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Abstract
The mounting evidence highlighting the disproportionate impact of the COVID-19 pandemic in ethnic minority communities 
underscores the need to understand how distress and healthcare access impacts the well-being of undocumented Latino/a 
immigrants (ULIs), one of the most marginalized and vulnerable ethnic minority communities in the U.S. We used existing 
data from a cross sectional study (Proyecto Voces) of 252 ULIs to conduct path analyses that explored the relations among 
distress due to immigration legal status, healthcare access difficulties, and the health of ULIs. Results demonstrated that 
distress due to immigration legal status is related to the physical and mental health of ULIs, and that difficulties in accessing 
healthcare explained these relations. These data support the importance of immediate, targeted efforts for increasing access 
to healthcare among undocumented immigrants and highlight the long-term importance of a much-needed healthcare reform 
for improving access to marginalized populations.
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Introduction

New studies using advanced demographic modeling sug-
gests that approximately 22.1 million undocumented immi-
grants reside in the United States (U.S.) [1]. The majority 
of these immigrants identify as Latino/a and have lived in 
the U.S. for more than 10 years [2]. Despite their established 
presence, undocumented Latino/a immigrants (ULIs) in the 
U.S. continue to be disproportionally at-risk for diminished 
health outcomes [3–5]. Potential reasons for this have been 
proposed with the most notable being restricted access to 
healthcare and greater, more prolonged exposure to high lev-
els of distress due to their immigration legal status [6, 7]. 

Unfortunately, research to test the aforementioned associa-
tions using advanced quantitative methodology is limited. 
Turning to existing qualitative literature documenting the 
effects of prolonged distress on health outcomes, it stands 
to reason that there will be a strong relation between distress 
due to immigration legal status and the health of ULIs [e.g., 
8, 9]. The use of advanced quantitative methodologies to 
build upon knowledge gathered from qualitative studies is 
of the utmost importance for promoting the well-being of 
this sizeable, yet highly at-risk population, particularly in 
face of public health crises such as the COVID-19 pandemic.

One challenge, encountered by many ULIs, that may 
explain the relation between distress due to immigration 
legal status and diminished health outcomes, is their lim-
ited access to healthcare. Indeed, extensive research has 
demonstrated that limited healthcare access is particularly 
detrimental to the health of ULIs due to the numerous bar-
riers that these immigrants encounter when seeking care [7, 
10–12]. For example, because ULIs are ineligible for feder-
ally subsidized public health insurance programs, typically 
hold jobs that do not provide private health insurance, are 
unable to use safety net services due to fear of deportation 
and do not generally benefit from legislative efforts that aim 
to increase healthcare access via increased access to health 
insurance coverage (e.g., Affordable Care Act), many delay 
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seeking medical care in an attempt to avoid the exorbitant 
financial cost associated with health services [13–15]. Addi-
tionally, limited English proficiency, difficulty navigating 
complicated health care systems, experiences with discrimi-
nation, and a general distrust of systems adds to the long 
list of barriers that further hinders this populations’ ability 
to utilize health services [13]. These barriers may be com-
pounded by policies and laws, which raises additional doubts 
within this population to use or access governmental benefits 
if/when they are eligible for them. An example of such a 
policy is the public charge policy which was put into place 
in August of 2019 and states that an immigrant who has 
received one or more public benefit for more than 12 month 
in any 36-month period may be denied lawful admission 
into the U.S. as they may be deemed a “public charge” [16]. 
Delays in seeking health services or a complete lack of 
healthcare may account for the negative effect that distress 
due to immigration legal status may have on the physical and 
mental well-being of ULIs, thus placing this already vulner-
able population at even greater risk for diminished health 
outcomes. Research testing these hypothesized relations, 
however, has not been conducted. Such work is timely and 
necessary in the face of public health crises such as COVID-
19 when access to healthcare is particularly restricted, even 
among those who traditionally have encountered little to no 
difficulties in seeking care [17].

