and California (18.7%). Around 75% of 

participants identified as female, 21% identified as male, and 4% identified as non-binary. 

Around 89% of participants were under the age of 44. The most prevalent racial/ethnic 

categories were Hispanic/not ascribed Hispanic (29%), Hispanic/ascribed Hispanic (28%) and 
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Asian (24%). Around 80% of participants reported very light or light skin color. 39% of 

participants are single and never married, while 54% are employed full-time and 27% are full-

time students. 56% of participants report employer-based health insurance and 16% report they 

currently lack healthcare coverage. About 50% report an annual income of over $80,000.  

Gender, the final question in the survey, reflected the highest rate of missingness (32.7%). 

Table 8: Unadjusted odds of poor HRQOL according to social capital components 

 

 Fair or Poor  
self-rated 

health+ 

Frequent 
physical 

distress++ 

Frequent mental 
distress++ 

Frequent 
activity 

limitations++ 

Trust in language access at 

CBOsa & government 

0.857 

[0.549,1.338] 

1.103 

[0.597,2.040] 

0.960 

[0.645,1.428] 

1.010 

[0.615,1.660] 
Trust in health impact of 

government 

0.749 

[0.477,1.175] 

0.683 

[0.363,1.287] 

0.425*** 

[0.274,0.661] 

0.517* 

[0.301,0.886] 

Structured involvement in 
neighborhood 

0.867 
[0.557,1.352] 

0.611 
[0.321,1.162] 

0.614* 
[0.407,0.925] 

0.591* 
[0.352,0.994] 

Trust in health impact of 

organizations 

0.590* 

[0.371,0.938] 

1.010 

[0.545,1.870] 

0.603* 

[0.399,0.911] 

0.823 

[0.498,1.359] 

Political involvement  0.772 
[0.493,1.210] 

0.599 
[0.315,1.140] 

0.499** 
[0.327,0.762] 

0.512* 

[0.300,0.874] 

Trusted person(s) for 

healthcare navigation 

1.000 

[0.642,1.559] 

0.821 

[0.442,1.524] 

0.740 

[0.496,1.105] 

1.000 

[0.610,1.639] 
Structured involvement in 

broader community 

1.530 

[0.971,2.411] 

1.628 

[0.854,3.105] 

1.560* 

[1.038,2.345] 

1.125 

[0.684,1.851] 
Unadjusted odds expressed as exponentiated coefficients; 95% confidence intervals in brackets 
+in contrast to Good, Very good, or Excellent; ++14 or more of the past 30 days 
a community-based organizations 

* p < 0.05, ** p < 0.01, *** p < 0.001 

 

6.3.2 Exploratory Factor Analysis 

The Kaiser-Meyer Olkin measure verified the sampling adequacy of social capital 

measures for the exploratory factor analysis, KMO=0.772. Bartlett’s test of sphericity χ2 (1035) = 

5148.3, p<0.001 indicated that the correlation structure was adequate for factor analysis. 

Principal factors analysis yielded a seven-factor solution, accounting for 92.02% of the variance 

after oblique rotation. A scree plot confirmed that seven factors are appropriate. To visually 
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ensure that each resulting measure captured a different component of social capital, an overlaid 

plot with fitted lines in Figure 9 demonstrates multidirectionality and divergence in the resulting 

components of social capital and their association with poor or fair self-rated health.  

Table 9: Unadjusted odds of poor HRQOL according to relatively low or high social capital  

 

 Poor, or Fair self-
rated health+ 

Frequent physical 
distress++ 

Frequent mental 
distress++ 

Frequent activity 

limitations++ 

Trust in language access at community-based organizations (CBOs) and government: 

Low  1.219 

[0.509,2.916] 

0.894 

[0.231,3.468] 

0.807 

[0.369,1.769] 

0.613 

[0.230,1.634] 

High 0.898 
[0.361,2.234] 

1.000 
[0.302,3.308] 

0.741 

[0.336,1.637] 

0.626 

[0.235,1.669] 

Trust in health impact of government: 

Low 3.184* 

[1.215,8.340] 

3.306 

[0.846,12.92] 

2.867** 

[1.312,6.261] 

3.365* 

[1.211,9.350] 

High 1.938 

[0.704,5.337] 

1.765 

[0.401,7.765] 

0.549 

[0.218,1.383] 

1.060 

[0.321,3.504] 

Structured involvement in neighborhood: 

Low 1.600 
[0.652,3.926] 

2.388 
[0.690,8.257] 

1.314 

[0.614,2.815] 

0.978 

[0.398,2.405] 

High 1.226 

[0.483,3.108] 

0.981 

[0.233,4.132] 

0.478 

[0.203,1.128] 

0.278* 

[0.0838,0.921] 

Trust in health impact of CBOs: 

Low 2.639* 

[1.078,6.461] 

2.567 

[0.629,10.47] 

1.389 

[0.648,2.975] 

1.329 
[0.505,3.496] 

High 1 
[0.367,2.728] 

2.619 
[0.642,10.69] 

0.491 
[0.208,1.156] 

0.907 

[0.324,2.542] 

Political involvement: 

Low 1.823 

[0.749,4.440] 

2.438 

[0.704,8.435] 

3.268** 

[1.457,7.329] 

5.494** 

[1.717,17.58] 

High 1.123 

[0.437,2.887] 

0.945 

[0.205,4.358] 

0.883 

[0.364,2.143] 

1.819 

[0.502,6.588] 

Trusted person(s) for healthcare navigation: 

Low 0.903 
[0.373,2.186] 

0.963 
[0.229,4.053] 

1.264 
[0.582,2.745] 

1.276 

[0.464,3.508] 

High 0.903 

[0.373,2.186] 

1.456 

[0.434,4.890] 

0.689 

[0.303,1.566] 

1.276 

[0.464,3.508]] 

Structured involvement in broader community: 

Low 0.903 
[0.373,2.186] 

1.000 
[0.273,3.661] 

0.442 
[0.188,1.039] 

0.784 

[0.285,2.154] 

High 0.750 

[0.329,1.711] 

0.841 

[0.283,2.494] 

1.131 

[0.529,2.417] 

1 

[0.382,2.621] 

Unadjusted odds ratios expressed as exponentiated coefficients; 95% confidence intervals in brackets 

Social capital components trichotomized as “high,” “average” and “low” with “average” serving as reference group 
+in contrast to Good, Very good, or Excellent; ++14 or more of the past 30 days 
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* p < 0.05, ** p < 0.01, *** p < 0.001 

6.3.3 Univariate Logistic Analysis 

In univariate logistic regression models of dichotomized HRQOL (Table 8)and 

continuous social capital measures (Table 9), two statistically significant components of social 

capital emerged. An increase in trust in the health impact of organizations was associated with 

lower odds of frequent mental distress and (OR=0.603, CI=0.399, 0.911), and political 

involvement was associated with lower odds of frequent activity limitations (OR=0.512, 

CI=0.300, 0.874). In a parallel set of univariate logistic regression models (Table 9), 

dichotomized HRQOL measures were regressed against trichotomized, rather than continuous, 

social capital measures. Participants with low trust in the health impact of governments were 

over three times more likely than participants with average trust to report poor or fair self-rated 

health (OR=3.184, CI=0.361, 2.234), frequent mental distress (OR=2.867, CI=1.312, 6.261) and 

frequent activity limitations (OR=3.365, CI=1.211, 9.350). Participants with low trust in the 

health impact of CBOs were over twice as likely to report poor or fair self-rated health 

(OR=2.639, CI=1.078,6.461) and people with low political involvement were over five times as 

likely to report frequent activity limitations (OR=5.494. CI=1.717,17.58) although an enlarged 

confidence interval suggests the latter statistic should be interpreted with caution. 

Univariate logistic regression models regressing dichotomized HRQOL measures against 

categorical and dichotomous measures of SES suggest that gender, age, marital status, household 

size, and uninsured status are all significantly associated with at least one measure of health (see 

Table 10). Income was only associated with HRQOL when controlling for social capital and 
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individual determinants of health (OR=1.22, CI=1.122), but this relationship was no longer 

significant when structural determinants of health were also included in the model. 
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Table 10: Unadjusted odds of being unhealthy, according to socioeconomic status 

 

 

Fair or Poor  

self-rated health 

(n=40) 

Frequent  

physical distress  

(n=20  

 Frequent  

mental distress  

(n=62) 

Frequent  

limited activities 

(n=35) 

 OR CI OR CI  OR CI OR CI 

Overall 0.229 [0.162-0.322] 0.107 [0.067-0.170]  0.425 [0.316-0.572] 0.201 [0.140-0.289] 

Race/Ethnicity          
White (ref.) 1 [1-1] 1 [1-1]  1 [1-1] 1 [1-1] 
Hispanic not ascribed Hispanic 2.291 [0.601-8.732] 1.5 [0.296-7.598]  2.333 [0.757-7.196] 1.02 [0.291-3.571] 

Hispanic ascribed Hispanic 1.567 [0.397-6.183] 1.212 [0.230-6.374]  0.688 [0.206-2.296] 0.627 [0.167-2.361] 

Middle Eastern or Arab 0.436 [0.0885-2.146] 0.36 [0.0472-2.748]  1.457 [0.454-4.677] 0.818 [0.221-3.031] 
Black or African American 0.472 [0.0437-5.106] Yes [1-1]  0.25 [0.0256-2.438] 0.333 [0.0329-3.377] 

Skin color          
Light or very light (ref.) 1 [1-1] 1 [1-1]  1 [1-1] 1 [1-1] 

Medium 2.211 [0.207-23.56] 1.007 [0.215-4.716]  1.219 [0.176-8.423] 1.589 [0.536-4.707] 
Dark or very dark 3.574 [0.455-28.09] Yes [1-1]  3.194 [0.697-14.63] Yes [1-1] 

Gender          
Male gender (ref.) 1 [1-1] 1 [1-1]  1 [1-1] 1 [1-1] 
Female gender 1.434 [0.551-3.731] 1.247 [0.338-4.606]  2.234 [0.922-5.415] 1.988 [0.652-6.063] 

Nonbinary gender 5.833* [1.138-29.90] 12.67** [2.058-77.96]  14.57** [2.420-87.73] 5.55 [0.951-32.40] 

Household Education          
Low 0.238 [0.0215-2.636] Yes [1-1]  Yes [1-1] Yes [1-1] 
Medium (ref.) 1 [1-1] 1 [1-1]  1 [1-1] 1 [1-1] 

High 0.833 [0.137-5.077] 0.917 [0.110-7.666]  1.2 [0.257-5.593] 2.2 [0.329-14.73] 

Age          
18 to 29 years old (ref.) 1 [1-1] 1 [1-1]  1 [1-1] 1 [1-1] 

30 to 44 years old 1.075 [0.520-2.223] Yes [0.378-2.645]  0.410** [0.216-0.775] 0.346** [0.155-0.774] 

45 to 64 years old 0.688 [0.142-3.335] 0.709 [0.0829-6.073]  0.107* [0.0134-0.848] 1 [1-1] 
60 years old and up 1.277 [0.244-6.698] 1.153 [0.129-10.30]  0.173 [0.0208-1.441] 0.359 [0.0427-3.024] 

Marital Status          
Married and living together (ref.) 1 [1-1] 1 [1-1]  1 [1-1] 1 [1-1] 

Serious relationship or cohab. 1.277 [0.244-6.698] 1.153 [0.129-10.30]  0.173 [0.0208-1.441] 0.359 [0.0427-3.024] 
Single and never married 1.362 [0.544-3.408] 1.094 [0.333-3.595]  3.878** [1.663-9.042] 3.769* [1.168-12.16] 

Divorced, separated or widowed 0.787 [0.344-1.801] 0.614 [0.202-1.861]  1.825 [0.866-3.846] 4.187** [1.483-11.83] 
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Table 10: Unadjusted odds of being unhealthy, according to socioeconomic status (continued) 

