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Immigration continues to reshape the demographic landscape of the United States, with immigrants facing unique challenges
at the intersection of economic opportunity and psychological adaptation. This study investigated the relationships between
economic hardship, healthcare access barriers, and mental health outcomes among immigrant populations, guided by Pearlin’s
Stress Process Model. The sample consisted of 57 participants (Mage = 33.19 years, 67.9% female) representing diverse
immigrant backgrounds. Participants completed validated measures assessing economic strain, depression (PHQ-9), anxiety
(GAD-7), healthcare access barriers (HCAB), and social support (MSPSS). Hierarchical regression analyses revealed that
economic stress significantly predicted depression symptoms (8 = .23, p = .02) but not anxiety symptoms when demographic
covariates were controlled. Mediation analyses using bootstrap procedures demonstrated that healthcare access barriers,
particularly financial barriers, significantly mediated the relationship between economic stress and both depression (mediated
effect = .21, 95% CI [.06, .35]) and anxiety (ACME = .25, 95% CI [.07, .46]). Financial barriers accounted for approximately
89% of the total effect of economic stress on depression. Contrary to expectations, social support did not demonstrate significant
protective effects in controlled analyses. Demographic factors emerged as important predictors, with age showing protective
effects against depression and significant racial/ethnic differences in mental health outcomes. These findings highlight the
critical role of healthcare access barriers in linking economic hardship to poor mental health among immigrants. The results
suggest that interventions targeting healthcare accessibility, particularly financial barriers, may be effective in promoting mental
health equity among economically disadvantaged immigrant populations. Limitations include the cross-sectional design and

sample characteristics that may limit generalizability.
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Introduction

Immigration continues to reshape the demographic landscape
of the United States, with immigrants and their U.S.-born chil-
dren now comprising 26.8% of the total population'!. An im-
migrant is generally defined as an individual who relocates
from their country of origin to another nation, either temporar-
ily or permanently, to live, work, or seek refuge. Among the
immigrant population, Latinos make up the largest share at
approximately 44%, followed by Asian immigrants at around
27%, White immigrants at 17%, and Black immigrants at
about 10%“. Recent data indicates that approximately 46.2
million immigrants live in the United States as of 2022, with
nearly one in four being undocumented”. A significant portion
of recent immigrants, especially from Asia and Africa, are ar-
riving through employment-based or humanitarian pathways,
reflecting changing global migration patterns. This growing
population faces unique challenges at the intersection of eco-
nomic opportunity, social mobility, and psychological adapta-

tion*,
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The process of immigration and settlement can be under-
stood through Pearlin’s Stress Process Model”. This frame-
work helps explain how economic hardships create cascading
effects on mental health and functional outcomes through both
direct pathways and secondary stressors such as healthcare ac-
cess barriers. The model posits that primary stressors (such
as economic strain) can proliferate into secondary stressors
(such as inability to access healthcare), which then combine
to influence psychological wellbeing. These stressors often
differ by ethnicity and immigration status. For instance, un-
documented immigrants and refugees face heightened vulner-
ability to deportation fears and legal exclusion, adding layers
of chronic stress. This theoretical lens is particularly relevant
for understanding immigrant experiences, as economic chal-
lenges often intersect with structural barriers in the healthcare
system to compound mental health risks. While immigration
often promises improved economic prospects, the reality for
many immigrants involves significant challenges that can im-
pact both mental health®.

The combination of Pearlin’s Stress Process Model and
Berry’s Acculturation Theory offer the most comprehensive
methodology in understanding how immigration affects men-
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tal health. Stressors associated with immigration to a new
country include acculturative stress such as language barri-
ers, differing cultural values, and decreased familiarity with
institutions. These stressors may compound the effects of in-
creased economic hardship and lead to increased levels of psy-
chological distress. The use of both Pearlin & Berry’s Theo-
ries creates a better understanding of how immigrants experi-
ence and cope with structural economic stressors created by
the immigration process as well as the additional acculturative
stress created when settling into American society. Both the-
ories complement, rather than contradict, each other and pro-
vide a complete outline of how socioeconomic, cultural, and
structural barriers interact to shape the mental health outcomes
of immigrants.

Economic Factors in Immigration

Immigration patterns to the United States are shaped by both
push and pull factors that create complex migration dynam-
ics. Push factors frequently include political instability, au-
thoritarian regimes, and economic depression in origin coun-
tries”. These conditions often combine to create untenable
situations where migration becomes necessary for survival
and prosperity. For example, an instance where migration
has been catalyzed by precarious situations in home coun-
tries includes mass immigration from Venezuela due to Pres-
ident Nicolds Maduro’s electoral manipulation and censor-
ship®. Analysts attribute migratory outflows to political re-
pression or socioeconomic hardship, though peer-reviewed
quantitative estimates remain limited, for example, President
Canel Diaz’s inability to provide for Cuban citizens in the face
of natural disasters and the Covid-19 Pandemic, and President
Ortega’s bloody crackdowns on political dissent and human
rights violations.

Global cities serve as powerful pull factors, offering eco-
nomic opportunities and higher wages while enabling transna-
tional connections®. This economic draw is further compli-
cated by remittance systems, which create complex financial
relationships between immigrants and their countries of ori-
gin. While remittances, which reached $548 billion glob-
ally in 2019, can provide crucial financial support to families
in their home countries, they may also perpetuate economic
strain for home countries as well*. Most notably, in several
Caribbean countries and to a smaller effect in South Amer-
ica, remittances were found to have caused a brain-drain effect
which weakens the economic growth and potential of home

countries .

Mental Health Challenges and Healthcare Access

The mental health of immigrant populations presents a nu-
anced picture, characterized by what researchers term the “im-

migrant paradox.” Despite facing numerous stressors, first-
generation immigrants often demonstrate better mental health
outcomes than their U.S.-born counterparts L However, this
advantage can be undermined by various barriers to healthcare
access, particularly among undocumented immigrants'2.

Research reveals substantial heterogeneity in mental health
outcomes across racial and ethnic groups within immigrant
populations'3. Some Hispanic, Black, and Asian immigrants
groups report lower reports of mental illness than White pop-
ulations'?. However, scholars caution that these apparent
advantages may reflect cultural stigma surrounding mental
health disclosure, systematic underdiagnosis due to cultural
misunderstanding by providers, or genuine cultural protec-
tive factors that buffer against psychological distress. De-
spite potentially lower prevalence rates, significant disparities
persist in mental health service utilization, with Latin Ameri-
can, Asian, and African immigrant groups accessing services
at substantially lower rates than other immigrant groups and
White populations, even when experiencing comparable lev-
els of psychological distress.