While the COVID-19 pandemic is affecting everyone, 
ULIs are at a heightened risk for being negatively impacted 
for several reasons. First, ULIs are vital to many of the 
industries considered “essential” during the COVID-19 
pandemic (e.g., ULIs make up 53% of the agriculture indus-
try, 15% of the construction industry, 9% of the production 
industry, 9% of the service industry) [18, 19]. Essential indi-
viduals have been largely unable to work from home through 
the height of the pandemic, which places them at greater risk 
for contracting COVID-19 [20]. The aforementioned risk of 
exposure, limited access to healthcare, and a greater likeli-
hood of having an undiagnosed underlying health condi-
tion, increases the probability that ULIs face a more severe, 
potentially deadlier course of infection should they contract 
the virus [21–24]. Secondly, ULIs are at an increased risk 
for experiencing psychological distress due to the extended 
economic impact of COVID-19 increasing the likelihood of 
psychological distress. Like the general population, ULIs 
are impacted by the financial insecurity brought on by wage 
cuts, widespread layoffs, and company shutdowns [15, 25]. 
With the inability to access the economic relief offered 
as part of unemployment and stimulus benefits, ULIs are 
especially vulnerable to the well documented psychological 
effects of financial insecurity [26, 27]. Moreover, ULIs may 
also be susceptible to heightened distress as they are forced 
to make daily decisions about balancing their health and 
employment status. The aforementioned distress is further 

intensified by the fact that they are likely to work in indus-
tries where paid leave is not offered, social distancing and 
personal protective equipment (PPE) guidelines are difficult 
to enforce, and where their ability to self-advocate is stifled 
by their immigration legal status. These aforementioned risk 
factors underscore the importance of targeted interventions 
that will promote the well-being of ULIs during the COVID-
19 pandemic.

In light of the pressing need to better understand the 
associations among distress due to immigration legal status, 
healthcare access, and the health of ULIs, our study used 
existing data from a cross-sectional study of ULIs to exam-
ine these relations. The study analyzed data that was col-
lected prior to the COVID-19 pandemic; the examination of 
data collected prior to the COVID-19 pandemic will charac-
terize individual and system level factors that can elucidate 
the disproportional impact of the pandemic on Latinos, par-
ticularly ULIs. Given the literature reviewed, it was expected 
that distress due to immigration legal status would be associ-
ated with the health of ULIs such that greater distress would 
be related to poorer physical and mental health. It was also 
expected that healthcare access would mediate this relation. 
Results of this study are then applied to public health crises 
such as the COVID-19 pandemic to provide recommenda-
tions that will support the well-being of ULIs during times 
when healthcare access is of utmost importance.

Methods

Participants and Sampling Design

“Proyecto Voces” [Project Voices] is a multiphase, cross-
sectional study focused on understanding the physical and 
mental health of ULIs. Phase one of the project interviewed 
254 ULIs residing in the greater San Diego area between 
November 2014 and January 2015. The study utilized a 
respondent driven sampling (RDS) approach for participant 
recruitment and data analyses, which enabled inference to 
a population of 22,000 ULIs in the target region [28]. In 
this study, recruitment began with three previously selected 
ULI or seeds. Seeds were identified by formative research 
and were selected to represent the diversity of the commu-
nity including gender, age, place of residence and relevant 
immigration characteristics. From each seed, a recruitment 
chain began so that each seed was provided with three refer-
ral coupons to recruit other ULIs for participation. The next 
waves of recruits were provided with another set of three 
referral coupons to recruit additional participants and so on. 
Each referral coupon was coded to match the recruiter to 
the respondent and collected by the interviewer from each 
respondent in order to link respondent to seeds and referral 
chains but not to individual referrals. Sampling continued 
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until the final subjects no longer matched the initial subjects 
in terms of demographic characteristics. To reduce biased 
estimates, RDS modifies commonly used chain-referral 
methods in three ways: (a) to increase the breadth of the 
social network captured by the sample, recruitment is lim-
ited by the use of coupons so participants are only allowed 
a fixed number of referrals (maximum of three); (b) in using 
referral coupons, participants do not personally identify 
referrals to the researcher so that anonymity is maintained; 
and (c) to make results representative of the target popula-
tion (and not just respondents with large social networks), a 
systematic weighting scheme is built into the RDS model. 
A more complete description of RDS and its application 
to Proyecto Voces is provided by {blinded} and colleagues 
[3]. For the purposes of this study, data from phase one of 
Proyecto Voces was utilized in the current study’s analyses.