 

  

Fair or Poor  
self-rated health 

(n=40) 

Frequent  
physical distress  

(n=20 ) 

Frequent  
mental distress  

(n=62) 

Frequent  
limited activities 

(n=35) 

 OR CI OR CI OR CI OR CI 

Number adults in home >=3 1.21 [0.593-2.470] 0.804 [0.295-2.192] 1.909* [1.035-3.522] 2.353* [1.126-4.915] 

Number children in home >=1 1.059 [0.515-2.178] 0.864 [0.317-2.357] 0.426* [0.212-0.856] 0.452 [0.186-1.094] 

Annual Income         
Less than or up to $40,000 (ref.) 1 [1-1] 1 [1-1] 1 [1-1] 1 [1-1] 

Between $40,000 and $80,000 1.909 [0.740-4.927] 0.549 [0.162-1.860] 1.274 [0.549-2.958] 0.88 [0.325-2.382] 
At least $80,000 or more 0.955 [0.379-2.407] 0.486 [0.165-1.432] 1.039 [0.481-2.245] 0.777 [0.315-1.912] 

Currently uninsured 2.500* [1.094-5.712] 1.869 [0.629-5.554] 0.745 [0.315-1.760] 1.822 [0.742-4.474] 

Immigration Status         
US citizen by birth (ref.) 1 [1-1] 1 [1-1] 1 [1-1] 1 [1-1] 

Naturalized US Citizen 0.373 [0.107-1.306] 0.602 [0.131-2.772] 0.516 [0.197-1.351] 0.651 [0.210-2.017] 

Permanent Resident 0.653 [0.179-2.379] 0.956 [0.202-4.524] 0.707 [0.241-2.076] 0.226 [0.0290-1.763] 
DACA or other work authorization 0.29 [0.0364-2.316] Yes [1-1] 0.495 [0.101-2.420] 0.452 [0.0551-3.713] 

Unknown status Yes [1-1] Yes [1-1] Yes [1-1] Yes [1-1] 

Acculturation Measures         
Recently lived outside US  >=6 mon 0.316 [0.0716-1.392] 0.375 [0.0479-2.938] 0.434 [0.142-1.329] 0.648 [0.183-2.295] 
First language other than English 1.193 [0.596-2.387] 0.889 [0.353-2.236] 0.705 [0.389-1.280] 0.922 [0.446-1.907] 

Mostly speak non-English with family 0.722 [0.359-1.452] 0.619 [0.236-1.621] 0.806 [0.442-1.469] 0.648 [0.307-1.368] 

Mostly speak non-English with friends 0.561 [0.123-2.560] Yes [1-1] 0.155 [0.0199-1.202] 0.336 [0.0427-2.643] 
OR Adjusted odds ratios expressed as exponentiated coefficients; 95% confidence intervals in brackets 

 (ref.) Reference group; Yes indicated no variation 

* p<0.05  ** p<0.01  *** p<0.001 
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6.3.4 Multivariate Logistic Analysis 

Through multivariate ordered logistic regression, a comparison of statistical models 

reveals that people without current health insurance coverage are significantly less likely to 

report a proportional improvement in health (i.e., from Poor to Fair, Fair to Good, Good to Very 

good, and Very good to Excellent) than those with health insurance coverage (see Table 12). 

Across all models, the odds of reporting an improvement in self-rated health range are 0.308 - 

0.408 times lower among people who are uninsured, relative to people with current health 

insurance. Relative to men, people who report female or nonbinary gender are significantly less 

likely to report improvements in self-rated health, although this relationship was not significant 

in models that controlled for individual SDH (Models 2, 5, 7). Infrequent exercise and low health 

literacy are significantly associated with lower odds of improvement in health when considering 

individual SDH alone (OR=0.225, CI=0.120, 0.043), in combination with social capital 

(OR=0.191, CI=0.09,0.040), or in combination with both structural SDH and social capital 

(OR=0.176, CI=0.08, 0.39).  

 Table 12 illustrates proportional odds ratios and confidence intervals for all seven social 

capital components and self-rated health, controlling for socioeconomic status. Model 4 includes 

social capital components alone. Models 5-6 build on Model 4 through inclusion of predictors 

for individual SDH and structural SDH, respectively, while Model 7 presents the full model for 

all predictors. Participants with high structured involvement in their neighborhood are 

significantly less likely to report an improvement in self-rated health when structural SDH are 

considered alone (OR=0.398, CI=0.17, 0.91) or in combination with individual SDH (OR=0.413, 

CI=0.17, 0.99). 
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People with low trust in the health impact of CBOs are significantly less likely to report 

an improvement in health when also controlling for individual SDH (OR=0.342, CI=0.15,0.76), 

structural SDH (OR=0.447, CI=0.20,1.00), or both (0.312, 0.13-0.72). People with low political 

involvement are significantly less likely to report an improvement in health (OR=0.341, 

CI=0.15,0.75), a relationship that persists even when controlling for individual SDH (OR-

=0.383, CI=0.17, 0.87) structural SDH (OR=0.280, CI=0.12,0.65) or both (OR=0.312, 

CI=0.13,0.74). Finally, people with low structured involvement in their broader community are 

more likely to report an improvement in health when controlling for individual SDH (OR=3.228, 

CI=1.33,7.86), but this relationship is not significant when also controlling for structural SDH.  

 All models were compared primarily using the Bayesian Information Criterion (BIC), as 

BIC penalizes models for added parameters more heavily than Akaike Information Criterion 

(AIC) (Hounkpatin et al., 2016). However, both are presented for reference (Table 11). Model 4, 

which includes measures of social capital with controls for socioeconomic status, has the lowest 

BIC score (596.2), indicating that this is the model that best approximates the “true model” that 

explains proportional variation in the odds of improved self-rated health among immigrants.  

Table 11: Model fit statistics for ordered logistic regression models* 

  
Model 

1 

Control 

 Model 2  

Individual 

SDH 

Model 3 

Structural 

SDH 

Model 4 

Social 

Capital 

Model 5 

Indiv. & 

SC 

Model 6 

Structural & 

SC 

Model 7 

Full 

Model 

AIC 550.3  534.8 553.4 471.6 457.5 472.4 457.9 

BIC 596.2  606.7 625.2 558.0 568.6 583.4 593.5 

*Models developed according to predictors of socioeconomic status (SES), individual social determinants of health (SDH), 

structural SDH, and social capital (SC) 
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*controlling for gender, uninsured status, infrequent exercise, low health literacy, and continuous 

measures of social capital 

Figure 10: Predictive margins of legal status on health-related quality of life (HRQOL) 

The average predicted margins of HRQOL by legal status (Figure 10) indicate the 

probability of indicating low HRQOL by immigration status after controlling for continuous 

measures of social capital, gender, uninsured status, infrequent exercise, and low health literacy 

Individuals with less than five years of LPR status have a 43% probability of experiencing 

frequent mental distress (AME=0.432, t(2.3), p<0.05), followed by U.S. citizens by birth at 35% 

(AME=0.351, t(8.53), p<0.001) and naturalized U.S. citizens at 17% (AME=0.168, t(2.3), 

p<0.05). Naturalized U.S. citizens and LPRs of over five years appear to have the least variation 

in probability of being unhealthy across all four measures of HRQOL. Frequent activity 
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limitations were not reported among LPRs, and frequent physical distress was not reported 

among participants with DACA. 

6.4 Discussion 

This study sought to contribute to the public health literature by exploring variation in the 

social capital and health-related quality of life of immigrant families through various indicators 

of political and socioeconomic status. The results of this study provide evidence that measures of 

social capital may provide more reliable estimates of variation in HRQOL among immigrant 

families, compared to more traditional measures of individual or structural determinants of 

health. Unique to this study was the inclusion of a multi-dimensional measure of immigration 

status and a theoretically-driven set of social capital measures, synthesized through principal 

component factor analysis.  

Controlling for social capital, lawful permanent residents who have been here less than 

five years appear to have the highest probability of frequent mental distress, which may be 

reflective of the processes associated with acculturative stress, political circumstances associated 

with limited access to public benefits, or economic requirements of self-sufficiency associated 

with both family- and employment-based eligibility for LPR (Huang et al., 2006). The 

probability of frequent physical distress is also highest among individuals who have held LPR 

status for over five years, who paradoxically also report the lowest probability of frequent 

activity limitations. This finding may reflect specific LPR eligibility categories (e.g., refugee vs 

family preference category), which were not examined in this study. Alternately, measures of 

physical distress may in fact represent different latent constructs of health among individuals of 

different immigration status. For example, a refugee with limited exposure to mental health 
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constructs and attitudes prevalent in the U.S. may be more prone to describe psychosomatic 

symptomologies with psychological, rather than physiological, root causes.  

Consistent with research on race/ethnicity as a lived experience that includes ascribed and 

self-perceived race/ethnicity, skin color, immigration status and acculturation, this study found 

no significant association between race/ethnicity as a lived experience and HRQOL once 

individual, social, and structural determinants of health were considered. Also in keeping with 

previous studies, a high likelihood of poor health was found among people of female or 

nonbinary gender, and people who are uninsured (Cho et al., 2019; Dinwiddie et al., 2014; E. R. 

Hamilton, 2015). This study also finds strong evidence that, all things considered, low health 

literacy and infrequent exercise reduce the likelihood of improved health among all immigrant 

persons, underscoring the importance of integrating health education and promotion activities for 

groups of all political and sociodemographic backgrounds.  

When all measures of social capital are included, the most consistent predictor of self-

rated health is low political involvement, as evidenced by having at least one trusted person in 

state, local, and federal government, as well as law enforcement. This association is weakest (but 

still statistically significant) when structural SDH are included, suggesting that social capital may 

help to ameliorate, but not eliminate, the impact of limited civic and political networks. Low 

trust in the health impact of CBOs is also consistently associated with lower odds of improved 

health. In contrast to low political involvement, low trust in CBOs is most strongly associated 

with lower self-rated health when structural SDH are considered, while individual predictors of 

structural SDH were not significant in any of the models.  
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Table 12: Proportional odds of improved self-rated health according to various predictors 

 
 Model 1 

Control 

Model 2 

Individual 

SDH 

Model 3 

Structural 

SDH 

Model 4 

Social 

Capital 

Model 5 

Individ. & 

SC 

Model 6 

Structural 

& SC 

Model 7 

Full Model 

Socioeconomic Status                                     

Female gender+ 0.463
*
 0.693 0.408

*
 0.384

*
 0.559 0.271

**
 0.461 

 [0.24,0.90] [0.33,1.45] [0.20,0.83] [0.17,0.88] [0.23,1.34] [0.11,0.69] [0.17,1.23] 

Nonbinary gender+ 0.197
*
 

[0.05,0.80] 
0.467 
[0.10,2.20] 

0.196
*
 

[0.04,0.89] 
0.332 
[0.06,1.83] 

0.897 
[0.15,5.55] 

0.210 
[0.04,1.23] 

0.619 
[0.09,4.04]  

Age 1.005 0.994 1.006 1.001 0.994 1.005 0.995 

 [0.97,1.04] [0.96,1.03] [0.97,1.04] [0.96,1.04] [0.95,1.04] [0.96,1.05] [0.95,1.04] 
Serious relationship or cohab ++ 0.954 

[0.41,2.23] 

1.058 

[0.44,2.54] 

0.968 

[0.41,2.31] 

1.308 

[0.49,3.46] 

1.607 

[0.57,4.56] 

1.464 

[0.54,4.00] 

1.516 

[0.51,4.51]  

Single & never married ++ 1.763 

[0.85,3.65] 

1.750 

[0.82,3.72] 

1.577 

[0.74,3.36] 

2.116 

[0.86,5.23] 

2.031 

[0.77,5.34] 

1.913 

[0.75,4.86] 