Generational patterns further complicate these relation-
ships. Among Black immigrants, first-generation individuals
and Caribbean populations demonstrate lower rates of psychi-
atric disorders compared to U.S.-born Black Americans, il-
lustrating how nativity status interacts with racial identity to
influence mental health outcomes'#.

Similarly, different effects of acculturation and nativity on
mental health outcomes have been observed from studies in
the Latino, Asian, and Black communities, which produces
even more complexity to the generalization of phenomena
like the immigrant paradox'2. In summary, some immigrant
groups show mental health resilience, while other groups are
at higher risk. Ultimately, culturally competent care and cul-
tural adaptation of treatment needs to be a primary ethical re-
sponsibility of providers.

Healthcare access barriers create additional layers of com-
plexity in immigrant mental health. Financial constraints and
lack of insurance coverage create significant obstacles to re-
ceiving regular care. Many immigrants also avoid seeking
healthcare due to fears of deportation and legal consequences.
Language and cultural barriers further complicate access to
appropriate care, while limited knowledge of available ser-
vices prevents utilization of existing resources. Additionally,
experiences of discrimination within healthcare settings often
discourage immigrants from seeking necessary medical atten-
tion.

The intersection of these barriers with economic hardship
creates a particularly challenging environment for maintain-
ing psychological wellbeing. A qualitative study of 26 un-
documented and uninsured Mexican women found that their
experience seeking healthcare was ignored and was marred by
a lack of acknowledgement of their suffering and a degrada-
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tion of their human rights'®. Furthermore, eleven percent of
papers diagnosed the feeling of shame and stigma as a barrier
for accessing healthcare. Undocumented immigrants felt that
they would be a burden on the system or believed that they
would be stigmatized if they sought services.

The convergence of structural, socioeconomic, and cul-
tural barriers creates significant obstacles to accessing men-
tal healthcare, potentially exacerbating existing psychological
stressors and creating secondary stress processes that com-
pound the effects of initial migration-related challenges'Z.

Social Support Networks: Assets and Vulnerabilities

Social support systems play a complex role in immigrant men-
tal health, functioning simultaneously as protective resources
and sources of vulnerability. Research demonstrates that im-
migrant communities typically rely on three primary support
networks: family connections, friendship networks, and faith-
based communities. These networks serve critical functions in
providing emotional support, practical assistance, and cultural
continuity during the challenging process of adaptation to a
new society"®.

Family networks represent the most fundamental source
of support for many immigrant populations. Strong family
bonds and intergenerational connections often serve as pri-
mary buffers against acculturation stress and economic hard-
ship. Faith communities also play a key role: places of wor-
ship commonly house clinics, food pantries, and counseling
programs that provide trusted “safe harbor” for immigrants1®.
In this way, strong family bonds and community cohesion act
as protective cultural assets in immigrant neighborhoods.

However, structural factors can significantly strain these tra-
ditionally protective networks. Compared to U.S.-born adults,
immigrants report substantially lower levels of emotional sup-
port, with many indicating they “rarely” or “never have some-
one to confide in”%",

This paradox reflects how migration disrupts established so-
cial networks while simultaneously creating barriers to de-
veloping new supportive relationships. Stressors including
poverty, language barriers, and anti-immigrant policies of-
ten weaken support systems precisely when they are most
needed?!’

The vulnerability of immigrant support networks becomes
particularly pronounced among older immigrants. Research
indicates that elderly immigrants depend almost entirely on
spouses for assistance but maintain significantly fewer friend-
ships and extended family connections compared to native-
born elders, substantially increasing risks of social isolation"®,

Thus, this pattern suggests that while immigrants may
maintain strong immediate family bonds, broader social in-
tegration often remains limited, creating precarious support
structures that may not withstand major stressors such as eco-

nomic hardship or health crises.

Cultural factors: Protective assets and adaptation chal-
lenges

Cultural characteristics brought from countries of origin cre-
ate both protective factors and adaptation challenges that in-
fluence immigrant mental health outcomes. For example,
traditional cultural values such as familismo (strong family
loyalty), collectivistic orientations, and spiritual beliefs often
serve as significant sources of resilience during the immigra-
tion process.

Bekteshi emphasizes that family commitment (familismo)
and faith provide Mexican immigrant women with emotional
support that buffers stress, helping them overcome discrimi-
nation or hardship“*. When immigrant cultures retain strong
social support and culturally competent care, health outcomes
improve; their review found that social support was a key miti-
gating factor against health problems caused by cultural stres-
sors23. In other words, positive cultural assets (family solidar-
ity, community identity, etc.) can protect immigrant wellbeing
even as they navigate a new society.

These positive cultural assets—including family solidarity,
community identity, and traditional coping mechanisms—can
protect immigrant wellbeing even while navigating signifi-
cant societal challenges. Cultural practices such as commu-
nal gatherings, religious traditions, and collective decision-
making often provide structure and meaning that support psy-
chological adaptation. However, immigrants themselves ac-
knowledge that cultural factors significantly influence their
healthcare decisions and help-seeking behaviors, suggesting
that effective interventions must account for these cultural
frameworks rather than imposing external models of care%.

At the same time, certain cultural factors create barriers.
Language barriers represent the most immediate obstacle,
with immigrants reporting limited English proficiency as a
primary reason for avoiding healthcare services>. Misunder-
standing medical instructions, inability to communicate symp-
toms effectively, and difficulty navigating complex healthcare
systems often lead to underutilization of preventive care pre-
cisely when it would be most beneficial.

Cultural differences in conceptualizing mental health and
help-seeking behavior may also create additional adaptation
challenges. Traditional healing practices, different under-
standings of psychological distress, and varying levels of trust
in medical authorities can conflict with Western biomedical
approaches to mental healthcare. Choi & Kang likewise iden-
tify language barriers and ethnic discrimination as “significant
obstacles” that increase acculturative stress23,

In this view, the very cultural differences that enrich immi-
grant life can, without support, become hurdles to health and
integration.
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Integration with Economic Stress and Health-
care Access

The relationship between cultural factors, social support,
and the economic stressors examined in this study operates
through complex pathways. Strong cultural networks may
buffer against some effects of economic hardship by provid-
ing practical assistance, emotional support, and alternative re-
sources.

However, when entire immigrant communities face similar
economic challenges, the capacity of these networks to pro-
vide meaningful assistance becomes limited. Cultural barriers
to healthcare access may compound the effects of financial
barriers, creating multiple pathways through which economic
stress undermines mental health outcomes.