Participant inclusion criteria for the initial Proyecto Voces 
study was: (1) at least 18 years of age; (2) able to speak 
English or Spanish during the interview; (3) self-identify as 
Latino/a by answering the question “do you identify yourself 
as Latino/a?” (4) not exhibiting symptoms of an acute psy-
chotic episode (i.e., hallucinations, delusions, disorganized 
speech/thoughts) as assessed by observation and clinical 
judgement; and (5) undocumented status as determined by 
participant’s responses to a series of yes/no questions out-
lining current legal statuses (i.e., citizen, legal or temporary 
resident, undocumented). Because two participants in the 
original study were missing data on the independent variable 
(i.e., distress due to immigration legal status), the current 
study sample is comprised of 252 participants.

Data Collection

All measures were completed in an in-person interview for-
mat by five trained bilingual psychology research assistants 
and graduate students who were under the direct supervi-
sion of a mental health clinician. These in-person interviews 
were done to facilitate the completion of study measures and 
to avoid participant’s inability to complete study measures 
due to differences in their literacy abilities. All interviewers 
had extensive knowledge and experience in working with 
Latino/a and undocumented immigrant populations. Given 
the language preference for the majority of participants, 
interviews were conducted in Spanish. Interviews were con-
ducted in locations identified by prior formative research 
as being convenient to participants (e.g., migrant shelters, 
participant’s home, library, church, etc.). Respondents were 
compensated $30 for their participation in the interview and 
$10 for each referral (for a maximum of an additional $30). 
Informed consent was obtained prior to participation and 
the study was approved by the San Diego State University’s 
institutional review board.

Measures

Distress Due to Immigration Legal Status

Distress due to participants’ undocumented status was 
measured via an adapted question taken from the DSM-V’s 
cultural formulation interview [29]. The DSM-V cultural 
formulation interview is a four-question interview intended 
to understand distressing experiences among individuals 
of different backgrounds. The question used in this study 
(i.e., how much distress do you experience from not having 
a visa?) was adapted from the original interview in order to 
better understand the experience of undocumented immi-
grants. For the purposes of this study, distress was opera-
tionalized as the state of suffering associated with stressors, 
demands, or circumstances that are difficult to cope with 
in daily life. Participants were informed of this definition 
of distress and were asked to rate their level of distress on 
a scale from 0 = no distress to 10 = most distress. Higher 
scores are indicative of greater distress.

Mental Health Symptoms

Mental health symptoms were measured using the Brief 
Symptom Inventory-53 (BSI-53) [30]. The BSI-53 is a self-
report questionnaire that assesses for the presence of psy-
chological symptoms across nine dimensions. This study 
used the depression and anxiety subscales. For each symp-
tom, participants are asked to rate the level of distress that 
they have experienced in the past 7 days as a result of that 
symptom using a scale from 0 = not at all to 4 = extremely. 
Raw subscale scores were converted to standardized t-scores 
using gender specific community norms. The Cronbach’s 
alpha for the subscales of interest in this study was accept-
able (depression subscale, α = 0.81; anxiety subscale, 
α = 0.71).

Physical Health Symptoms

The Bradford Somatic Inventory-23 (BSI-23) is a 23-item, 
self-report measure used to assess a wide range of partici-
pants’ physical health symptoms [31]. For each symptom, 
participants were asked to rate the frequency with which 
they have experienced that symptom in the last month 
from 0 = absent to 2 = present 15 or more days this month. 
Higher scores are indicative of greater, more frequent physi-
cal symptoms with scores ≥ 14 indicative of clinically sig-
nificant physical symptoms. Estimates of specific health 
conditions are often difficult to obtain in this population as 
ULIs are unlikely to have access to a regular health care 
provider who can diagnosis such conditions [11]. Thus, this 
study focused on participants’ self-report of physical symp-
toms as a proxy measure of their physical health status. The 
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Cronbach’s alpha for the measure in this study was excellent 
(α = 0.90).