1.723 

[0.62,4.80]  
Divorced, widowed, separated ++ 1.167 

[0.34,4.01] 

1.179 

[0.33,4.19] 

1.241 

[0.33,4.65] 

0.491 

[0.12,2.05] 

0.553 

[0.12,2.52] 

0.317 

[0.07,1.47] 

0.371 

[0.07,1.91]  

Adult household size 0.926 
[0.74,1.17] 

0.967 
[0.76,1.23] 

0.970 
[0.76,1.23] 

1.071 
[0.81,1.42] 

1.122 
[0.83,1.51] 

1.168 1.218 
[0.89,1.67]  [0.87,1.57] 

Child household sizer 1.036 

[0.75,1.43] 

0.979 

[0.70,1.38] 

1.041 

[0.74,1.47] 

1.169 

[0.77,1.78] 

1.172 

[0.74,1.84] 

1.266 

[0.81,1.99] 

1.267 

[0.78,2.07]  
Income 1.032 1.073 1.013 1.082 1.122

*
 1.047 1.098 

 [0.95,1.12] [0.98,1.17] [0.93,1.10] [0.97,1.20] [1.00,1.26] [0.94,1.17] [0.97,1.24] 

Currently uninsured 0.360
***

 0.308
***

 0.408
***

 0.360
***

 0.308
***

 0.408
***

 0.340
***

 

 [0.31,0.42] [0.26,0.36] [0.35,0.47] [0.31,0.42] [0.26,0.36] [0.35,0.47] [0.29,0.40] 

Individual SDH        

Infrequent exercise  0.225
***

 

[0.12,0.43] 

  0.191
***

 

[0.09,0.40] 

 0.176
***

 

[0.08,0.39] 
Regular cigarette use  1.632 

[0.58,4.63] 

  2.684 

[0.73,9.85] 

 2.287 

[0.58,9.07]      

Heavy alcohol use  0.586 

[0.22,1.54] 

  0.599 

[0.20,1.76] 

 0.472 

[0.15,1.47] 
Regular illegal/recreat, drug use  0.906 

[0.31,2.61] 

  0.855 

[0.24,3.04] 

 1.038 

[0.27,3.98] 

Low health literacy  0.256
*
 

[0.09,0.76] 

  0.224
*
 

[0.06,0.83] 

 0.157
**

 

[0.04,0.63]      
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Table 12: Proportional odds of improved self-rated health according to various predictors (continued) 

 

 Model 1 
Control 

Model 2 
Individual 

SDH 

Model 3 
Structural 

SDH 

Model 4 
Social 

Capital 

Model 5 
Individ. & 

SC 

Model 6 
Structural 

& SC 

Model 7 
Full Model 

Strong religiosity in health  1.660 

[0.78,3.52] 

  2.050 

[0.82,5.13] 

 2.177 

[0.83,5.71]      
Personal connection with 

uninsured  

 0.913 

[0.50,1.68] 

  1.314 

[0.63,2.73] 

 1.169 

[0.55,2.50] 

Non-scientific health info source  0.933 
[0.53,1.63] 

  0.703 
[0.36,1.36] 

 0.853 
[0.43,1.69] 

Structural SDH          

Limited healthy food access   0.733 

[0.31,1.73] 

  0.609 

[0.20,1.84] 

0.574 

[0.18,1.80] 
Discrimination in healthcare    1.297 

[0.70,2.40] 

  1.718 

[0.82,3.58] 

1.401 

[0.64,3.07] 

Extended caregiving burden   0.709 
[0.40,1.25] 

  0.500 
[0.25,1.01] 

0.488 
[0.23,1.03] 

Housing insecurity   0.418 

[0.17,1.03] 

  0.522 

[0.17,1.62] 

0.543 

[0.17,1.78]      

Childcare insecurity   0.907 
[0.38,2.19] 

  0.630 
[0.21,1.87] 

0.506 
[0.16,1.63]      

Transportation insecurity   0.948 

[0.42,2.12] 

  0.596 

[0.22,1.58] 

0.775 

[0.28,2.18]      
Food insecurity   0.950 

[0.39,2.32] 

  1.550 

[0.56,4.33] 

1.598 

[0.53,4.78]      

Delay medical care due to cost   0.867 

[0.49,1.54] 

  0.772 

[0.40,1.50] 

0.839 

[0.42,1.67] 

(1) Low SC: Trust in language access at CBOs & govt+++  0.757 

[0.36,1.61] 

0.698 

[0.32,1.53] 

0.615 

[0.28,1.35] 

0.561 

[0.25,1.28] 

(1) High SC: Trust in language access at CBOs & govt+++  0.796 
[0.37,1.73] 

0.965 
[0.43,2.15] 

0.822 
[0.37,1.82] 

0.876 
[0.38,2.01] 

Adjusted odds ratios expressed as exponentiated coefficients; 95% confidence intervals in brackets; * p < 0.05, ** p < 0.01, *** p < 0.001;  
+ Relative to men; ++ Relative to married and living together;  + ++Social capital components trichotomized as low, average and high, with average as reference group 
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Table 12: Proportional odds of improved self-rated health according to various predictors (continued) 

 
 Model 1 

Control 

Model 2 

Individual 

SDH 

Model 3 

Structural 

SDH 

Model 4 

Social Capital 

Model 5 

Individ. & SC 

Model 6 

Structural 

& SC 

Model 7 

Full Model 

(2) Low SC: Trust in health impact of government +++  0.481 

[0.22,1.05] 

0.458 

[0.20,1.03] 

0.469 

[0.21,1.07] 

0.502 

[0.21,1.19] 

(2) High SC: Trust in health impact of government +++  0.690 

[0.31,1.56] 

0.638 

[0.27,1.49] 

0.562 

[0.24,1.31] 

0.554 

[0.23,1.34] 
(3) Low SC: Structured involvement in neighborhood +++  0.765 

[0.34,1.71] 

0.840 

[0.36,1.94] 

0.704 

[0.31,1.59] 

0.758 

[0.32,1.81] 

(3) High SC: Structured involvement in neighborhood +++  0.457 
[0.21,1.01] 

0.443 
[0.19,1.01] 

0.398
*
 

[0.17,0.91] 

0.413
*
 

[0.17,0.99] 

(4) Low SC: Trust in health impact of organizations+++  0.532 

[0.25,1.13] 

0.342
**

 

[0.15,0.76] 

0.447
*
 

[0.20,1.00] 

0.312
**

 

[0.13,0.72] 

(4) High SC: Trust in health impact of organizations+++  0.781 
[0.36,1.71] 

0.695 
[0.30,1.60] 

0.758 
[0.34,1.69] 

0.683 
[0.29,1.61] 

(5) Low SC: Political involvement+++  0.341
**

 

[0.15,0.75] 

0.383
*
 

[0.17,0.87] 

0.280
**

 

[0.12,0.65] 

0.312
**

 

[0.13,0.74] 

(5) High SC: Political involvement+++  0.684 

[0.30,1.58] 

0.556 

[0.23,1.35] 

0.671 

[0.28,1.59] 

0.548 

[0.22,1.36] 

(6) Low SC: Trusted person for healthcare navigation+++  0.714 
[0.34,1.48] 

0.841 
[0.39,1.81] 

0.773 
[0.35,1.69] 

0.972 
[0.43,2.21] 

(6) High SC: Trusted person for healthcare navigation+++  1.138 

[0.54,2.42] 

1.519 

[0.70,3.31] 

1.030 

[0.48,2.22] 

1.362 

[0.61,3.06] 

(7) Low SC: Structured involvement broader community+++  2.152 
[0.99,4.68] 

3.228
**

 

[1.33,7.86] 

1.400 
[0.61,3.23] 

2.375 
[0.92,6.14] 

(7) High SC: Structured involvement broader community+++  1.988 

[0.91,4.33] 

2.205 

[0.97,4.99] 

1.580 

[0.69,3.62] 

2.015 

[0.84,4.82] 
Adjusted odds ratios expressed as exponentiated coefficients; 95% confidence intervals in brackets; * p < 0.05, ** p < 0.01, *** p < 0.001;  
+++Social capital components trichotomized as low, average and high, with average as reference group
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This suggests that structural SDH such as food or housing insecurity impact the health of 

immigrant persons in ways that are shaped by trust-building efforts advanced by public agencies 

and CBOs, respectively. 

Structured involvement in neighborhood activities such as religious gatherings, cultural 

activities, personal celebrations, community clubs, and sports is associated with lower odds of 

improved self-rated health when structural SDH are taken into consideration. Circling back to the 

properties of social capital in terms of its relational, cognitive, and structural forms, this 

paradoxical finding points to a potentially “negative” side of social capital, as individuals 

experiencing significant structural SDH may become more reliant on their community for 

through structured religious and social support, but this could also limit access to health-

promoting knowledge or outside resources.  

Low involvement in the broader community through civic and political activities, such as 

volunteering and voting, is associated with higher odds of improved health. This relationship is 

not significant when accounting for structural SDH, suggesting that civic and community 

involvement may function as a form of advocacy or engagement that proceeds lower HRQOL 

which is precipitated by structural SDH. Alternately, this could suggest that, under certain 

circumstances, individuals who do engage in civic or political action may do so at a detriment to 

their health.   

 There are important limitations to note in this study. The HRQOL measures are a useful 

tool for population health research given the ease of capturing subjective assessment of health 

and its long-standing association with other predictors of health. However, translating these 

measures into immigrant health research requires a thoughtful consideration of participant 
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reference group, as this may vary significantly among immigrant families depending on length of 

time in the United States, exposure to healthcare services, and other factors (Scott et al., 2014). 

While this study sought to overcome this challenge by preserving an ordinal measure of self-

rated health within statistical analyses, future studies should continue to critically examine 

potential violations of the proportional odds assumption across different subgroups. With 

migrant populations, a critical future step is ascertaining reference groups for measures of self-

rated health, and comparing assessments of personal health with assessments of overall health for 

members of that reference group. A deeper exploration of subjective social status and reference 

groups has been undertaken elsewhere (Giatti et al., 2012) and could enable researchers to 

determine the role of relative social groups without presuming this to be a static measure 

(Acevedo-Garcia et al., 2012). Subjective perceptions of relative income, most often associated 

with disposable income, have been shown to impact life satisfaction. In this case, a decline in 

self-perceived relative income is much more impactful than a decline in absolute income, 

suggesting that changes in community spending patterns can influence perceptions of relative 

income, often in a negative way (Yu, 2019).  

Immigrant persons and their families also exist in multiple linguistic and social contexts. 

Health-promoting attitudes, behaviors and relationships may be defined by a person’s familial, 

social, or internal linguistic dialogue (Berwick & Chomsky, 2017), as many immigrants describe 

discordance between their spoken language with family and friends, as well as their language of 

thought, across various contexts (de Guerrero, 2018). Future studies can include linguistic 

variation between internal and external health-related speech across both formal and informal 

settings. This is particularly critical in the context of immigrant families, where political and 
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socioeconomic status extends beyond the individual to influence the structural, social behavioral, 

and attitudinal environments of immigrant persons and their U.S.-born children.  

6.5 Conclusion 

An ethical consideration of immigration status in public health research must fully 

account for the appropriateness of existing measurement models by critically exploring the role 

of structural, social, and individual determinants of health once immigration status is taken into 

consideration. A political economy lens can contribute to future research by comparing research 

results to immigrant policies at local, state, national, and international levels. An additional 

consideration includes an understanding of immigrants as individuals co-existing in a global 

society with wide exposure to U.S. media and influence. For example, the strongest predictor of 

English media use in the U.S. is English media use at home prior to departure (Akresh et al., 

2014). This indicates that pre-migration context may have a confounding influence on efforts to 

assess the factors that influence people’s health within the U.S. context. 