Understanding these cultural and social dynamics is essen-
tial for interpreting patterns of healthcare utilization and men-
tal health outcomes among economically stressed immigrant
populations. The protective potential of cultural assets may
be undermined when structural barriers prevent access to ser-
vices, while cultural barriers may exacerbate the effects of
economic constraints on healthcare access.

The Current Study

Building on previous research examining immigrant mental
health, this study investigates the relationships between eco-
nomic hardship, healthcare access barriers, and mental health
outcomes among immigrant populations in the United States.
Guided by Pearlin’s Stress Process Model, the study exam-
ines how economic strain operates as a primary stressor that
directly affects mental health while simultaneously creating
secondary stressors in the form of healthcare access barriers>.

According to this theoretical framework, primary stressors
can proliferate into secondary stressors that become additional
pathways through which the original stressor influences well-
being. In the context of immigrant experiences, this study
conceptualizes healthcare access barriers, including financial,
structural, and cognitive obstacles, as secondary stressors that
mediate the relationship between economic hardship and psy-
chological outcomes. The study also examines the potential
protective role of social support in buffering these relation-
ships.

The study addresses two primary research questions:

HI1: Greater economic hardship will be associated with
poorer outcomes in both domains;

H2: healthcare access barriers will mediate the relationship
between economic hardship and mental health outcomes, such
that increased economic hardship leads to greater healthcare
barriers, which in turn predict higher levels of depression and
anxiety.

Method

This study employed a cross-sectional, correlational design
using self-report survey methodology. Data was collected
from April 2025 to June 2025 through online questionnaires in
English and Spanish distributed via Google Forms. The main
survey through which responses were received were in En-
glish, while an alternate survey was offered in Spanish through
Google Translate.

Participants

Participants were recruited through convenience and snow-
ball sampling between April 8th, 2025 and June 28th, 2025.
Recruitment strategies included: (1) posting flyers in lo-
cal parishes and at school, (2) emails to former families of
classmates, and (3) word of mouth. Eligible participants in-
cluded individuals aged 18 or older who self-identified as
first-generation immigrants (defined as foreign-born individ-
uals who moved to the United States). Of 58 individuals who
accessed the survey link, 57 completed sufficient data for in-
clusion (response rate = 98.3%). Participants received no com-
pensation for participation.

The final sample consisted of 58 participants, with 57 pro-
viding complete data for the primary analyses (1 participant
excluded due to missing data). As shown in Table 1, partici-
pant ages ranged from 17 to 55 years (M =33.19, SD = 12.26).
The sample was diverse across multiple demographic charac-
teristics. The majority of participants identified as female (n =
38, 67.9%), with 19 participants identifying as male (33.9%).
One participant had missing gender data. Regarding sexual
orientation, the vast majority identified as heterosexual (n =
47, 82.5%), followed by bisexual (n = 7, 12.3%). Gay and
queer participants each comprised 1.8% of the sample (n = 1
each), with one participant providing missing data. The sam-
ple was predominantly Asian (n = 34, 59.6%), followed by
White participants (n = 17, 29.8%). Black participants com-
prised 3.5% of the sample (n = 2), and Hispanic participants
comprised 7.0% (n = 4). The detailed ethnicity breakdown re-
vealed substantial diversity, with Korean participants being the
largest single ethnic group (n = 12, 20.7%), followed by Asian
(general) (n =9, 15.5%), White (n = 6, 10.3%), and German
(n =4, 6.9%). The remaining participants represented 18 dif-
ferent ethnic backgrounds, reflecting the multicultural nature
of the sample.

Participants demonstrated high levels of educational
achievement. The largest group held Bachelor’s degrees (n =
25, 43.1%), followed by Master’s degrees (n = 14, 24.1%) and
doctoral degrees (n = 8, 13.8%). High school education was
reported by 6 participants (10.3%), while 2 participants (3.4%)
had secondary education, 2 had Associate’s degrees (3.4%),
and 1 participant (1.7%) reported middle school education as
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their highest level. Regarding nativity status, US citizens com-
prised the largest group (n = 23, 39.7%), followed by equal
proportions of permanent residents and participants who pre-
ferred not to disclose their status (n = 12 each, 20.7%). Non-
immigrants represented 19.0% of the sample (n = 11). No-
tably, no participants identified as undocumented immigrants.
English proficiency was generally high, with the majority re-
porting fluent English skills (n = 35, 61.4%). Advanced profi-
ciency was reported by 11 participants (19.3%), intermediate
by 8 participants (14.0%), and beginner level by 3 participants
(5.3%). One participant had missing English proficiency data.

Procedure

Participants were recruited through family members, commu-
nity outreach, and reaching out to other professors working
with immigrant populations. Eligible participants included: 1)
To be the age of 18 or over and 2) To be part of an immigrant
population. Each survey took approximately 15 minutes to
complete. Informed consent was obtained electronically from
all participants prior to the surveys.

Measures

Economic Strain: The Economic Strain Questionnaire as-
sesses financial hardship through nine items rated on a 5-point
Likert scale (1 = never, 2 = rarely, 3 = sometimes, 4 = often,
5 = always)2°. Sample items include: “How often do you cut
back on social activities or entertainment?” and “How often
do you postpone major household purchases?”’ Items mea-
sure behavioral adaptations to economic difficulties, includ-
ing reduced spending on necessities and social activities. To-
tal scores are calculated by summing all items (range: 9-45),
with higher scores indicating greater economic strain. Scores
of 9—18 indicate low strain, 19-27 moderate strain, and 28—
45 high strain. While originally developed with U.S. samples,
the ESQ has been successfully used with immigrant popula-
tions2Z. The internal consistency was excellent (o = .90).

Mental Health: Depression symptoms were measured us-
ing the Patient Health Questionnaire, a nine-item scale assess-
ing symptoms over the past two weeks on a 4-point scale (0 =
not at all to 3 = nearly every day)<%. Scores range from 0-27,
with established cutoffs for minimal (0—4), mild (5-9), mod-
erate (10—14), moderately severe (15-19), and severe (20-27)
depression.

Anxiety was assessed using the Generalized Anxiety Dis-
order scale, a seven-item measure rated on the same 4-point
scale as the PHQ-9%. Total scores range from 0-21, with es-
tablished cutoffs for minimal (0—4), mild (5-9), moderate (10—
14), and severe (15-21) anxiety. The PHQ-9 has demonstrated
adequate reliability and validity across diverse immigrant pop-
ulations®%3, The PHQ-9 and GAD-7 have demonstrated va-

lidity across diverse immigrant populations*#~#, The Cron-
bach’s alphas for the scale demonstrated a good internal con-
sistency (o = .88).