Healthcare Access Difficulties

Healthcare access difficulties were assessed via the Post-
Migration Living Difficulties (PMLD) Questionnaire [32]. 
The PMLD questionnaire is a 25-item inventory used to 
assess adverse life experiences encountered by participants 
since their arrival to the U.S. The questionnaire was adapted 
based on information collected from pilot testing for phase 
one of Proyecto Voces. The total number of PMLDs related 
to healthcare access difficulties (i.e., 5 items) was used in 
this study. Items included “worries related to not having 
treatment for health problems,” “difficulties in accessing 
emergency medicine,” “difficulties in accessing long-term 
medical care,” “difficulties in accessing dental care,” and 
“difficulties in accessing a psychologist or counselor.” Par-
ticipants were asked to indicate whether or not they expe-
rienced a particular healthcare access difficulty (0 = no, 
1 = yes). A total score of the healthcare access difficulties 
endorsed by each participant was used with higher scores 
indicating greater healthcare access difficulties. The Cron-
bach’s alpha for this questionnaire in this study was good 
(α = 0.86).

Covariates

Because of their significant relation to the dependent varia-
bles, sex (0 = male, 1 = female) and marital status (0 = single 
or not partnered, 1 = married, partnered, living as married) 
were included as covariates in analyses. These items were 
taken from the demographics and immigration history sec-
tion of the study. No additional covariates were included in 
the analyses.

Data Analysis

Descriptive statistics and correlations were conducted to pre-
liminarily explore the relations among mental health symp-
toms, physical health symptoms, healthcare access difficul-
ties, distress due to immigration legal status, and covariates 
of interest. Inferential statistics accounted for RDS design 
effects and sample weights were used to produce weighted 
population estimates. Weights were calculated based on the 
percentage of ULIs that were expected to reside in the study 
location. The RDS Analyst software was used to test RDS 
assumptions and to generate RDS weights and population 
estimates [33]. Diagnostic testing for RDS assumptions con-
firmed that the characteristics of the study sample approxi-
mated those of ULI population in the greater San Diego 
area [34].

Hypothesized models were then tested via path analyses 
using Mplus Version 8 [35]. Goodness of fit indices were 
used to determine model fit. Good model fit was defined 
as a non-significant chi-square, a comparative fit index 
(CFI) of > 0.95, and a Root Mean Square Approximation 
(RMSEA) of < 0.08 [36, 37]. After model fit was estab-
lished, the statistical significance and effect size of the indi-
vidual pathway coefficients were used to interpret model 
results. Direct and indirect pathways were analyzed. Specifi-
cally, direct pathways from distress due to immigration legal 
status to mental and physical health symptoms, and those 
from healthcare access difficulties to distress due to immi-
gration legal status and ULI’s physical and mental health 
were examined. Whether participant’s healthcare access 
difficulties mediated the relation between distress due to 
immigration legal status and the outcome variables was also 
tested. The model was tested using regression analyses with 
bootstrapped standard errors (iterations = 1000), included 
covariances between the outcome variables, and controlled 
for participants’ sex and marital status.

Results

Descriptive Statistics and Bivariate Analyses

Results from descriptive statistics, including population 
estimates, are presented in Table 1. The average age of par-
ticipants was 38.1 years old (SD = 11.1). The majority of the 
sample was female (69.3%) and were partnered (i.e., married 
or living as married) (68.1%). Average monthly income was 
$1,635.1 (SD = $852.8) and more than half of participants 
(65.0%) had less than a high school education. Participants 
were largely of Mexican origin (97.6%) and had spent an 
average of 16.4 years (SD = 8.0) living in the U.S. Despite 
the participants undocumented status, approximately 71.9% 
of participants indicated that they were living in a mixed 
status households with an average household size of 4.4 
(SD = 1.9) individuals in the home. A mixed-status house-
hold is a household that includes people with difference 
citizenship or immigration statuses. Lastly, approximately 
86.1% of the sample identified as parents and had an average 
of 2.8 children (SD = 1.9).