This study provides evidence that trusting people in public agencies, CBOs, and intimate 

spaces is not always associated with improved health. Among immigrants with limited access to 

political protections and formal resources, social capital serves a critical role in facilitating 

health-promoting personal relationships, a sense of belonging, and structured access to resources. 

To further disentangle the causal direction between social capital and HRQOL, future studies can 

apply statistical techniques such as structural equation modeling to explore both unobserved and 

observed measures of social capital, as well as test the temporal pathways through which they 

influence health and each other (Garcia et al., 2015). 
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In addition to individual-level health promotion activities around health literacy and 

physical activity, this study suggests that social capital is a social determinant of health which 

could be enhanced through trust-building initiatives spearheaded by public agencies and CBOs. 

Immigrants sit at the intersection of many intersecting levels of government, which may create 

social and political environments which impact health in ways that extend beyond political status 

alone. Even in states with restrictive immigration policies, “sanctuary cities” may promote health 

by fostering neighborhood trust even in the absence of government trust. Multi-level modeling, a 

statistical technique to account for data clustering that violates assumptions of independence, has 

become increasingly popular as an approach to account for the random effects of shared spaces 

and intersectional social identities on health (Evans et al., 2020; Kirkendall & White, 2018). 

Rather than treating clustering as a statistical nuisance, this approach focuses on group-level 

variables as the primary level of interest, with the power to explore interactions between group-

level indicators individual-level indicators. This might be particularly appropriate for inclusion 

with federal immigration status (Austin & Merlo, 2017), state-level policies and other measures 

of social capital, particularly those that can be captured at the neighborhood-level (i.e., number 

of healthy food outlets according to neighborhood, county- and state-level policies, census-tract 

voting rates). Importantly, this also creates a distinction between social capital as an individual 

asset that can be shared or withheld, versus social capital as a collective asset that can be gained 

through membership in a group or neighborhood.  

6.6 Practice Implications 

Immigrant communities must wrestle with a set of competing priorities of post-pandemic 

economic recovery and political turmoil regarding the humanitarian crisis of immigrants seeking 
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asylum at the U.S. southern border. During this time, safety net healthcare systems will continue 

to respond to the urgent and emergent healthcare needs of its most vulnerable community 

members, which includes immigrant persons and their families. With an increasing awareness of 

long-standing health disparities spurred on by the current pandemic, community-based 

organizations face increasing pressure to develop and implement outreach and prevention models 

that can promote community health.  

Immigrant health exists in a unique set of circumstances that create different levels of 

access to shared resources—publicly funded healthcare. Similar to the “tragedy of the 

commons,” in which every individual has an incentive to consume a resource but at the expense 

of every other individual (Gross & de Dreu, 2019), immigrant families are a frequently an 

overlooked component of taxpayer-funded public health efforts due to limited capacity, 

reimbursement sources and political support. With limited opportunity to shape the political 

processes involving the distribution of public resources, the healthcare access of immigrant 

families is alarmingly susceptible to external factors. 

This study can contribute to outreach and intervention efforts by introducing evaluation 

models that include predictors of health for individuals of varied political, economic, and social 

status. By further exploring the relationship between social capital and other measures of health, 

this study also hopes to contribute to development and measurement of neighborhood-level 

social capital interventions with immigrant communities. The methods outlined in this study can 

serve as a tool for cross-sectoral collaborations to capture multi-level community health 

indicators relevant for persons of different political status, as well as other stakeholders such as 

local law enforcement, public health practitioners, and community associations (Adedeji, 2021). 
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CHAPTER 7 

DIRECTIONS FOR FUTURE RESEARCH 

The previous chapter introduced the quantitative research questions, methods, results, and 

discussion. The previous chapter concluded with a discussion of results, conclusions, and 

practice implications. The present, and final, chapter summarizes various philosophical, 

theoretical, and ethical approaches to frame future interdisciplinary research on immigrant 

health. 

7.1 Political Economy and Health Disparities 

Researchers in discipline silos have struggled to unravel the complex pathways and 

solutions for addressing health disparities. As a result, funding agencies have focused increasing 

attention on collaboration among different disciplines such as public health, medicine, and 

genomics. Discussions of “inter-disciplinary research,” “multidisciplinary research” and, more 

recently, “trans-disciplinary research” are increasingly common among researchers to unravel 

some of the empirical puzzles in the health care literature. Despite a growing recognition of the 

health impact of social and economic factors, known as social determinants of health, there has 

been minimal involvement from political economists in exploring the causal pathways through 

which these factors impact health as well as the mediating variables that influence their impact.  

A political economy lens draws attention to the international context of health policy and 

the extent to which political and economic frameworks can explain variations in healthcare 

quality or access. For example, is hospital quality or access associated with the presence of 

federally qualified health centers, which provide federally funded healthcare services without 
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regard to immigration status (Gravelle et al., 2014). Is self-employment in the informal economy 

obscured by conventional measures that assume one job per worker (Tienda & Raijman, 2000)? 

Do political parties appeal to vulnerable groups to pursue social justice goals, or as a means of 

strengthening their national political base to influence international economic policies (Sell & 

Williams, 2020)? 

Scholars of global development and international political economy are increasingly 

pressured to think about how to contribute to development efforts in other countries to stem 

flows of migration to more manageable levels and help address security and infrastructural 

needs. This is challenging, especially in era of weak democratic institutions, limited capital, 

widespread violence, and then positive shift in America. For example, intellectual property law 

has become a significant global determinant of health as it shapes access to critical technologies 

to prevent, contain, or treat COVID-19, including vaccinations (Vineeta Gupta & Sreenath 

Namboodiri, 2021). 

Economists argue that international intellectual property law creates barriers to social 

mobility by creating barriers for micro businesses, limiting access to emerging technologies, and 

concentrating capital among a financial elite (Sell, 2019). At the same time, we know that first-

generation immigrants create anywhere from 25%-40% of new firms in America, and tech 

clusters boast many of these (Pekkala Kerr & Kerr, 2020). A political economy lens considers 

how to address root causes of migration by exploring incentives for cooperation among 

immigrant-owned businesses, including those run by children of immigrants, to contribute to 

development in sending countries (Pekkala Kerr & Kerr, 2020). 
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Many U.S. corporations depend heavily on maquiladoras, factories in Mexico, Central 

America and other regions that import supplies, assemble, or manufacture them with 

significantly reduced labor costs, and export products with minimal taxation. Within the Mexican 

economy alone, these factories account for anywhere from one third to one half of 

manufacturing, exports, and imports, respectively (Kopinak & Soriano Miras, 2013).  A political 

economy lens allows for a transnational understanding of immigrant labor in the context of 

global corporations, highlighting the potential drawbacks of one-sided U.S. domestic policy that 

fails to address the transnational—and gendered--nature of migrant labor, and its associated 

health outcomes. These industries shape the labor migration system by providing employees 

south of the border—primarily low-income women—with stable employment in exchange for 

assembly-line manual labor and limited opportunity for vertical growth. As a result, many 

individuals seeking economic growth choose to migrate to the United States. Their migration is 

generally precipitated by social relationships that communicate opportunities of similar assembly 

line employment, often in U.S.-based factories of the same parent company (Heyman, 2012; 

Mosley & Singer, 2015; Quesada et al., 2011) 

7.2 Framing Political Economic Theories around the Immigrant Paradox 

Immigrants are subject to a motley of categorizations which differentially influence their 

access to political, economic, and social resources. For example, lawful permanent residents 

have access to full-time employment, but are ineligible to vote and therefore limited in their 

access to political and civic engagement. On the other hand, immigrants who are not lawfully 

present might be categorized as “undocumented,” employed in the informal economy and belong 

to a rich and vibrant coethnic immigrant network, while simultaneously limited by language 
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abilities or social fears in accessing networks of diverse or influential individuals. The following 

illustration summarizes the immigrant paradox as an empirical puzzle, specifically concentrating 

on the immigrant paradox as manifested in birth outcomes such as infant mortality rates. I then 

draw on Marxian economics, neo-classical economics, and classic economic theoretical 

frameworks to explore their application to empirical research questions.  

The Empirical Puzzle and Research Question 

 Multiple studies supporting the notion that favorable increases in income, occupation, 

and education are correlated with positive improvements in health outcomes. When studying 

Latin-American immigrants in the United States, however, researchers have been confounded by 

two findings: (1) Latino immigrants to the United States have equally favorable or more 

favorable health outcomes in comparison to populations with higher socioeconomic status, and 

(2) with each subsequent generation born in the United States, Latino immigrants’ health 

deteriorates until becoming comparable to that of other groups with similar socioeconomic status 

(Ruiz et al., 2016a). Most frequently dubbed the “Hispanic paradox,” one of the most closely 

studied manifestations of this phenomenon is the similarity in infant mortality rates between 

Hispanics and non-Hispanic Whites, which persists despite significant socioeconomic and 

prenatal healthcare disparities between both groups (Ruiz et al., 2016a). Comparisons of foreign-

born and U.S.-born Hispanics also reveal higher IMR rates among those born in the U.S. 

(Mathews et al., 2013). 

Previous studies of the Hispanic paradox in relation to infant mortality rates (IMR) have 

mainly focused on the similarity between Hispanics and non-Hispanic Whites. The highest IMR 

of all racial groups in the United States exists among African Americans, whose IMR is higher 
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than both Hispanics and non-Hispanic Whites combined at 11.11 per 1000 live births. In 

comparison, this rate is 5.06 for non-Hispanic Whites and 5.00 for Hispanics (Mathews et al., 

2015). The discrepancy between Hispanics and African-Americans is particularly striking since 

Hispanics are more likely to be uninsured (28.4% vs. 17.1%) and have a high school diploma or 

less (62.4% vs. 47.4%) (U.S. Census Bureau, 2013a), yet they are otherwise comparable in their 

proportion of the U.S. population (17.6% and 13.3%), families living in poverty (22.3% and 

23.6%), and employment in service occupations (26.5% and 25.8%). Why do Hispanics have 

such a low infant mortality rate in comparison to African Americans despite a similar or worse 

socioeconomic profile, and why does the infant mortality rate among Hispanics increase with 

U.S. nativity? 

Marxian Economics. A sizeable percentage of Hispanics (35.18%) were born outside 

the United States, the great majority hailing from Mexico (U.S. Census Bureau, 2013b). In 1994, 

the North American Trade Agreement went into effect. Throughout the 1990s, the number of 

agricultural producers in Mexico declined substantially as corn imports from the United States 

increased dramatically (Zahniser & Coyle, 2004a). At the same time, the continued influx of 

Mexican immigration to the United States suggests that NAFTA accelerated or did little to stem 

the tide of immigration (Blecker, 2003). A Marxian analysis would hold that U.S. businesses, 

unable to permanently maintain their prices much above their costs, were increasingly reliant on 

technological progress to survive within the U.S. capitalist economy. Such technological 

progress, however, reduced the demand for labor and, based on an understanding of profit 

deriving from surplus labor value, shrank their profit margins. This led to the rise of large-scale 

agricultural firms and, by opening the doors to Mexican agriculture, independent farmers in 
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Mexico were ultimately subsumed as they were unable to complete with these larger firms. 

Displaced agricultural laborers thus traveled to the United States in search of employment, 

resulting in a great number of Hispanic immigrants who previously worked as small-scale 

producers (Zahniser & Coyle, 2004b) with control over their own labor. 

Separately, through a Marxian analysis of the experience of African-Americans within 

the United States, one quickly notes a series of policies that have historically deprived them of 

the value of their labor power through slavery, housing discrimination, impediments to voting, 

systematic violence and more recently, mass incarceration. Thus, a comparison of Hispanics and 

African Americans through a Marxian lens suggests a significant difference in the historical 

extent to which each group has maintained ownership over the profits associated with its 

collective labor. Integration of a Marxist lens can help explain disparities in infant mortality 

between African Americans and Hispanics. In an application of life course theory, health 

research has uncovered a complex series of pathways through which chronic stress impacts 

neonatal health outcomes through its influence on metabolic regulatory functions established 

within the intra-uterine environment. Perceived racism as a form of chronic stress has been 

correlated with low birth weight (a risk factor for infant mortality), and yet this has been 

insufficient to explain the discrepancy between African Americans and Hispanics. Life course 

theory has also yielded evidence to suggest that inter-generational stress can have a cumulative 

impact on health.  