Healthcare Access Barriers: Healthcare access barriers
were assessed using items developed based on the three do-
mains of the Health Care Access Barriers Model: financial,
structural, and cognitive barriers®>. While the HCAB was
originally proposed as a conceptual framework rather than a
validated instrument, its domains have been widely used to
guide data collection in healthcare access research. For exam-
ple, researchers have successfully used the HCAB framework
to develop interview guides and survey items, organize the-
matic analysis of qualitative data, and structure quantitative
analyses of healthcare barriers (see recent application in latent
class analysis of prenatal care barriers, 2025)2038, Follow-
ing this established approach, we developed 15 items (5 per
domain) using a 5-point Likert scale.

The HCAB framework identifies three domains: financial
barriers (e.g., “I cannot afford to pay for healthcare services”),
structural barriers (e.g., “I have difficulty getting appointments
when I need them”), and cognitive barriers (e.g., “I do not
know where to go for healthcare services”). The 15-item
scale uses a 5-point Likert format (1 = Strongly Disagree to
5 = Strongly Agree). Domain scores are calculated as means,
with higher scores indicating greater barriers. The total score
ranges from 15-75. Internal consistency in the current sam-
ple was excellent for the total scale (@ = .95) and adequate
for subscales: financial (¢ = .90), structural (¢ = .89), and
cognitive (o = .92).

Multidimensional Scale of Perceived Social Support:
Perceived social support was assessed using the Multidimen-
sional Scale of Perceived Social Support=?, The MSPSS is a
12-item self-report measure designed to assess perceptions of
social support adequacy from three specific sources: family
(4 items; e.g., “My family really tries to help me”), friends
(4 items; e.g., “I can count on my friends when things go
wrong”), and significant others (4 items; e.g., “There is a spe-
cial person who is around when I am in need”). Participants
rated their agreement with each statement on a 7-point Likert-
type scale ranging from 1 (very strongly disagree) to 7 (very
strongly agree). The MSPSS has shown measurement invari-
ance across cultural groups, supporting its use with immigrant
populations*’. The Cronbach’s alphas demonstrated excellent
internal consistency in the study o = .97.

Data Analysis

All analyses were conducted using R statistical software*!,

Prior to hypothesis testing, data were examined for missing
values, outliers, and assumptions of normality and linearity.
Of the 58 participants who participated in the study, one par-
ticipant was excluded from all analyses due to incomplete re-
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sponses on the PHQ-9 depression measure, resulting in an an-
alytic sample of N = 57. Among these 57 participants, spo-
radic missing data occurred on demographic variables: gender
(n=1, 1.7%), sexual orientation (n = 1, 1.7%), race/ethnicity
(n =1, 1.7%), and English proficiency (n = 1, 1.7%). All
57 participants provided complete data on primary study vari-
ables (economic stress, depression, anxiety, healthcare access
barriers, and social support). Visual inspection revealed no
systematic patterns of missingness. Given that missing data
represented < 2% of the total dataset and was limited to de-
mographic covariates rather than primary variables, listwise
deletion was deemed appropriate. For regression analyses in-
cluding demographic covariates, this resulted in sample sizes
ranging from N = 56-57 depending on the specific model.

Descriptive statistics and bivariate correlations were com-
puted for all study variables to examine patterns of association
and identify potential multicollinearity issues. To test whether
economic hardship predicts mental health outcomes, we con-
ducted two hierarchical multiple regression analyses (one for
depression, one for anxiety). In Step 1, demographic covari-
ates were entered: age, gender (dummy coded: 0 = male, 1 =
female), race/ethnicity (three dummy codes with Asian as ref-
erence: White, Black, Hispanic), education, and nativity sta-
tus (dummy coded: 0 = non-citizen, 1 = US citizen). Based on
theoretical considerations and previous research on immigrant
mental health, the following covariates were included in all
models: age, gender (dummy coded with male as reference),
race/ethnicity (dummy coded with Asian as reference), edu-
cation level (treated as ordinal), and nativity status (dummy
coded with US citizen as reference)#?. Missing data were
handled using listwise deletion for the primary analyses. To
test mediation effects, a mediation package in R was used.
Mediation was tested separately for each barrier type (finan-
cial, structural, cognitive) predicting each outcome (depres-
sion, anxiety).

Results

Preliminary Analyses

Descriptive statistics and correlations among study variables
are presented in Table 1. The final analytic sample consisted
of 57 participants. One participant from the initial sample of
58 was excluded due to incomplete responses on the PHQ-9
depression measure, which was required for primary analyses.
Examination of the correlation matrix revealed expected pat-
terns, with economic stress significantly correlated with both
depression (r = .46, p < .001) and anxiety (r = .30, p < .05).
Healthcare barriers showed strong positive correlations with
economic stress (r = .55, p < .001) and moderate correlations
with mental health outcomes (depression r = .51, p < .001;
anxiety r = .48, p < .001). Social support demonstrated ex-

pected negative correlations with economic stress (r = -.42, p
< .01) and mental health symptoms (see Table 2).

Hypothesis 1: Economic Stress and Mental Health Out-
comes

Hierarchical regression analyses controlling for age, gender,
race, education, and nativity status revealed differential effects
of economic stress on mental health outcomes. Economic
stress significantly predicted depression symptoms (f = .23,
SE = .10, p = .02), supporting our first hypothesis for depres-
sive outcomes (See Figure 1). The model explained 50.3%
of the variance in depression (R2 =.50, F(9,47) =529, p <
.001).

However, economic stress did not significantly predict anx-
iety symptoms when covariates were included ( = .17, SE =
123, p =.17). The anxiety model explained 34.4% of the vari-
ance (R2 = .34, F(9,47) = 2.73, p = .01), with significant ef-
fects primarily attributable to demographic factors rather than
economic stress.

Hypothesis 2: Healthcare Access Barriers as Mediators

Mediation analyses using bootstrap procedures (1,000 simula-
tions) provided strong support for healthcare barriers as medi-
ators of the economic stress-mental health relationship, with
important distinctions across barrier types. As shown in Fig-
ure 1, financial barriers emerged as the strongest mediator. For
depression, the indirect effect was significant (mediated ef-
fect = .21, 95% CI [.06, .35], p = .01), with financial barriers
accounting for approximately 89% of the total effect of eco-
nomic stress on depression. Similarly, financial barriers sig-
nificantly mediated the economic stress-anxiety relationship
(mediated effect = .25, 95% CI [.07, .46], p = .02). Structural
barriers showed mixed mediation effects. While the mediation
was marginally significant for depression (mediated effect =
15, 95% CI [-.01, .31], p = .07), it reached significance for
anxiety (mediated effect = .21, 95% CI [.01, .39], p = .04).
Cognitive barriers did not demonstrate significant mediation
effects for either depression (mediated effect = .06, 95% CI
[-.05, .26], p = .29) or anxiety (mediated effect = .11, 95% CI
[-.03, .34], p =.13).