Descriptive statistics also indicated that, on average, par-
ticipants experienced a high level of distress due to their 
immigration legal status (M = 6.9, SD = 3.1, Range = 0–10). 
The average t-score for depressive symptoms was 54.3 
(SD = 10.7, Range = 41–90) and 49.5 for anxiety symp-
toms (SD = 11.1, Range = 38–80). Further, participants 
had an average physical symptom score of 7.5 (SD = 7.8, 
Range = 0–42) with approximately 19.0% of the sample 
having reporting clinically significant physical health symp-
toms. The average number of healthcare access difficulties 
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experienced by participants was 2.8 (SD = 1.7, Range = 0–5). 
A closer examination revealed that the majority of partici-
pants endorsed difficulties related to their ability to access 
regular healthcare (64.6% of participants), long-term 

healthcare (69.3%), and dentistry care (60.0%); however, 
many participants did not report difficulties in accessing 
emergency medical services (49.2%) or in accessing mental 
health services (37.4%).

Table 1   Participants’ characteristics: Sample Characteristics and Weighted Population Estimates

a  BSI scores < 63 were indicative of no clinically significant symptoms whereas scores ≥ 63 were indicative of clinically significant symptoms
b  Bradford somatization scores < 14 were indicative of no clinically significant symptoms whereas scores ≥ 14 were indicative of clinically sig-
nificant symptoms

Factor Sample (n = 252) Population (N = 22,000)

N % N % 95% CI SE

Sex 0.05
Women 174 69.3 14,740 67.0 [57.5; 75.8]
Men 78 31.0 7260 33.0 [24.2; 42.5]
Education 0.05
 < High school 164 65.0 14,520 66.0 [56.3; 74.9]
 ≥ High school 88 34.9 7480 34.0 [25.1; 43.7]
Marital status 0.04
Partnered 171 68.1 15,620 71.0 [62.3; 79.3]
Not partnered 81 32.1 6380 29.0 [20.7, 37.7]
Country of birth 0.01
Mexico 246 97.6 21,560 98.0 [96.0, 1.0]
Other 6 2.4 440 2.0 [0.1, 0.3]
aDepressive symptoms 0.04
Below clinical cut off 196 77.8 16,720 76.0 [67.5, 83.7]
At or above clinical cut off 56 22.2 5280 24.0 [16.3, 32.5]
aAnxiety symptoms 0.04
Below clinical cut off 211 83.7 188,260 83.0 [75.1, 90.4]
At or above clinical cut off 41 16.3 3740 17.0 [9.6, 24.9]
bPhysical symptoms 0.03
Below clinical cut off 204 81.0 18,260 83.0 [76.0, 89.2]
At or above clinical cut off 48 19.0 3960 18.0 [10.8, 24.0]
Parental status 0.03
Children 217 86.1 18,436 83.8 [90.3; 77.3]
No children 35 13.8 3,036 16.3 [9.7; 16.3]
Country of origin 0.01
Mexico 246 97.6 21,560 98.0 [99.9; 96.2]
Other 6 2.4 440 2.0 [3.8; 0.1]
Mixed status household 0.05
Yes 182 71.9 14,256 64.8 [74.7; 55.0]
No 71 28.1 7,744 35.2 45.0; 25.3]

N M SD N M 95% CI SE

Age 252 38.1 11.1 22,000 39.0 [36.0; 42.0] 1.54
Monthly income 252 1,635.1 852.8 22,000 1582.0 [1414.9; 1748.3] 85.1
Years in U.S 252 16.4 8.0 22,000 17.7 [15.7; 19.7] 1.03
Distress due to legal status 252 6.9 3.1 22,000 6.6 [6.1; 7.2] 0.3
Depressive symptoms 252 54.3 10.7 22,000 54.8 [52.7; 56.9] 1.07
Anxiety symptoms 252 49.4 11.1 22,000 49.2 [47.1; 51.4] 1.09
Physical symptoms 252 7.5 7.8 22,000 7.3 [5.7; 9.0] 0.9
Healthcare access difficulties 252 2.8 1.7 22,000 2.7 [2.4; 3.0] 0.2
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Bivariate analyses results are presented in Table  2. 
Briefly, results confirmed that all of the variables of inter-
est were significantly related to one another. Results also 
revealed a negative association between mental health symp-
toms and sex, and between depressive symptoms and marital 
status. On the other hand, physical health symptoms were 
related to sex and marital status.