The critical economic perspective proposed herein holds that African-Americans have 

been systematically deprived of the surplus value of their labor for generations, which has 

contributed to chronic stress and, accompanied with the perception of racism, generated a 



 

194 

cumulative effect that ultimately leads to worsened neonatal health outcomes. Likewise, foreign-

born Hispanics have enjoyed the surplus value of their labor through small-scale agriculture and 

have not dealt with a historical deprivation of the surplus value of their labor. This perspective 

would thus predict that, in comparing Hispanics with African Americans in the United States, 

those having an agricultural labor background will be more likely to have lower rates of infant 

mortality than those with an industrial labor background.  

Neo-Classical Economics. According to the basic neoclassical model of labor supply, 

supply is a result of demand. Demand, in turn, is the result of individual tastes and preferences. 

Wages, in turn, are market driven and can be predicted through supply and demand curves. 

However, wages alone do not dictate how much an individual work, as individuals choose to 

allocate their scarce time between paid work and leisure, considering a myriad of other factors 

such as personal wealth, non-market income or simply personal preferences. Viewed through a 

neoclassical economic lens, 1st-generation U.S.-born Hispanics could be viewed as having a 

predisposition for greater sacrifice of leisure time. Thus, the increase in their income as 

compared to peers in their native country might not necessarily be a result of higher wages, but 

rather a change in the allocation of their work and leisure time. For example, entering the United 

States might open job opportunities for women that were not previously available to them, thus 

increasing the allocation of time to work versus the “leisure time” of rearing children at home.  

There is overwhelming evidence that moderate, regular physical activity has significant 

health benefits. Thus, a greater level of involvement of foreign-born Hispanics in physical 

activity brought about by significant trade-offs favoring labor over leisure could lead to health 

benefits that translate into a reduced infant mortality rate. U.S.-born Hispanics, on the other 
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hand, could simply have individual preferences for greater leisure time. This reduction in 

“natural” physical activity could translate to a deterioration of neonatal health outcomes. 

Alternately, U.S.-born Hispanics could also begin to substitute physical labor with non-physical 

labor, which would lead to similar outcomes. Thus, based on the neoclassical economic model, 

in comparing foreign-born Hispanics and U.S.-born Hispanics, those working a greater number 

of hours in physical labor would be more likely to have favorable infant health outcomes than 

those working less hours. 

Classical Economics. Adam Smith’s model of economic growth revealed how the 

market economy could create wealth from the division of labor and ensuing increases in 

productivity. As division of labor increases, workers produce fewer goods for self-consumption 

and become increasingly reliant on the market to purchase goods. Smith argues that economic 

growth does not continue indefinitely but is tempered by the population law. As profits grow and 

capitalists reinvest their profit, they increase productivity and thus require more laborers. A 

higher demand for labor leads to higher wages. These higher wages, in turn, lead to more 

comfortable living conditions, which lead to a decrease in the child mortality rate and an increase 

in the labor supply. The increase in the labor supply subsequently depresses wages and once 

again leads to higher profits. A decrease in wages leads to a reduction in living conditions and 

once again raises the infant mortality rate to reduce the supply of labor. 

Although maternal and child health care have advanced considerably since Smith’s time, 

the striking differences that exist between Hispanics and African Americans in health insurance 

status reveals that health care access alone cannot sufficiently predict changes in IMR. We can 

apply Smith’s model of economic growth to the second part of our research question in order to 
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explain why infant mortality is higher among U.S. born Hispanics than foreign-born Hispanics. 

Foreign-born Hispanics, upon arriving to the United States, are likely to experience an increase 

in wages relative to their peers (counterparts in their native countries) as they enter industries 

with high demand for labor, such as agriculture or the service industry. These roles also reflect a 

more highly specialized division of labor. With an increase in wages, they are not only able to 

start a family, but provide them with access to a basic education that allows them to enter the job 

market. As their children enter the job market, however, Smith’s model would argue that this 

significant increase in labor supply leads to a drop in wages relative to their peers (U.S.-born 

counterparts), which in turn leads to a reduction in living standards. This occurs as families 

become increasingly dependent on the market for their goods and services, thus leaving U.S.-

born Hispanics with lower wages, a reduced living standard and a greater dependence on the 

market for their goods. By the second generation of children born in the United States, Hispanics 

begin to return to a subsistence level similar to their peers. According to Smith’s model of 

economic growth, in comparing foreign-born Hispanics with 1st- or 2nd-generation U.S.-born 

Hispanics, those with higher wages are more likely to have favorable neonatal health outcomes 

than those with lower wages.  

7.3 Political Economy and Health Equity 

A political economy approach to the inherently normative framework of health equity in 

public health research emphasizes the role of social institutions in policy interventions to 

maximize political and economic feasibility of policy recommendations (Fujishiro et al., 2021). 

Immigrants are inextricably embedded within the U.S. economy’s labor and consumer force, a 

fact which is often overlooked in exposure-disease frameworks or an over-emphasis on 
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employment and market trends. Employment and consumer spending are among many societal 

contexts in which immigrants exist, and an expansion of political economy lenses to inform 

immigrant health interventions has the potential to involve not only the institutions, but the 

values that shape their collective behaviors. 

A macro political economic lens draws attention not only to the institutions that shape 

immigrant health, but to the broader forces that shape the interactions among those institutions, 

such as neoliberalism and market fundamentalism. How do the forces of neoliberalism and 

market fundamentalism shape global labor and investment in immigrant health? Should 

immigrant health advocates focus on an expansion of benefits through employment-based health 

insurance system, public policies, or community capacity building efforts? Is the U.S. capitalist 

system and the broader global economic context a “structurally pathogenic” system that 

generates poor health outcomes among immigrants (Sell & Williams, 2020), or is it a tool to be 

harnessed in favor of immigrant communities?  

Through a conscious and deliberate integration of political and economic frameworks 

into different approaches to immigrant health, this chapter illustrated interdisciplinary 

frameworks embedded in a range of theoretical, empirical, and translational approaches to 

improve immigrant health. Close attention to the structural determinants of immigrant health is a 

critical component of efforts to determine if policy recommendations and interventions will be 

effective (Shiell et al., 2020). At the same time, physicians and other healthcare professionals 

have, historically, shied away from politics as reflected in voting behavior (Solnick et al., 2021). 

Whether the ongoing pandemic or immigration crisis results in a shift in their political 

engagement remains to be seen. 
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Political economy scholars, however, can no longer maintain their agnosticism about 

health equity. An understanding of long-term impacts and distal effects, political and structural 

levels of measurement, and multilevel frameworks are essential components of broadly-

supported health equity initiatives, such as the Robert Wood Johnson Foundation’s Culture of 

Health in Figure 11 (Chandra et al., 2013) and National Institute of Minority Health and Health 

Disparities’ research framework in Figure 12 (Alvidrez et al., 2019). 

 

Figure 11: Robert Wood Johnson Foundation Culture of Health Framework 

Nationally, efforts to reduce health disparities have been modest, at best, limited by the 

lack of interdisciplinary research frameworks and less rigorous study designs (Agurs-Collins et 

al., 2019). At the same time, political economy scholars have much to gain from scientists reliant 

on participant observation, ethnographic surveys, and key informant interviews. This provides an 

opportunity to explore common measures across projects, test theoretical frameworks, and 

develop innovative partnerships to explore political- and economic-level interventions 

(Villalonga-Olives et al., 2018).  
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Biomedical scientists are making leaps and bounds in identifying the biological pathways 

through which environmental factors influence health (E. Chen & Miller, 2013; Pevalin & Rose, 

2003), and are increasingly focused on how these biological pathways are shaped by diverse 

social experiences, rather than genetics (Martínez et al., 2017). For example, evolutionary 

psychologists point to the role of changes in reproductive patterns and chronic disease (Reiches 

et al., 2009). From a physiological perspective, are there trade-offs among immigrants in 

reproduction and chronic disease that shift the risk and prevalence of hormone-sensitive cancers, 

like breast cancer or diabetes (Calaf et al., 2020; Vo et al., 2019)? Does bilingualism delay the 

manifestation of symptoms and diagnosis of Alzheimer’s disease (Paulavicius et al., 1999)? By 

assuming that the physiological manifestation of health conditions is similar for persons from 

immigrant families as opposed to families of continuous and long-time residence the United 

States, scientists may overlook opportunities to explore variations in metabolic processes, 

epigenetic markers and allostatic loads relevant to understand health disparities among both 

recently-arrived and historically marginalized groups. This has tremendous implications for 

health research as a whole.  

 Our healthcare system places dollar figures on life-saving resources and interventions, 

and, by extension, human life. Does the commodification of healthcare in the United States 

shape immigrant childbearing patterns (Sridhar, 2017)? Others have noted that changes in 

childbearing patterns can result in destabilization of the extended family by changing economic 

and social patterning of activities such as childcare and meal preparation (Kirchengast & Rühli, 

2013; Trevathan, 2007). Further, since grandparents may choose to invest in their grandchildren 

through different considerations such as preference, need, or fairness, parents in large families 



 

200 

may find it not only socially, but economically useful to promote interactions between 

grandchildren and grandparents, placing their own children in a direct line of inheritance 

(Fawcett et al., 2010). How do changes in childbearing patterns change the interactions of 

immigrants with their social networks, as opposed to formal organizations? Are these changes 

consistent with the overall aging of the U.S. population, and do they pose similar challenges 

among immigrants and US-born residents (Bustamante et al., 2021)? 

 

Figure 12: NIMHD Research Framework 

 Finally, to what extent does the widespread reliance on individual- or community-level 

interventions to address health disparities also reflect a neglect of political economics (Parker et 

al., 2015)? If the health of an individual is most strongly associated with the health of the 
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political, economic, or social group to which they belong, rather than any individual-level factor, 

then why indeed do we continue to promote the health of individuals, and not communities? 

7.4 Conclusion  

This dissertation set out to accomplish four specific aims: (1) clarify to clarify the public 

policy environment through which immigrant health is regulated, (2) develop a conceptual 

framework that conceptualizes the properties and mechanisms through which socioeconomic 

factors influence immigrant health, (3) operationalize measures of social capital and other 

determinants of health in order to explore variation in the health of immigrant subgroups, and  

(4) highlight opportunities for interdisciplinary research through the application of political and 

economic theories to explain the immigrant paradox. 

“Pure innovation and brilliance can’t be assumed so broadly, but social networks can” 

(Dziadkowiec et al., 2017). It is strange that this dissertation should conclude with such a basic, 

commonsense idea. Yet as the previous chapters have demonstrated, many questions remain to 

be unpacked. Which relationships matter? For whom? In which ways? What should be done 

about it? And by whom? While there are no clear solutions, a pragmatic approach to health 

equity understands, and works within, structural limitations to leverage existing assets, capitalize 

social and economic innovation, and promote research, interventions, and wealth-building 

opportunities for all communities, including immigrant persons and their families. 
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applications needed to conduct and implement translational and transdisciplinary research, 

and interventions addressing health disparities.  