Healthcare Barrier Types: Differential Effects

When examining specific barrier types simultaneously, finan-
cial barriers consistently emerged as the strongest predictor
across models. In the comprehensive model including all bar-
rier types, only financial barriers remained a significant pre-
dictor of both depression (8 = .29, p = .01) and anxiety (8 =
.29, p = .04) while controlling for economic stress and demo-
graphic covariates.
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Financial
Barriers

a = .55%**

¢' = .11 {ns)

Economic
Stress

Depression

Anxiety

Indirect Effects (a = b)
Depression: .21%%, 95% CI [.06, .35]

Anxiety: .25%, 95% CI [.07, .46]

Note, *p < .05, **p < .01, **%p < 001, Dashed lines represent direct effects (c').

Fig. 1 Mediation Model: Financial Barriers as Mediator of Economic Stress Effects

Social Support Effects

Contrary to expectations, social support did not demonstrate
significant protective effects in controlled analyses. Neither
total social support nor specific support types (family, friend,
significant other) showed significant associations with mental
health outcomes when economic stress and demographic fac-
tors were controlled (all p > .05).

Covariate Effects

Several demographic factors emerged as significant predic-
tors. Age demonstrated a protective effect against depression
(B =-.02, p =.01), with older participants reporting fewer
depressive symptoms. Race showed significant effects, with
Black (B = 1.14, p = .01) and Hispanic ( = .78, p = .01) par-
ticipants reporting significantly higher depression levels com-
pared to Asian participants. For anxiety, Hispanic participants
showed elevated symptoms (3 = .82, p =.03), and White par-
ticipants also demonstrated higher anxiety levels (8 = .55, p =

.02) relative to Asian participants.

The racial/ethnic differences found here warrant cautious
interpretation, particularly considering the small size of the
Black (n = 2) and Hispanic (n = 4) subgroups represented in
the study, estimates of effects for these two subgroups may
be less stable or more likely to reflect random fluctuations
caused by individual differences. Therefore, the results pre-
sented here can be viewed as an initial trend and that further
studies involving larger and more representative samples are
needed to confirm the results presented here.

Model Comparisons

Comparison of controlled versus uncontrolled models re-
vealed that demographic covariates substantially improved
model fit and provided more conservative estimates of eco-
nomic stress effects. The inclusion of covariates increased ex-
plained variance for depression from R = .21 (uncontrolled)
to R?> = .50 (controlled), demonstrating the importance of ac-
counting for demographic factors in immigrant mental health
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research.

Discussion

This study examined the relationships between economic
hardship, healthcare access barriers, and mental health out-
comes among immigrants in the United States. The find-
ings provide partial support for our first hypothesis and strong
support for second hypothesis, while also raising unexpected
questions about the protective role of social support and de-
mographic influences on mental health outcomes.

Economic Hardship and Mental Health Outcomes

Economic stress emerged as a significant predictor of depres-
sion symptoms but not anxiety symptoms when demographic
covariates were controlled. The differential effects across
mental health domains suggest that economic hardship oper-
ates through distinct pathways for depression versus anxiety.
For depression, the significant relationship is consistent with
Pearlin’s Stress Process Model, which posits that economic
strain generates cascading effects on psychological wellbe-
ing through resource depletion and chronic worry about basic
needs”. The findings are consistent with prior literature that
support, immigrant families often experience compounding
stressors that heighten vulnerability to depressive outcomes .
The persistence of this relationship after controlling for demo-
graphic factors indicates that economic stress exerts an inde-
pendent influence on depressive symptoms among immigrant
populations. However, this interpretation should be treated
cautiously, as the study design cannot determine whether eco-
nomic strain precedes changes in depressive symptoms or
whether individuals experiencing greater depression perceive
their economic circumstances more negatively.

The absence of a significant association between economic
stress and anxiety challenges assumptions about uniform ef-
fects of financial strain across mental health domains. This
pattern is consistent with research finding heterogeneity in
how immigrant groups manifest psychological distress, sug-
gesting that anxiety may be more strongly influenced by fac-
tors not captured in our economic stress measure, such as dis-
crimination experience, uncertainty about legal status, or other
stressors not directly related to financial strain’#1>. The null
finding for anxiety may reflect several possibilities: anxiety
symptoms might be more strongly influenced by factors not
captured in our economic stress measure, such as discrimina-
tion experiences, uncertainty about legal status, or accultura-
tive stressors.

Alternatively, anxiety may manifest differently across cul-
tural groups, with some immigrant populations expressing
distress through somatic complaints or other symptoms not
captured by the GAD-7. Cultural adjustment processes and

mental health stigma may also contribute to these dispari-
ties, given that norms surrounding emotional expression and
resilience differ widely across immigrant communities. For
example, collectivist cultures may emphasize endurance and
self-reliance, which discourages open acknowledgement of
anxiety systems. On the other hand, other groups may also
rely on religious or familial coping strategies that buffer psy-
chological distress but also delay clinical intervention. These
culturally shaped patterns of expressing and managing dis-
tress may influence how individuals perceive formal treat-
ment, which creates a natural link between cultural stressors
and the health care system. As a result, cultural norms sur-
rounding help-seeking may interact with structural factors,
shaping the extent to which individuals ultimately engage with
or avoid health services. Furthermore, intergroup disparities
in access to culturally competent care further reinforce these
patterns, as groups who face higher stigma or lower familiar-
ity with Western mental health ideals are generally less likely
to report or seek treatment for anxiety.

The divergent findings for depression versus anxiety high-
light the importance of domain-specific approaches to under-
standing immigrant mental health rather than assuming homo-
geneous effects across all psychological outcomes. The diver-
gent findings for depression versus anxiety potentially high-
light the importance of domain-specific approaches to under-
standing immigrant mental health rather than assuming homo-
geneous effects across all psychological outcomes.

Connecting this work to existing theories of immigrant
well-being, particularly the Stress Process Model, may en-
hance understanding of the results reported in this study=. Ac-
cording to the Stress Process Model, primary stressors (e.g.,
economic hardship) lead to the emergence of secondary stres-
sors like family conflict or lack of access to healthcare, which
then affect psychological health. As such, the current study’s
results support Pearlin’s model in that economic hardship is
the initial stressor and leads to a chain reaction of psychoso-
cial and structural problems that together greatly increase an
immigrant’s risk for developing depressive disorders; in addi-
tion, healthcare access barriers were found to be mediators of
the relationship between economic hardship and depression;
thus, they demonstrate the second form of stress proliferation
described by Pearlin.