Path Analyses

Path analyses model exploring the direct and indirect 
relations among distress due to immigration legal status, 
healthcare access difficulties, and the physical and mental 
health symptoms of ULIs demonstrated good model fit, χ2 
(7) = 10.60, p = 0.16, CFI = 0.98, RMSEA = 0.05. Pathway 
coefficients and their significance are provided in Fig. 1. 
Multivariate analyses revealed that distress due to immi-
gration legal status was positively related to participant’s 
anxiety symptoms (β = 0.20, p = 0.001), depressive symp-
toms (β = 0.31, p < 0.001), and physical symptoms (β = 0.23, 

p < 0.001). This indicates that as distress due to immigra-
tion legal status increased participant’s mental and physical 
health decreased. Results also found direct effects between 
healthcare access difficulties, and participant’s anxiety 
(β = 0.19 p = 0.001), depressive (β = 0.22, p < 0.001), and 
physical symptoms (β = 0.19, p = 0.001). Indeed, more 
healthcare access difficulties was related to poorer physical 
and mental health. Healthcare access difficulties were also 
related to distress due to immigration legal status (β = 0.28 
p < 0.001) such that greater distress due to immigration 
legal status was associated with more healthcare access dif-
ficulties. Lastly, healthcare access difficulties mediated the 
relation between distress due to immigration legal status 
and ULI’s physical and mental health (anxiety symptoms: 
β = 0.06, p = 0.008; depressive symptoms β = 0.06, p = 0.003; 
physical symptoms: β = 0.05, p = 0.01).

Ancillary results also revealed an effect of sex and marital 
status on ULI’s health status. Specifically, participant sex 
was related to anxiety (β = − 0.30, p < 0.001) and depres-
sive (β = − 0.21, p < 0.001) symptoms, as well as to physical 

Table 2   Correlations between immigration status distress, physical symptoms, anxiety symptoms, depressive symptom, healthcare access dif-
ficulties and covariates

a Sex: 0 = Male, 1 = female. bMarital Status: 0 = not partnered, 1 = partnered
* p ≤ 0.05, **p ≤ 0.01, ***p ≤ 0.001

Variables 1 2 3 4 5 6 7

1. Distress due to immigration legal status –
2. Physical symptoms 0.28*** –
3. Anxiety symptoms
(t-scores)

0.25*** 0.57*** –

4. Depressive symptoms
(t-scores)

0.37*** 0.53*** 0.64*** –

5. Healthcare access difficulties 0.28*** 0.26*** 0.24*** 0.31*** –
6. Sexa 0.36 0.17**  − 0.21***  − 0.13* 0.03 –
7. Marital statusb 0.01  − 0.16**  − 0.09  − 0.22*** 0.01  − 0.06 –
Range 0–10 0–42 38–80 41–90 0–5 0–1 0–1

Fig. 1   Path analyses for indirect effects model with standardized coefficients
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symptoms (β = 0.19, p = 0.001). Indeed, males reported 
higher levels of anxiety and depressive symptoms whereas 
females reported greater and more frequent physical symp-
toms. Further, marital status was significantly related to 
depressive symptoms (β = − 0.32, p < 0.001) such that par-
ticipants who were not partnered reported greater depressive 
symptoms.

Discussion

In light of the pressing need to reduce health risk among 
ULIs, the present study explored how healthcare access 
difficulties influenced the relation between distress due to 
immigration legal status and their health. Our results sup-
ported our initial hypotheses by demonstrating that (1) 
increased distress due to immigration legal status was related 
to diminished physical and mental health among ULIs, and 
(2) healthcare access mediated these relations.