 

Methodological Training 

Translational Research Equity and Engagement Center for Advancing Behavioral Health, 

University of New Mexico, 2019. Received an introduction to multi-level modeling 

econometric approaches for intersectional health equity research 

Geographic Information Systems Fundamentals, University of Texas at Dallas, 2018. Examined 

the fundamentals and applications of Geographic Information Systems (GIS) to develop 

basic proficiency in industry-standard GIS software  

Regression and Multivariate Analysis, University of Texas at Dallas, 2017. Development of 

multivariate statistical models using social science data and statistical software packages R 

and Stata. Included implementation and interpretation of independent research project  

Qualitative Research Methods and Qualitative Research Practicum, University of Texas at 

Dallas, 2016- 2017. Graduate training in qualitative research methods, including 

implementation and interpretation of independent research project using NVivo software 

Descriptive and Inferential Statistics, University of Texas at Dallas, 2014. Rigorous introduction 

to statistical inference and introduction to regression analysis 

 

Pedagogical and Professional Training 

Digital Scholarship and Pedagogy Professional Learning Community, University of Texas at 

Arlington, 2017. Included hands-on training in applied scholarship and pedagogy for virtual 

learning settings, participation in the Learning Consortium, Accelerate Conference, Orlando, 

FL, 2016, and virtual conference presentation of a digital learning product 



 

 

California Brief Multicultural Competency Scale Multicultural Training Program, Mental Health 

Connection, Fort Worth, TX 2010. 

Undoing Racism, The People’s Institute for Survival and Beyond, Fort Worth, TX, 2009 

Licensed Master Social Worker, State of Texas, 2009-2016 

 

RESEARCH AND TEACHING EXPERIENCE        

Associate Professor of Practice, School of Social Work, University of Texas at Arlington (UTA), 

Arlington, TX, 09/14 – Present. (Assistant Professor of Practice, 09/14 – 08/20). Instructor 

for graduate and undergraduate social work students with a primary focus on teaching 

research, health and social policy courses that incorporate readings, case studies and 

experiential assignments from disciplines including public health, social work, political 

economy, anthropology, and others. Recognized for advanced training and experience with 

virtual instruction, experiential learning, and team-based learning approaches. 

Research Associate, Center for Mexican-American Studies (CMAS), University of Texas at 

Arlington (UTA), Arlington, TX, 09/18—05/20. Active contributor to monthly scholarly 

works in progress (WIP) meetings and professional development activities for scholars with 

Hispanic/Latinx-focused research. Regular instructor for inter-departmental Immigration 

Policy social work course with social work and CMAS students. Liaison between UTA and 

Latino community in student-focused activities and outreach throughout Dallas/Fort Worth 

Metroplex 

Community Engagement Manager, Center for Community Health, University of North Texas 

Health Science Center (UNTHSC), Fort Worth, TX, 07/12—08/14. In a one-year period, 

transitioned from project manager to Co-Investigator of NIMHD-funded translational 

research on women’s health disparities through three community-based participatory 

research initiatives on obesity, breast cancer, and HIV/AIDS, respectively. Developed 

communication and engagement methods with academic, professional, business, and 

community stakeholders in strategic partnerships to carry out mission of health equity. 

Leader in strategic planning, policy, and grant writing initiatives relating to health literacy 

systems, prevention programming, and community participatory research approaches. 

Provided supervision for students pursuing DrPH, MPH and DO degrees 

 

AWARDS AND DISTINCTIONS          

IAPHS Mentoring Program, 2021. Selected to participate as a mentee in population health 

science mentorship program to build professional networks and receive career guidance 

National Heart Lung and Blood Institute, Clinical Data Science Institutional Review Board, 

Inaugural Board Member, 2019 – Present. Invited to serve as a non-scientific board member 

of the inaugural Clinical Data Science Institutional Review Board (CDS-IRB) at the National 

Heart Lung and Blood Institute (NHLBI). The CDS-IRB is tasked with addressing the 

growing complexity of research and non-traditional uses of biomedical data by partnering 

with NHLBI to systematically understand the evolution and range of requests to conduct 

secondary analyses, recognize emerging trends, and explore ways to enhance data 

stewardship with the research community. 

Health Policy Research Scholars (HPRS), a program of the Robert Wood Johnson Foundation, 

2017-2021. Selected to receive funding for a competitive and prestigious four-year leadership 



 

 

program developed by the Robert Wood Johnson Foundation. The goal of the program is to 

train doctoral students to use their discipline-based research training to advance health equity 

to help build healthier and more equitable communities. Eligible participants are doctoral 

students from populations underrepresented in specific doctoral disciplines and/or 

historically marginalized background.  

HPRS Conference Travel Award, 2021. Competitive program award to participate as a virtual 

panelist in the 2021 AcademyHealth Health Datapalooza and National Health Policy 

Conference 

HPRS Writing Retreat, 2020. Competitive program award received to cover training costs to 

participate in a three-day virtual writing workshop for academic research 

HPRS Dissertation Award, 2019. Competitive program award of up to $10,000 for travel costs 

and participant incentives associated with data collection for dissertation research 

HPRS Writing Retreat, 2019. Competitive program award received to cover travel and training 

costs to participate in a writing workshop for academic research in Detroit, MI 

Presidential Scholarship for the AcademyHealth Institute on Advocacy and Public Policy, 2016. 

Selected as one five recipients of a highly competitive scholarship for students and early 

career researchers to participate in an intensive course hosted at the National Institutes of 

Health campus in Bethesda, MD and attend the 2016 National Health Policy Conference 

(NHPC). Included classroom-based training by seasoned lobbyists and participation in a 

“Hill Day” to engage directly with congressional staff 

National Institute on Minority Health and Health Disparities, Translational Health Disparities 

Scholar, 2013. Hosted at the National Institutes of Health campus in Bethesda, MD, over the 

past three years this highly competitive has drawn an average of 350 applications from early-

state research investigators to participate in an intensive 2-week course that integrates an 

understanding of the science of population health, determinants of health disparities and 

implications for practice and policy 

 

Other Awards and Distinctions 

Lambda Theta Alpha Recognition of Outstanding Support to Students, 2016 

Tau Sagma Induction Ceremony, Keynote Speaker, 2015 

City of Arlington, Dr. Martin Luther King Jr. “Sharing the Dream” Nominee, 2011 

Phi Alpha Honor Society, 2006-2009 

Golden Key Honor Society, 2006 

Departmental Honors Texas Christian University, 2006 

Scholarship Recipient, Fort Worth Hispanic Chamber of Commerce, 2002-2006 

Scholarship Recipient, TCU National Merit Semi-Finalist Award, 2002-2006 

National Hispanic Scholar, 2002 

National Merit Semi-Finalist, 2002 

 

CURRENT FUNDING           

Health Policy Research Scholars (HPRS), a program of the Robert Wood Johnson Foundation. 

“Don’t Dismiss Immigration Just Yet.” (Project Director). $10,000. 01/21—12/21. 

Competitive program award to develop a virtual teach-out. Teach-outs are learning 

experience that are topic-focused and action oriented, online, free, open to the public, and 



 

 

designed to provide information about a specific topic through a learning format that is less 

academic and more accessible than the traditional classroom environment. 

Health Policy Research Scholars (HPRS), a program of the Robert Wood Johnson Foundation. 

“An Investigation of The Survival and Coping Strategies of Immigrant Persons and 

Immigrant-Serving Groups in Dallas-Fort Worth and Houston, Texas During the COVID-19 

Pandemic.” (Co-Principal Investigator). $40,000. 01/21—12/21. The purpose of this study 

is to build community capacity among immigrant-serving community-based organizations 

(CBOs) to participate in and apply research concerning the health of immigrant persons and 

families in two large Texas cities. 

Health Policy Research Scholars (HPRS), a program of the Robert Wood Johnson Foundation. 

“Health Policy Research Scholars Leadership Program Award.” (Principal Investigator). 

$120,000. 09/17-08/21. Highly competitive and prestigious four-year leadership program for 

doctoral students from populations underrepresented in specific doctoral disciplines and/or 

historically marginalized background. Specific activities included: (1)  immersive policy and 

leadership development trainings and coursework in Washington, DC and multiple sites 

throughout the United States, as well as webinars and other virtual learning; (2) training in 

health policy translation, dissemination, communication, health equity, and population health 

while based in home institutions; (3) cultivation of mentorship networks with public health 

and policy leaders; (4) an annual stipend of $30,000 for four years; and (5) competitive 

program awards 

 

PAST FUNDING            

Health Policy Research Scholars (HPRS), a program of the Robert Wood Johnson Foundation. 

Dissertation Award. (Principal Investigator). $4,000. 05/19—11/2020. Competitive 

program award of up to $10,000 for travel costs and participant incentives associated with 

data collection for dissertation research 

NIMHD via University of North Texas Health Science Center. “Tarrant County Cancer 

Disparities Coalition Needs Assessment.” (Principal Investigator).  $54,000. 11/16—12/17. 

The goal of this project is to conduct a mixed-methods needs assessment to provide health 

providers in a collaborative network with a greater understanding of patient experiences and 

barriers along the cancer continuum of services in Tarrant County. 

JPS Health Network. “Assessment of the Knowledge, Attitude and Beliefs of United Way 

Partners in Health and Aging Services.” (Principal Investigator).  $1,000. 10/16—05/17. 

This project evaluates the impact of a health disparities workshop conducted with 

organizations focused on health and aging services in order to develop a shared framework 

for addressing health equity. 

University of Texas at Arlington. “An Exploratory Study into Implementation and Decision-

Making Processes Related to Community Health Needs Assessments in Tarrant County.” PI 

Sanchez). $60,000, 09/16 – 08/17. The purpose of this project is to explore the community 

health needs assessment process conducted by nonprofits hospitals and other collaborators in 

Tarrant County to develop a framework for collaborative data collection and implementation 

of strategies focused on addressing community health disparities. (Co-Investigator) 

NIMHD via Community Council of Greater Dallas. “Compliance Barriers and Initial Outcomes 

of the Medicaid First Dental Home Policy in Dallas County.” (PI Voinea-Griffin). $75,000. 



 

 

07/15—12/17. This mixed methods study evaluated the oral health impact of a new Texas 

health policy in the Dallas community and to provide evidence for policy development and 

improvement. The goal of the project is to improve oral health in vulnerable children, assess 

progress toward the Healthy People 2020 objectives for this population group, and guide 

future efforts. (Qualitative Evaluator) 

Centers for Disease Control. Community Approaches to Reducing Sexually Transmitted 

Diseases (CAR)s. “Pathways to Sexual Health.” (PI Miller). $763,337. 09/14 – 08/17. Lead 

author and co-investigator in proposal for CDC cooperative agreement to increase local 

prevention and control capacity to reduce STD disparities by applying a CBPR approach to 

partner with existing STD Collaboration and co-develop sexual health promotion activities. 

(Approved but not awarded) 

United Way of Tarrant County. “The HEALTH Initiative/ Healthy Aging and Independent 

Living (HAIL)/ Health Literacy Program.” (PI Cardarelli).  $75,000. 07/14 – 06/15. The 

health literacy project applies a systems approach toward its goal of increasing the collective 

capacity of key organizational stakeholders to improve the health literacy of individuals in 

the target population served, thereby creating a “health literate” Tarrant County. (Community 

Engagement Coordinator) 

United Way of Tarrant County. “Emerging Elders and Older Adults of Arlington, Texas: 

Perspectives on ‘Aging Well’ in Their Community.” (PI Adorno). $9,970. 01/14 – 08/14. The 

goal of this project is to utilize a community-based participatory research (CBPR) approach 

to explore features of “aging-friendly” Arlington, Texas according to community 

stakeholders. (Community Engagement Coordinator) 

United Way of Tarrant County. “Health Literacy in Tarrant County Adults: A Systems 

Approach.” (PI Cardarelli). $100,000. 07/13 – 06/14. The goal of this project is to apply a 

systems approach to enhance connections `between institutions such as libraries and 

healthcare systems and local evidence-based programs that enhance self-management of 

older adults with chronic disabling conditions. (Community Engagement Coordinator) 

Susan G. Komen for the Cure. “Community Organizing Grant Program.” (Project Co-Director). 