Furthermore, without acknowledging the role of
acculturation-related stressors, it is difficult to fully compre-
hend how immigrants adapt to their new society. According
to Berry’s Acculturation Theory, there are many different
types of variables that affect how an individual experiences
acculturation*?. These include language barriers, differences
in cultural values, removal of supportive relationships,
and changes to family dynamics and responsibilities. The
combination of these stressors may indeed interact with the
effects of economic stressors and may result in more intense
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psychological impact. For example, having limited English
proficiency increases financial stress due to fewer job oppor-
tunities; whereas, being unfamiliar with a culture reduces
cognitive access to, or structural barriers in understanding,
available medical resources. Some cultural orientations (e.g.,
familismo or collectivism) can protect from such stressors
but may also be weakened due to the sharing of these
socio-economic strains throughout the entire community.

By using both sets of theories together, we have created a
better way to understand what our study found. Economic
hardship could be considered a structural primary stressor
whereas acculturative stressors would be the cultural and in-
terpersonal stressors that would affect how people view, cope
or deal with financial strain. All three processes would as-
sist us in understanding the relationship between economic
hardship and depression through healthcare barriers and also
would provide insight into the greater dependence on cul-
tural/contextual stressors we did not account for in this model
to help define the nature of anxiety. Using this combined
framework gives support to developing culturally appropriate
interventions that would encompass both structural inequali-
ties as well as acculturative stressors.

It is important to note that the cross-sectional nature of this
study precludes understanding how these relationships unfold
dynamically across settlement stages. The observed associa-
tions may vary considerably depending on immigrants’ length
of residence and position in the acculturation process, limita-
tions discussed in detail below.

The inclusion of demographic covariates substantially al-
tered the observed relationships between economic stress
and mental health outcomes, underscoring the importance of
considering these factors when examining immigrant mental
health. The model comparison revealed that accounting for
age, gender, race/ethnicity, education, and nativity status in-
creased explained variance in depression from R? = .21 to R?
= .50, suggesting that these demographic characteristics play a
crucial role in shaping how economic hardship translates into
psychological distress. Age demonstrated a protective effect
(B =-.02, p=.01), suggesting that older immigrants may have
developed more effective coping strategies or accumulated re-
sources that buffer against depression despite economic chal-
lenges. Education level also showed a positive association
with depression, which may reflect a different phenomenon—
highly educated immigrants may experience greater status in-
congruence when their credentials are not recognized in the
U.S. labor market, leading to frustration and depressive symp-
toms independent of absolute economic hardship.

The pronounced racial/ethnic differences observed (with
Black and Hispanic participants reporting higher depression
than Asian participants) may suggest that economic stress op-
erates within broader contexts of systemic discrimination and
differential access to resources. These demographic factors

do not merely confound the economic stress-mental health re-
lationship; rather, they may moderate these effects such that
economic hardship has differential impacts depending on im-
migrants’ social positioning.

Notably, while social support was tested as a potential pro-
tective factor, it did not demonstrate significant buffering ef-
fects in controlled analyses. This may suggest that social re-
sources alone may be insufficient to mitigate the mental health
consequences of economic hardship when structural barri-
ers (particularly healthcare access barriers) remain in place.
Length of residence in the United States was not assessed in
this study but represents an important consideration for future
research, as it may influence both the severity of economic
strain, through employment stability and wage progression,
and access to healthcare resources through acquisition of in-
surance and knowledge of available services. Future studies
should examine whether the mediating role of healthcare bar-
riers varies by duration of U.S. residence.

It should however be noted that the racial or ethnic observa-
tions contained in this analysis should only be viewed as indi-
cators of potential future research outcomes due to the small
sample size of Black and of Hispanic participants; thus any
comparisons made between these two groups are likely to be
highly variable and not reliably representative of the overall
population. Therefore, these results should be understood as
early indicators of potential differences rather than definitive
proof of disparities at the population level.

Healthcare Access as Mediating Pathways

The mediation analyses provided robust evidence for health-
care access barriers as key mechanisms linking economic
hardship to mental health outcomes, offering support for the
stress process model’s emphasis on how primary stressors cre-
ate secondary stressors that become independent pathways
to poor outcomes”. Financial barriers accounted for nearly
89% of the total effect of economic stress on depression and
demonstrated significant mediation for both depression and
anxiety. These mediational patterns should not be interpreted
as evidence of causal pathways, since cross-sectional media-
tion can reflect statistical associations rather than directional
processes. This finding supports the stress process model’s
emphasis on how primary stressors create secondary stressors
that become independent pathways to poor outcomes. The
prominence of financial barriers specifically aligns with ex-
tensive literature demonstrating that healthcare affordability
represents the most significant obstacle to immigrant health-
care access 19,

The differential mediation effects across barrier types re-
veal important nuances in how healthcare access influences
immigrant mental health. While financial barriers consis-
tently mediated relationships with both mental health out-
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comes, structural barriers showed mixed effects, reaching sig-
nificance only for anxiety. This pattern suggests that differ-
ent types of secondary stressors may have varying impacts
across mental health domains. Structural obstacles such as
transportation difficulties, appointment availability, and sys-
tem navigation challenges may create particular uncertainty
and unpredictability that manifests as anxiety-related concerns
rather than depressive symptoms.

Notably, cognitive barriers such as lack of knowledge about
available services did not demonstrate significant mediation
effects. This finding diverges from research highlighting in-
formation deficits as critical barriers, but may reflect char-
acteristics of our highly educated sample, which likely pos-
sessed greater healthcare literacy than typical immigrant pop-
ulations'™. This suggests that the relative importance of dif-
ferent secondary stressors may vary across immigrant popula-
tions with different resources and characteristics.

Beyond the substantive findings, our study extends pre-
vious applications of the HCAB framework by demonstrat-
ing strong internal consistency when operationalized as sur-
vey items. While previous research has primarily used the
HCAB as a conceptual framework for organizing qualitative
findings or developing interview guides, our study provides
initial psychometric evidence that the three domains can func-
tion reliably as quantitative measures=>4¥_ This contribution
addresses a gap in the literature by moving toward a standard-
ized assessment tool for healthcare access barriers among im-
migrant populations.

Reconsidering Social Support in Immigrant Mental
Health

Contrary to extensive literature documenting the protective ef-
fects of social support among immigrant populations, neither
total social support nor domain-specific support from fam-
ily, friends, or significant others showed significant associa-
tions with mental health outcomes when economic and demo-
graphic factors were controlled!®2Y, This finding challenges
theoretical models that position social support as a primary
protective factor for immigrant mental health and diverges
from research highlighting strong family and faith-based net-
works as critical buffers for immigrant mental health.