Assessment of Results

Placing our findings within the context of the literature, our 
results are consistent with those of a previous qualitative 
study that described the relation between distress due to legal 
status and diminished health outcomes in ULIs [4]. Through 
the use of quantitative analyses and sampling strategies that 
have been shown to reduce recruitment bias in research with 
hard-to-reach populations, we were not only able to confirm 
this relation but were also able to better understand the rela-
tion between these variables. ULIs often experience high 
levels of distress over a long time in large part due to high 
rates of trauma exposure pre- and post-migration, as well as 
from the constant threat of deportation that has been magni-
fied over the past few years as a result of a surge in deporta-
tion rates and prevalent anti-immigrant actions/rhetoric in 
the U.S. [3, 10]. The association between distress due to 
undocumented legal status and diminished health outcomes 
is likely to be strengthened in the face of additional com-
pounded stressors, such as economic and health concerns 
from the COVID-19 pandemic. Given the well-established 
association between high levels of prolonged distress and 
negative health outcomes, exposure to compounded stress-
ors is likely to make ULIs particularly vulnerable to some 
of the most dire health consequences associated with this 
pandemic [8, 9].

Descriptives of this study also revealed that ULIs faced 
the most difficulties with regular access to healthcare, long-
term access to healthcare, and access to dentistry care. They, 
however, faced the least difficulties with access to emer-
gency medical services or mental health services. With 
estimates suggesting that as many as 68% of undocumented 
immigrants lack health insurance coverage and that only 

about 1 in 5 ULIs having access to health insurance via their 
employer, it is perhaps not surprising that the health services 
that are deemed as preventative and/or require established 
care are also those that ULIs reported having the most dif-
ficulties with [12, 13, 18]. On the other hand, it is equally not 
surpring that ULIs reported that they encountered the least 
number of difficulties with emergency medical services as 
these services are typically available to most to some degree 
regardless of insurance status or immigration legal status 
[12, 38]. Furthermore, referencing the robust literature sug-
gesting that Latino/a do not seek mental health services at 
the same rate as their Non-Hispanic White counterparts 
and that they are more likely to receive mental health sup-
port from informal routes, it is also somewhat expected that 
participants would report the least number of difficulties in 
accessing this type of care [39, 40]. This pattern of reported 
healthcare difficulties suggests that this population’s physi-
cal health needs are largely reliant on emergency medical 
services—a difficulty which is likely exacerbated in the face 
of public health crises such as the COVID-19 pandemic. 
It also suggests that ULIs may rely on community-based, 
informal sources of support for their mental health needs. 
Access to these supports, however, may be reduced during 
the current pandemic due to social distancing guidelines and 
stay-at-home recommendations that limit interactions with 
those outside of one’s immediate household.

Existing research has speculated that the relation between 
distress due to immigration legal status and diminished 
health outcomes among ULIs is largely due to difficulties in 
accessing healthcare. To our knowledge, no study has spe-
cifically tested this hypothesis. The present study filled this 
gap in the literature by demonstrating that, indeed, health-
care access mediates the relation between distress due to 
immigration legal status and health outcomes among ULIs. 
As previously mentioned, the difficulties that many ULIs 
have faced in accessing reliable healthcare are longstanding 
but have likely been intensified by anti-immigrant policies, 
such as the public charge policy. Though the U.S. Citizen-
ship and Immigration Services (UCIS) has stated that care 
related to a COVID-19 diagnosis is not included in this pub-
lic charge ruling, many ULIs may still remain hesitant to 
seek out medical care during these times as a) the symptoms 
of COVID-19 mimic the symptoms of other illnesses and 
this exception only applies to COVID-19 specific diagno-
ses, and b) the dissemination of information pertaining to 
this ruling has been limited in communities most impacted 
by the public charge rule [41, 42]. The combination of this 
public charge rule and the increased demand on the health-
care system make it likely that healthcare access is even 
more restricted for undocumented immigrants, and that the 
relations demonstrated in this study may be exacerbated by 
the current pandemic.
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Recommendations