$10,000. 06/13 – 05/15. Small grant submitted with a community-based coinvestigator on 

advisory board of Tarrant County Disparities Coalition, a local community/academic 

partnership established to address health disparities. Small grant funded two county-wide, 

multi-site breast cancer screening events in collaboration with local hospitals and 

community-based organizations. 

United Way of Tarrant County. “Health Literacy in Tarrant County Older Adults: A Systems 

Approach.” (PI Cardarelli). $50,000. 01/13 – 06/13.  The goal of this project is to apply a 

systems approach to enhance connections between institutions such as libraries and 

healthcare systems and local evidence-based programs that enhance self-management of 

older adults with chronic disabling conditions. (Community Engagement Coordinator) 

National Institute of Minority Health and Health Disparities. NIMHD Exploratory Centers of 

Excellence (P20). “Texas Center for Health Disparities Community Engagement/Outreach 

Core.” (PI Vishwanatha).  $6,664,315. 08/12—07/17. Provided oversight, project 

management and community engagement activities for Community Outreach Core in 

translational research center focused on women’s health disparities. Included community-

based participatory research initiative in areas of obesity, breast cancer, and HIV/AIDS; 



 

 

Coordination of a Community Advisory Board; (Co-Investigator 09/13—07/14; Consultant, 

09/14—08/15; Community Engagement Coordinator, 07/12—08/13) 

CDC via Texas Department of State Health Services. “Transforming Texas Evaluation.” (PI 

Cardarelli). $1,601,496. 04/12 – 09/13. The goal of this project is to add to the chronic 

disease reduction and prevention evidence base by determining which health strategies 

produce successful outcomes in different environments. (Community Engagement 

Coordinator). 

Cancer Prevention and Research Institute of Texas. “Comprehensive breast cancer prevention for 

high-risk women in Dallas County.” (PI Cardarelli). $1,403,548. 09/11 – 08/14. The goal of 

this project is to expand an evidence-based breast cancer primary prevention program among 

high-risk women while increasing community capacity for prevention. (Community 

Engagement Coordinator) 

Cancer Prevention and Research Institute of Texas. “Culturally sensitive HPV Vaccine 

Education in Tarrant County.” (PI Cardarelli). $298,148. 06/10 – 05/12. The goal of this 

project is to expand an evidence-based breast cancer primary prevention program among 

high-risk women while increasing community capacity for prevention. (Community 

Engagement Coordinator) 

 

ACADEMIC PRESENTATIONS (REFEREED)        

Poster Presentations 

Nava, M. “Institutional gatekeepers and models of oppression in perpetuating immigrant trauma: 

Implications for cross-sector collaboration, service delivery systems and family-based 

interventions.” Interdisciplinary Association for Population Health Science Annual Meeting, 

Virtual conference, 10/2020. In-person meeting canceled due to Covid-19. 

Nava, M. “Perspectives of social service providers on socioeconomic status and migrant health: 

Implications for cross-sector collaboration and system integration.” AcademyHealth Annual 

Research Meeting, Virtual Conference, 07/20. In-Person meeting canceled due to COVID-

19. 

Gutierrez, M., Hoffman, P., Murphy, E. & White, S. “A Model of Caregiver Participation in 

Early Childhood Oral Health Care.” AcademyHealth Annual Research Meeting, Seattle, WA, 

06/18  

Gutierrez, M., English, A. & Sanchez, K. “Exploratory Study into Primary Data Collection 

Methods.” Association for Community Health Improvement National Conference, Atlanta, 

GA, 03/18 

Prieto, C., Prieto, G., Segovia, A., Gutierrez, M., Spence-Almaguer, E., Linnear, K. & 

McMains, C. “Opportunities for Community-Based Obesity Prevention Among Immigrant 

Latino Communities in Dallas County.” Texas Center for Health Disparities 10PthP Annual 

Conference, Fort Worth, TX, 06/15 

 

Moderated Presentations 

Nava, M. “Institutions, Immigrant Health and Cross-Sectoral, Community-Led Approaches.” A 

Rapid-Fire presentation at the virtual AcademyHealth Health Datapalooza and National 

Health Policy Conference, 02/2021. In-person meeting canceled due to Covid-19. 



 

 

Cipoletti, N., Davis, J., Fernandes, R., Gutierrez, M., Iyengar, V., Long, E.,…Ordonez, M. 

“Reaching Minority and Rural Individuals with Dementia: Strategies, Experiences and 

Successes from Administration on Aging Grantees.” American Society on Aging 

Conference, San Francisco, CA, 03/18. Travel funded by Administration on Community 

Living's National Alzheimer's and Dementia Resource Center 

 

Paper Presentations 

Nava, M. “Migrants in the Health Equity Discourse: A Political Economy Lens.” 4PthP 

Binational Mexico-United States Conference on Social Work and Migration, Houston, TX, 

11/19 

Gutierrez, M., DeBose, M., Adorno, G., Wilder, M., Dickerson-Sankofa, D., Williams, 

K.,…Carbajal-Diaz, A. “Navigating the Role of a Backbone Organization in Collective 

Impact for Cancer Prevention.” 142PndP American Public Health Association Annual 

Meeting and Exposition, New Orleans, LA, 11/14 

Cardarelli, K., Carbajal-Diaz, A., Linnear, K. & Gutierrez, M. “Enhancing health literacy in 

adults with chronic disease: A systems approach”. 141PstP American Public Health 

Association Annual Meeting and Exposition, Boston, MA, 11/13 

Nava, M. & Hoefer, R. “Accountability for Human Service Agencies: A Tale of Two Cities.” 

National Association of Social Workers, Texas Chapter, Fort Worth, Texas, 11/09 

 

PUBLICATIONS            

Nava, M. (2020). A historical framework for voting discrimination and the role of non-citizens 

in the United States. Latino Studies. Submitted for initial review.  

Nava, M. (2020). An assessment of the awareness and perceptions of social service professionals 

regarding social determinants of health. Journal of Racial and Ethnic Health Disparities. 

Submitted for initial review. 

Nava, M., English, A. & Sanchez, K. Exploratory Study into Primary Data Collection Methods. 

In preparation. 

Nava, M. Migrants in the heath equity discourse: A political economy lens.  In preparation. 

Nava, M. Perspectives of social service providers on socioeconomic status and migrant health: 

Implications for cross-sector collaboration and system integration. In preparation. 

 

Technical Reports 

Gutierrez, M. & Smith, D. “A Community Conversation: Establishing Health Equity for all 

Tarrant County Adults with Chronic Disease.” For the United Way of Tarrant County and 

Tarrant County Area Agency on Aging, 08/17 

Gutierrez, M., Sanchez, K., English, A. & Clough, J. “An Exploratory Study into Primary Data 

Collection for Community Health Needs Assessments in Tarrant County.” For the Healthy 

Tarrant County Collaboration, 07/17 

Nava, M. “East Arlington Family Support Center: Needs and Asset Assessment.” For ACH 

Child and Family Services and the United Way of Tarrant County, 05/09 

Gutierrez, M. & Schield, J. “Tarrant County Public Health. Assessment of Health Care Access 

& Concerns Among Participants at Carnaval de Salud.” For the Tarrant County Public Health 

Department, 3/13 



 

 

 

NON-ACADEMIC PRESENTATIONS (INVITED)       

Panels/Roundtables 

America’s changing demographics: Born in the U.S.A. 2nd Hispanic Media Conference. 

Organized by the UTA Hispanic Media Initiative, Arlington TX, 08/20 

Mesa de diálogo sobre acciones a favor de la representación y participación política de la 

comunidad migrante en México (Round table over actions supporting representation and 

political participation of the migrant Community in Mexico). Organized by the Instituto 

Nacional Electoral de Mexico (National Electoral Institute of Mexico Arlington, TX, 05/19 

Immigration: Facts and future. Organized by the UTA School of Social Work, Arlington, TX, 

03/19 

Immigration after the elections: Challenges and opportunities. Organized by the UTA Center for 

Mexican-American Studies, Arlington, TX, 3/19 

You have the right! Immigration and education forum. Organized by the UTA Chapter of Alpha 

Kappa Alpha, Arlington, TX, 3/19 

Looking to the future: Immigration regional conference for community leaders. Organized by the 

UTA Center for Mexican-American Studies, Arlington, TX, 2/17 

“Building a healthy community.” Fall Policy Summit: Health and Human Service Track. 

Organized by the African American Leadership Institute, Dallas, TX, 09/16 

 

Workshops and Training 

Defining and understanding the social determinants of health. Delivered to participants of the 

STAR (Steps Toward Academic Research) Fellowship Program, Annual guest presenter, 

2014-Current 

Transformative learning in social justice education. Professional Learning Communities 2017 

Mini-Conference, Arlington, TX, April 2017. 

A community conversation: Raising the bar for all Tarrant County adults with chronic disease. 

Delivered to grantees of the United Way of Tarrant County and Area Agency on Aging, 

11/16 

Immigration 101: An overview for social change agents. 2PndP Annual Ubuntu Social Justice 

Conference at UTA. Organized by the Multicultural Affairs and the Office of International 

Education, Arlington, TX, 11/15 

Community engagement: Defining, understanding, and implementing. Delivered to employees of 

Center of Hope in Parker County, 08/13 

Understanding and addressing cancer disparities. Delivered to grantees of North Texas area 

Susan G. Komen chapters, 07/13 

Working with immigrants: A basic overview for human service providers. Delivered to 

participating organizations of the Arlington Resource Sharing Group, 08/12 

Customer experience: Understand, learn, and respond to your customers. Delivered to staff of 

the City of Arlington Parks and Recreation, 01/11 

Characteristics of Arlington youth: ACH Child and Family Services Emergency Youth Shelter. 

Delivered to members of the United Way of Tarrant County – Arlington, Youth Priority 

Issues Study Task Group, 08/10 

Trainer, Identifying and Reporting Child Abuse, 2006-2008  



 

 

Facilitator, Becoming a Love and Logic Parent, 2006-2008 

Trainer, Solution-Focused Interactions with Children, 2006-2008 

 

COURSES TAUGHT            

Graduate courses: Special Topics in Health Equity (developed and implemented course), Health 

Policy and Social Justice, Diverse Populations, Foundations of Social Policy and Services  

Undergraduate courses: U.S. Immigration Policy and the American Dream (developed and 

implemented course), Social Work Research Methods, Social Welfare Policy and Services, 

Diverse Populations.  

 

STUDENT MENTORSHIP AND SUPERVISION        

Role Student Degree Program(s) #  of Students Time Span 
Thesis Committee Member MSW 2 2018-2021 
Honors Project Supervisor BSW 4 2018 – 2021 
Research Assistant Supervisor PhD, DO, MSW, BSW, BS 9 2008-2016 
Fellowship Faculty Advisor PhD 1 2017 
Independent Study Liaison MPH 1 2012 

 

 

MEDIA AND OTHER MENTIONS          

Zhang, C. (2021). US House passes 2 bills aiming to provide permanent residency to DACA 

recipients, agricultural workers. Shorthorn. University of Texas at Arlington. Available 

online at https://www.theshorthorn.com/news/us-house-passes-2-bills-aiming-to-provide-

permanent-residency-to-daca-recipients-agricultural-workers/article_1ceddf10-967d-11eb-

92e7-2f498d4218f4.html 

Zhang, C. (2020). Here’s how the first 100 days of a Joe Biden presidency might look. The 

Shorthorn. University of Texas at Arlington. Available online at 

https://www.theshorthorn.com/news/here-s-how-the-first-100-days-of-a-joe-biden-

presidency-might-look/article_f5495250-21f6-11eb-b0b9-eb078c67795d.html  

Zhang, C. (2020). How UTA student organizations are celebrating Hispanic Heritage Month 

amid Covid-19. The Shorthorn. University of Texas at Arlington. Available online at 

https://www.theshorthorn.com/news/how-uta-student-organizations-departments-are-

celebrating-hispanic-heritage-month-amid-covid-19/article_2438173a-f6ce-11ea-b329-

db258087b3d7.html  

Sassoon, C. (2017). Human trafficking: A profitable yet detrimental business. The Shorthorn. 