Several explanations may account for this unexpected re-
sult. When economic hardship affects entire immigrant com-
munities, the capacity of network members to provide mean-
ingful assistance becomes limited, as suggested by research
on strained immigrant support systems=. Social support may
lose its protective value when potential providers face similar
financial constraints, creating what could be termed “stressed
networks” where traditional reciprocity patterns break down.
As noted by Jacquez and colleagues (2024), immigrants often
report less emotional support compared to U.S.-born adults,

with many “rarely” or “never” having someone to confide
in0,

The null findings may also reflect measurement limitations
of the MSPSS in capturing culturally specific forms of sup-
port particularly relevant to immigrant populations. Tradi-
tional scales may not adequately assess collective obligations
(familismo), religious community assistance, or transnational
support networks that have been identified as critical resources
in Latino immigrant communities®?. Future research should
consider culturally adapted measures that capture these dis-
tinctive support patterns.

Demographic Disparities and Cultural Considerations

Demographic differences emerged as robust predictors of
mental health outcomes, with age demonstrating protective ef-
fects against depression and significant racial/ethnic dispari-
ties evident across both outcomes. Older participants reported
fewer depressive symptoms, consistent with findings that age
can serve as a protective factor against mental illness®. How-
ever, this finding should be interpreted cautiously given that
older immigrants in our sample may represent a particularly
resilient subset who successfully navigated immigration chal-
lenges.

The racial and ethnic disparities were also pronounced:
Black and Hispanic immigrants reported higher depression,
while Hispanic and White participants reported higher anxi-
ety compared to Asian immigrants. These findings are con-
sistent with research documenting persistent racial disparities
in mental health outcomes and service utilization''?. The pat-
terns observed support research finding that mental health out-
comes differ considerably by race and ethnicity among immi-
grant populations, with some groups showing resilience while
others face heightened risk'1#.

These disparities likely reflect complex interactions among
discrimination experiences, cultural factors, migration cir-
cumstances, and access to resources that vary significantly
across immigrant groups. For instance, Asian immigrants in
our sample may have benefited from different migration path-
ways (e.g., educational or employment-based immigration)
that provide greater economic stability and social resources
compared to refugees or asylum seekers who may be overrep-
resented among other ethnic groups.

Implications

These findings have direct implications for clinical practice
and policy development. Given that financial barriers me-
diated approximately 89% of the economic stress-depression
relationship, healthcare providers should prioritize screening
immigrant patients for economic stressors and financial access
challenges when assessing depression risk'!. The domain-
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specific effects observed suggest that depression may be more
responsive to economic interventions than anxiety, which ap-
pears more influenced by demographic and potentially cultural
factors not measured in this study. The strong mediation ef-
fects of healthcare access barriers suggest that interventions
targeting healthcare affordability could contribute to signifi-
cant mental health benefits for immigrant populations.

Policy initiatives should also prioritize reducing financial
barriers through expanded insurance coverage, sliding-fee
scales, and enhanced funding for community health centers
serving immigrant populations'”. The prominence of struc-
tural barriers as mediators of anxiety symptoms also suggests
that improvements in healthcare system navigation, trans-
portation assistance, and appointment flexibility may be par-
ticularly beneficial for reducing anxiety-related distress for
this population.

Immigration policy itself may play a crucial role in men-
tal health outcomes. Policies that create fear of deportation or
limit access to public benefits may exacerbate both economic
stress and healthcare access barriers. Mental health advocacy
should include immigration policy reform that recognizes the
health implications of legal uncertainty and exclusion from so-
cial services.

The racial/ethnic disparities observed in mental health out-
comes suggest a need for culturally responsive approaches
that address the unique stressors and resources of different
immigrant groups'®. The finding that Black and Hispanic
participants reported higher depression levels while Hispanic
and White participants showed elevated anxiety compared to
Asian participants suggests that one-size-fits-all interventions
are unlikely to be effective. Mental health services should be
tailored to address the specific risk and protective factors op-
erating within different ethnic communities.

The unexpected absence of protective effects for social sup-
port, despite controlling for other factors, suggests that tradi-
tional social support interventions may be less effective than
structural approaches targeting healthcare access. Rather than
focusing primarily on building social connections, clinical in-
terventions might be more effective when they directly address
financial barriers to care and help families navigate healthcare
systems. Community-based programs should consider how
economic stressors may strain support networks and develop
approaches that strengthen communities’ collective capacity

to address financial healthcare barriers?L.

Limitations

Several critical statistical limitations constrain the interpreta-
tion and generalizability of these findings. Most fundamen-
tally, the mediation analyses conducted in this study suffer
from the inherent limitations of cross-sectional data. While
bootstrap procedures were employed to generate confidence

intervals for indirect effects, these statistical techniques can-
not address the core methodological issue that temporal prece-
dence among variables cannot be established from concur-
rent measurements*>. The mediation models assume that eco-
nomic stress precedes healthcare barriers, which in turn pre-
cede mental health outcomes, but this temporal ordering can-
not be verified with the current data.

It remains equally plausible that mental health problems
contribute to economic difficulties, that healthcare barriers
lead to economic stress, or that unmeasured third variables
influence all relationships simultaneously. The significant in-
direct effects observed may therefore reflect statistical asso-
ciations rather than true mediational processes, limiting the
causal inferences that can be drawn from these analyses. Yet,
the relationships observed in this study may differ substan-
tially depending on length of residence, acculturation stage,
and position in the settlement process. For instance, newly ar-
rived immigrants may face acute economic hardship but main-
tain protective cultural resources, while long-term residents
may have achieved economic stability but experience eroded
social support networks or cumulative discrimination effects.

Healthcare access barriers may also shift over time as im-
migrants gain familiarity with the system, acquire insurance,
or conversely, become disillusioned with discriminatory expe-
riences. Future research should employ longitudinal designs
that track immigrants across multiple time points.

The relatively small sample size of 58 participants presents
additional statistical constraints that may have influenced the
pattern of results obtained. Power analyses conducted post
hoc suggest that the study had adequate power (> .80) to de-
tect large effect sizes but insufficient power to detect small
to moderate effects that may nonetheless be theoretically and
practically meaningful. This limitation is particularly rele-
vant for interpreting the non-significant relationship between
economic stress and anxiety symptoms. The observed effect
size, while not statistically significant, approaches conven-
tional thresholds for small effects and may represent a mean-
ingful association that was not detected due to insufficient sta-
tistical power.