Considering our findings and their applicability to the health 
of ULIs now and in the future, we propose several recom-
mendations that may ameliorate the negative health conse-
quences highlighted by this study. These recommendations 
build off of the two mechanisms of change highlighted by 
our study—distress related to immigration legal status and 
difficulties accessing healthcare. To reduce distress related 
to immigration legal status, it is necessary to halt or sig-
nificantly reduce anti-immigrant actions and policies so that 
ULIs feel safe to seek out the physical and mental health 
support they need without fear of repercussions. It will also 
be important to address the unique economic vulnerabilities 
facing this population; for instance, by improving working 
conditions to decrease occupational health risks. Of note, 
while these recommendations are likely to have a tremen-
dous potential to reduce distress related to immigration legal 
status and its associated negative consequences, we recog-
nize that putting these recommendations into place requires 
significant coordination between local, state, and federal 
government agencies. We also recognize that there may be 
differences in the degree to which local governments and 
organizations are equipped to respond to the needs of ULIs, 
and that these recommendations may need to be tailored to 
best meet the needs of local communities. Through strong 
civic engagement and advocacy, nonprofit organizations, 
health providers, and individual citizens will continue to be 
essential in pushing forward the needed changes.

Prompt action is also required to help promote access to 
healthcare among ULIs, especially during public health crises. 
Initiatives should aim to increase community outreach efforts 
to disseminate reliable, accurate, and timely health information 
and screenings in neighborhoods where many ULIs reside. 
These efforts should take extra precautions to ensure that the 
information and recommendations put forth (a) are made in 
consideration of Latino/a cultural values, contextual factors 
(e.g., limited resources, high risk jobs), (b) are available in 
both English and Spanish, and (c) highlight the separation of 
healthcare systems and immigration enforcement agencies. 
Additional initiatives should aim to increase access to health 
insurance coverage in this population by allowing undocu-
mented immigrants to purchase health insurance in the market-
place, to increase resources to the safety net healthcare systems 
that serve their communities, to promote the use of telehealth 
services in this population, and to implement the widespread 
use of mobile healthcare clinics.

Limitations and Future Directions

Though our study makes important recommendations for pro-
moting the health needs of a vulnerable immigrant popula-
tion, especially during the current public health crisis, it is 

not without limitations. First, because of this populations’ 
longstanding difficulties with healthcare access, estimates 
of chronic health conditions are difficult to obtain and are 
largely unreliable. While we believe that the use of physical 
symptoms as a proxy measure for participant’s health status 
continues to be the best available measure of physical health 
in this population, we recognize that there is significant room 
for improvement in the way in which the physical health of 
ULIs is measured. This limitation further underscores the 
importance and need for addressing the recommendations put 
forth in this paper. Second, this study was cross-sectional, and 
causality could not be inferred. Future studies should aim to 
explore the relations examined in this study using a longitudi-
nal design. Thirdly, it is important to recognize that geographi-
cal factors may have influenced the relations explored in this 
study (e.g., border communities may be more familiar with 
the needs of ULIs and, thus, healthcare may be more acces-
sible in these areas). As such, additional research is needed to 
explore the way in which geographical location may influence 
these findings.

This study provides an important first step in understand-
ing the way in which distress due to immigration legal status 
is linked to diminished health outcomes among ULIs. Future 
studies should aim to expand this understanding for instance 
by exploring how intersectional identities may increase 
vulnerability. Ancillary findings in this study showed an 
association between gender and marital status and the study 
outcomes, which should be further understood. Moreover, 
future studies should aim to expand an understanding of how 
common barriers associated with healthcare access (e.g., 
health insurance coverage, financial insecurity, distrust of 
systems) may influence the relation demonstrated in the 
present study.

Conclusions

To date, a limited number of initiatives have been put forth 
to support the health of ULIs, which is particularly impor-
tant in the face of public health crises such as the current 
COVID-19 pandemic. Of initiatives that have been put forth, 
the vast majority have remained limited in scale and have 
primarily been undertaken by advocacy and/or nonprofit 
organizations [43, 44]. In light of our findings and the fact 
that the current pandemic is likely to strengthen the rela-
tions demonstrated in this study, additional efforts of a larger 
scale are needed to protect the health and wellbeing of this 
vulnerable population. Initiatives that target the distress that 
ULIs face as a result of their immigration legal status and the 
difficulties they encounter in accessing healthcare are espe-
cially needed to curb the dangerous health trajectory that this 
population is currently on. A call to action such as this one is 
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of great importance from a public health and human rights 
standpoint both during the current pandemic and beyond.
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