University of Texas at Arlington. Available online at 

https://www.theshorthorn.com/news/human-trafficking-a-profitable-yet-detrimental-

business/article_84be675e-e416-11e6-a2f3-ef507f101a05.html  

Spence-Almaguer, E., Gutierrez, M., Wagner, T. & Cantu Anguiano, K. (2017). Prostate cancer 

and African-American men: A call for Health equity. School of Public Health & Texas 

Center for Health Disparities Community Blog. The University of North Texas Health 

Science Center at Fort Worth. Available online at https://www.unthsc.edu/school-of-public-

health/prostate-cancer-african-american-men-call-health-equity/  

https://www.theshorthorn.com/news/us-house-passes-2-bills-aiming-to-provide-permanent-residency-to-daca-recipients-agricultural-workers/article_1ceddf10-967d-11eb-92e7-2f498d4218f4.html
https://www.theshorthorn.com/news/us-house-passes-2-bills-aiming-to-provide-permanent-residency-to-daca-recipients-agricultural-workers/article_1ceddf10-967d-11eb-92e7-2f498d4218f4.html
https://www.theshorthorn.com/news/us-house-passes-2-bills-aiming-to-provide-permanent-residency-to-daca-recipients-agricultural-workers/article_1ceddf10-967d-11eb-92e7-2f498d4218f4.html
https://www.theshorthorn.com/news/here-s-how-the-first-100-days-of-a-joe-biden-presidency-might-look/article_f5495250-21f6-11eb-b0b9-eb078c67795d.html
https://www.theshorthorn.com/news/here-s-how-the-first-100-days-of-a-joe-biden-presidency-might-look/article_f5495250-21f6-11eb-b0b9-eb078c67795d.html
https://www.theshorthorn.com/news/how-uta-student-organizations-departments-are-celebrating-hispanic-heritage-month-amid-covid-19/article_2438173a-f6ce-11ea-b329-db258087b3d7.html
https://www.theshorthorn.com/news/how-uta-student-organizations-departments-are-celebrating-hispanic-heritage-month-amid-covid-19/article_2438173a-f6ce-11ea-b329-db258087b3d7.html
https://www.theshorthorn.com/news/how-uta-student-organizations-departments-are-celebrating-hispanic-heritage-month-amid-covid-19/article_2438173a-f6ce-11ea-b329-db258087b3d7.html
https://www.theshorthorn.com/news/human-trafficking-a-profitable-yet-detrimental-business/article_84be675e-e416-11e6-a2f3-ef507f101a05.html
https://www.theshorthorn.com/news/human-trafficking-a-profitable-yet-detrimental-business/article_84be675e-e416-11e6-a2f3-ef507f101a05.html
https://www.unthsc.edu/school-of-public-health/prostate-cancer-african-american-men-call-health-equity/
https://www.unthsc.edu/school-of-public-health/prostate-cancer-african-american-men-call-health-equity/


 

 

PwC Health Research Institute. (2014). “Hispanics: A growing force in the New Health 

Economy.” Available online at www.pwc.com/us/hispanichealthcare  

 

PROFESSIONAL EXPERIENCE     

January 2009 – June 2012. Family Support Center Manager. ACH Child and Family Services, 

Fort Worth, TX. Forged governance structure inclusive of clients and community 

stakeholders. Developed evidence-based child abuse and sexual violence prevention 

programming. Implemented innovative program evaluation methods. Successfully obtained 

national accreditation for program activities. Created active coalition of faith communities, 

public agencies, nonprofits, and public officials for service delivery collaboration 

• August 2008 – December 2008. Legislative Intern. Office of Texas State Representative Lon 

Burnam, Fort Worth, TX. Analyzed state legislation and assessed its implications for social 

work. Advocated for constituents with state public agencies. Participated in collaborative 

resource sharing activities and organizations as representative of legislative office. Researched 

local and state policy and events and prepared briefings for legislator 

• May 2006 – August 2008. Emergency Youth Shelter Case Manager. All Church Home for 

Children, Fort Worth, TX. Provided crisis counseling, case management, family preservation 

and transition planning. Coordinated the collaboration of referral agencies, family members, 

and other support systems to meet the needs of youth in care. Delivered monthly training to 

professional staff on identification and reporting of child abuse and strengths-based 

interactions with children derived from solution-focused therapy and Love and Logic© 

parenting approaches. Prepared and submitted grant reports, statistical data, and paperwork. 

Utilized agency-specific, county-wide, and federal databases to report client data and 

participated in regional coalition of RHY-serving agencies 

• August 2005 – May 2006. Specialized Treatment for Offender Program (STOP) Intern. 

Tarrant County Juvenile Services, Fort Worth, TX, 08/05-05/06. Provided program 

orientation and participated in group therapy in a post-adjudication residential treatment 

program for youth who have committed sexual offenses. Developed program evaluation 

survey, facilitated grief and loss group intervention, and conducted an outcome evaluation, 

and collaborated with program administrator, supervisor, and institutional probation officers 

to develop programming and activities 

• August 2003 – May 2006. Advancement via Individual Determination (AVID) Program 

Tutor. Fort Worth Independent School District, Fort Worth, TX. Implemented college 

preparation techniques with inner-city high school youth; Facilitated tutorial groups; 

Developed and implemented lesson plans; Assisted in program development and activity 

planning; Coordinated community-based volunteer projects 

• August 2005 – May 2006. South Hills Christian Church. Contracted with a faith-based 

organization to assist in the implementation of English as a Second Language (ESL) courses, 

advocacy events and a community health fair 

• August 2003 – May 2006. Communities in Schools / YMCA 21st Century Community 

Learning Centers. Partnered with school districts in Fort Worth ISD to support the creation of 

school-based learning centers to provide academic enrichment activities for K-12 students in 

high-poverty and low-performing schools  

http://www.pwc.com/us/hispanichealthcare


 

 

 

PROFESSIONAL SERVICE           

National Heart Lung and Blood Institute (NHLBI), Clinical Data Science Institutional Review 

Board (CDS-IRB), 2019 – Present. (Inaugural Board Member). Invited to serve as a non-

scientific member for a newly-established review board that offers no-cost central review of 

secondary research proposals utilizing NHLBI datasets for which IRB approval is required. 

The CDS-IRB is tasked with addressing the growing complexity of research and non-

traditional uses of biomedical data by partnering with NHLBI to systematically understand 

the evolution and range of requests to conduct secondary analyses, recognize emerging 

trends, and explore ways to enhance data stewardship with the research community. 

Referee, Progress in Community Health Partnerships, 2016  

Grant Reviewer, Tarrant County Public Health External Review Committee, 2013-2016 

Grant Reviewer, STAR (Steps Toward Academic Research) Fellowship at University of North 

Texas Health Science Center, 2015 

Abstract Reviewer, American Public Health Association Community-Based Public Health 

Caucus, 2014-2015 

Abstract Reviewer, UNT Health Science Center Research Appreciation Day, 2013-2014 

 

PROFESSIONAL MEMBERSHIPS/AFFILIATIONS       

AcademyHealth 

American Public Health Association 

Association for Public Policy Analysis and Management 

National Coalition for Sexual Health 

Robert Wood Johnson Foundation 

 

INSTITUTIONAL SERVICE          

University Service 

Latinx Faculty and Staff Association, University of Texas at Arlington, 2020-Present (At-Large 

Board Member) 

Academic and Community Partnerships, University of North Texas Health Science Center, 

2019-Present  

Center for Mexican-American Studies, University of Texas at Arlington, Arlington, TX, 2017-

Present. Research Associate. 

Member, Hispanic-Serving Institution Task Force, University of Texas at Arlington, 2015-2017 

Planning Committee, Annual Texas Conference on Health Disparities, University of North Texas 

Health Science Center, 2014-2017 

 

Departmental Committee Service (UTA School of Social Work) 

Non-Tenure Track (NTT) Faculty Development and Review Committee (FDRC) (Co-Chair, 

2020) 

Community and Administrative Practice (CAP) Content Committee, 2014–Present (Chair, 

2016-2019) 

BSW Foundation Committee, 2018-2019 

Field Education Committee, 2018-2019 



 

 

Professional Standards Committee, 2017-2018 

Non-Tenure Track Faculty Search Committee, 2017-2018 

Subcommittee on Undergraduate Studies/Subcommittee on Graduate Studies (SCUGS/SCOGS), 

2016-2019 

Executive Committee, 2015-2017 

Health Content Committee, 2014-2021 

 

COMMUNITY SERVICE           

United Way of Tarrant County, Health Council, Co-Chair 2015-2018 (At-Large Member 2012-

2018) 

Cancer Care Services of North Texas, Board Member and Chair, Program Evaluation 

Committee 2015-2018 (At-Large Member 2014-2018) 

United Way Aging Texas Well, Steering Committee Co-Chair 2013-2015  

Tarrant County Cancer Disparities Coalition, Co-Founder and Advisory Board Member 2012-

2017 

H.O.P.E. Tutoring Center, Inc., Board Member and Chair, Marketing Committee 2011-2012 

(At-Large Board Member 2010-2013) 

Arlington Resource Sharing Group, Co-Founder and Chair 2010-2012 (Steering Committee 

2012-2014) 

 

Advisory  

Tarrant County Area Agency on Aging, Model for Alzheimer’s/Dementia Services Quality 

Assurance Committee, 2015-2018 

Tarrant County Area Agency on Aging, Advisory Board, 2014 

Healthy Tarrant County Collaboration, Steering Committee, 2012-2018 

Healthy Moms Healthy Babies & Healthy Community Collaboration, Oversight Board, 2012-

2015 

Tarrant County Voices for Health, Steering Committee, 2012-2015 

Hispanic Wellness Coalition, Steering Committee, 2012-2015 

Carnaval de Salud Community Health Fair, Planning Committee, 2012-2014 

JPS Health Network, Joint Council, 2010-2015 

Annual Cesar Chavez March and Rally, Planning Committee, 2008-2009 

 

At-Large Member 

Dallas Area Coalition to Prevent Childhood Obesity, 2012-2018 

Dallas Cancer Disparities Community Coalition, 2012-2015 

Dallas-Fort Worth Hospital Council Foundation, Community Health Collaborative, 2012-2015 

Morningside Children’s Partnership, Community Team, 2012-2015 

Tarrant County Task Force on Health Care for the Homeless, 2012-2015 

Tarrant County Fatherhood Coalition, 2012-2015   

Office of State Representative Lon Burnam, Women’s Health Initiative, 2012-2013 

Mental Health Connection, 2011-2015 

Tarrant County Obesity Prevention Council, 2011-2012 

Arlington Coalition for Adolescent Pregnancy Prevention, 2010-2012 



 

 

Arlington Police Department Weed & Seed Program, Prevention, Intervention & Treatment 

(PIT) Subcommittee Member, 2010-2012 

United Way of Tarrant County, Arlington Youth Priority Issues Task Force, 2010-2012 

Arlington Police Department, Victim Services Multidisciplinary Staffing, 2010-2012 

United Way of Tarrant County, Financial Stability Initiative, 2010-2012 

Tarrant AgriLIFE Extension, Urban Development Program Area Committee, 2010-2011 

Arlington Chamber of Commerce, Policy Project, 2009 -2011 

Reform Immigration for Texas Alliance, Dallas/Fort Worth Committee, 2009-2011 

Healthy Marriage Healthy Families Coalition, 2009-2010 

Fort Worth/Tarrant County Minority Leaders and Citizens Council, 2008-2009 

North Texas Anti-Trafficking Task Force, 2006-2009 

North Texas Emergency Youth Shelter Coalition, 2006-2008 

 