Similarly, the marginal significance of structural barriers as
mediators of the economic stress-depression relationship may
reflect power limitations rather than absence of effect. Future
studies with larger samples would be better positioned to de-
tect these potentially important but modest associations.

The sample size also prevented more sophisticated analyti-
cal approaches that may have provided additional insights into
the relationships of key variables. Additionally, the small sam-
ple precluded examination of potential moderating effects of
demographic characteristics such as length of residence, le-
gal status, or cultural background variables that may influence
the strength or direction of the observed relationships. These
analytical limitations restrict understanding of the boundary
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conditions under which the identified associations hold and
limit the ability to develop more nuanced theoretical models
of immigrant mental health processes.

Furthermore, while the measures demonstrated strong in-
ternal consistency, potential cultural limitations should be ac-
knowledged. For example, the MSPSS may not fully capture
culturally-specific support forms such as familismo or faith-
based community support. Also, 38.6% of participants re-
ported less than fluent English proficiency, which may have
affected their interpretation of items. Cultural variations in
expressing psychological distress (e.g., somatization) may not
be fully captured by Western-developed measures.

Moreover, the exclusive reliance on self-report measures
introduces the possibility of shared method variance inflat-
ing the observed correlations among study variables. This
concern is particularly important given that economic stress,
healthcare barriers, and mental health symptoms were all as-
sessed through participant self-report, potentially leading to
artificially inflated associations due to common response bi-
ases, social desirability effects, or individual differences in
response styles. Future research would benefit from incor-
porating objective measures of economic status (e.g., income
verification, employment records) and healthcare utilization
patterns to complement self-report assessments and provide
convergent validity for the observed relationships.

There is also a limitation relating to the demographic char-
acteristics of the sample being studied. It contained a very
small number of different racial/ethnic subgroups, particularly
Black immigrants (N = 2) and Hispanic immigrants (N = 4).
Therefore, the results for these groups must be taken with
great caution. The numbers for these subgroups do not pro-
vide enough statistical power to draw firm conclusions about
differences; therefore, it is important for future studies to ac-
tively recruit larger and more diverse samples in order to de-
termine the level of racial/ethnic variability with greater sta-
tistical confidence.

Conclusion

The present study demonstrates that economic hardship
among immigrants operates through healthcare access barri-
ers to influence mental health outcomes, with financial barri-
ers serving as the primary mechanism linking economic stress
to psychological distress. This phrasing reflects observed as-
sociations, and the results should not be interpreted as demon-
strating that economic hardship or healthcare barriers directly
cause changes in mental health. The domain-specific effects
observed for depression versus anxiety highlight the complex-
ity of immigrant mental health processes and the need for
nuanced theoretical and intervention approaches. The promi-
nence of demographic factors in predicting mental health out-
comes underscores persistent inequalities that require targeted

attention in both research and practice.

These findings ultimately support the development of struc-
tural interventions targeting healthcare accessibility as a
means of promoting mental health equity among immigrant
populations. While limitations in study design prevent defini-
tive causal conclusions, the patterns observed provide valuable
insights for developing more effective approaches to support-
ing immigrant mental health in the context of economic ad-
versity. Based on these conclusions, future policy initiatives
should prioritize measures that promote inclusivity such as job
training programs, subsidized employment, expanded access
to affordable and culturally competent mental health services,
and language support programs. Such interventions would di-
rectly address the economic and systemic barriers identified in
the study, advancing both mental health outcomes and social
inclusion among immigrant communities.
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Table 1 Demographic information of participants in the study

Characteristic n %
Total Sample 58 100.0
Age
M (SD) 33.19 (13.74)
Range 17-55 years
Gender
Male 19 339
Female 38 67.9
Missing 1 1.8
Sexual Orientation
Heterosexual 47 82.5
Bisexual 7 12.3
Gay 1 1.8
Queer 1 1.8
Missing 1 1.8
Race
Asian 34 59.6
White 17 29.8
Black 2 3.5
Hispanic 4 7.0
Missing 1 1.8
Education Level
Secondary Educ. 2 34
Middle School 1 1.7
High School 6 10.3
Bachelor’s 25 43.1
Associate’s 2 34
Master’s 14 24.1
Doctoral 8 13.8
Nativity Status
US Citizen 23 39.7
Perm. Resident 12 20.7
Non-immigrant 11 19.0
Prefer not to say 12 20.7
English Proficiency
Beginner 3 53
Intermediate 8 14.0
Advanced 11 19.3
Fluent 35 61.4
Missing 1 1.8
Geographic Region
North Jersey 13 22.4
New York 9 15.5
Europe 9 15.5
California 6 10.3
Other locations 21 36.2
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Table 2 Means, standard deviations, and correlations with confidence intervals

Variable M SD 1 2 3 4 5 6 7 8 9 10 11
1. Age 33.19 12.26 —

2. Female 0.67 0.48 -.04 —

3. White 0.40 0.46 -31%  -.03 —

4. Black 0.04 0.19 .20 07 -12 —

5. Hispanic 0.09 0.11 .06 -05 -18 -52 —

6. Education 4.69 1.51 33% .10 .19 =21 — —

7. Nativity 0.21 0.41 -.03 .09 .04 .14 -.18 — —

8. Economic stress 2.86 0.85 -23 25 13 .16 .03 .06  -.09 —

9. Depression 11.28 5.69 -.33% 25 .09 260 32 -20 .04 A46%* —

10. Anxiety 9.37 4.79 -.15 22 23 17 28%  -12 .11 .30% RZ e —

11. Healthcare barrier 2.69 1.01 -.04 .04 .05 .18 13 -08  -.02 S55%* STF* A48%* —
12. Social support 5.27 1.49 .20 14 -11 -25 .06 13 .01 - 42 =22 -.13 -.51

Note. M and SD are used to represent mean and standard deviation, respectively. Values in square brackets indicate the 95% confidence interval for each
correlation. The confidence interval is a plausible range of population correlations that could have caused the sample correlation (Cumming, 2014). * indicates
p <.05. ** indicates p < .0I. Depression and anxiety scores are presented as mean item scores. Depression (PHQ-9): Cutoffs for total scores are 0-4
(minimal), 5-9 (mild), 10-14 (moderate), 15-19 (moderately severe), 20-27 (severe). The sample mean of 1.28 per item corresponds to a total score of 11.5,
indicating moderate depression. Anxiety (GAD-7): Cutoffs for total scores are 0-4 (minimal), 5-9 (mild), 10-14 (moderate), 15-21 (severe). The sample mean

of 1.37 per item corresponds to a total score of 9.6, indicating mild anxiety.
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