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MENTAL HEALTH STATUS AMONG MEXICAN IMMIGRANTS TO THE U.S.
Rachael Catherine Greenwalt, MPH
University of Pittsburgh, 2015


Since 1970, the total number of immigrants entering the United States (U.S.) each year has steadily increased. By 2000, 31.1 million immigrants were living in the U.S. representing 11 percent of the total U.S. population. 
Evidence suggests that a number of factors related to the experience of immigration can have dramatic effects on the mental health status of immigrants. These include an adverse political climate, the presence of violence, and the experience of economic hardship. Compounding poor mental health status is the fact that immigrants of Mexican origin vastly underutilize mental health services due to sociocultural and structural barriers. These issues are relevant to the field of public health as they represent significant determinants of poor health and also outline significant barriers to access. 
The socioecological model was used as a framework for identifying and evaluating interventions aimed at addressing the mental health needs of Mexican immigrants. Consequently, eight interventions were identified and analyzed according to characteristics of the research design and the program proposed.
[bookmark: _GoBack]Strengths of the interventions include directly targeting beliefs and stigma surrounding mental health and targeting multiple levels of socioecological influence. Limitations include the overall scarcity of interventions and the failure to address subgroups of the population.
Future research should focus on experiences unique to men and the elderly and include preventative measures to reduce disparities within this population.
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[bookmark: _Toc106513527][bookmark: _Toc106717785][bookmark: _Toc417933448]Introduction
Each year, millions of people around the world immigrate. Historically, the United States has gone through several waves of immigration in which different groups mass-immigrated to the United States. These immigration waves can be attributed to social, political, and economic factors that heavily influenced whole populations’ decisions to immigrate.
Over the past century, the U.S. has experienced the greatest influx of immigrants arriving from Mexico. Many immigrate to seek better economic opportunities while a vast number of individuals in recent years are fleeing from violence in Mexico. While Mexican immigrants often face significant stress in their home country and during their travels to the U.S., the process of immigration does not end once they have reached U.S. soil. On the contrary, findings suggest that the mental health of Mexican immigrants deteriorates at a faster rate after arriving to the U.S. Acculturative stress, employment challenges, familial conflict, and discrimination are root causes of declining mental health status. In addition to poor mental health, many Mexican immigrants are unable to access appropriate services due to significant sociocultural and structural barriers. 
This paper seeks to first identify and describe the pathways linking mental health status and immigration among Mexican immigrants. As outlined below, immigration is a process in which a number of experiences can have significant impacts on the mental health of individuals. Next, barriers to accessing appropriate resources and services are explored. The socioecological model is then used to outline five levels of influence on health seeking behaviors and identify possible interventions at each level. 
After exploring the issue, the results of a literature search is presented to help identify inventions that address the mental health status of Mexican immigrants. Inclusion and exclusion criteria were applied to strategically narrow the results to only those interventions applicable to the population and problem of interest. 
Eight interventions were identified then analyzed according to nine categories: target populations, intervention objectives, the use of a theoretical framework, the overall description of the intervention, the design of the intervention, participation rates and duration, the outcome measures evaluated, results obtained, and the reported limitations. By examining these categories, similarities and differences between the interventions were identified and their relative impacts measured. 
This paper concludes with a discussion of the strengths and limitations of the body of research and outlines a need for more evidence-based interventions.
[bookmark: _Toc417933449]Immigration in the united states
Since 1970, the total number of immigrants entering the U.S. each year has steadily increased. In 1970, 9.6 million immigrants entered the country, representing 5 percent of the total U.S. population. By 1990, this number rose to 19.8 million and then rose again to 31.1 million in 2000, representing 11 percent of the total U.S. population. Of the total 40.8 million foreign born individuals living in the U.S., 30 percent entered between 2000 and 2009, 7 percent entered since 2010, and 63 percent entered before 2000 (Department of Homeland Security, 2013). 
A significant portion of foreign born individuals are unauthorized immigrants. It is estimated that 11.4 million individuals are illegally living in the U.S., of which 6.7 million individuals are of Mexican descent (Hoefer, Rytina, and Baker, 2011). Between 2000 and 2011, the U.S. experienced a 36 percent increase in the number of unauthorized immigrants (Hoefer, Rytina, and Baker, 2011). Twenty-five percent of unauthorized individuals live in California, 16 percent live in Texas, and 6 percent live in Florida and New York (Migration, 1999). These states have consistently absorbed the largest numbers of new immigrants annually. However, in recent years, other states have experienced a higher than usual influx of unauthorized immigrants. Of particular interest is the recent rise in the number of unauthorized immigrants living in Georgia. Between 2000 and 2011, that number nearly doubled, from approximately 220,000 to 440,000 (Hoefer, Rytina, and Baker, 2011). At the same time, the number of undocumented immigrants living in Florida decreased by 9 percent, from 800,000 to 740,000 (Hoefer, Rytina, and Baker, 2011). Each year, the Department of Homeland Security produces immigration statistic yearbooks. According to the Department of Homeland Security, 59 percent of undocumented immigrants arrive from Mexico, 6 percent from El Salvador, and 5 percent from Guatemala (Department of Homeland Security, 2013). 
Trends also show that the number of children living in the U.S. with at least one undocumented foreign-born parent is increasing. As of 2010, approximately 5.5 million children had at least one undocumented parent (Yoshikawa, 2011). In 2000, this figure was 3.6 million children. However, it is important to note that 82 percent of these children are citizens by birth while 18 percent are undocumented immigrants themselves. It is also interesting to note that between 2000 and 2011, the total number of immigrant children declined while the number of U.S.-born children with an unauthorized parent grew. This suggests that in the past, unauthorized immigrants traveled with their unauthorized children to the U.S. However, there is also an overall increase in the number of children being born in the U.S. to undocumented immigrant parents.
[bookmark: _Toc417933450]Mental Health of immigrants
Evidence suggests that a number of factors related to the experience of immigration can have dramatic effects on the mental health status of immigrants (Guarnaccia, Martinez, and Acosta, 2005; Sullivan and Rehm, 2005; Castañeda, Holmes, Madrigal, Beyeler, and Quesada, 2014). While the diverse backgrounds of individuals, including their socioeconomic status, level of education, and reasons for immigrating all vary widely between and within countries, there are several salient conditions present in the immigration process. 
First, immigrants have several experiences during the pre-migration phase that have been linked to poor mental health status. In the past 40 years, there has been a greater shift towards immigration from developing nations. In many cases, individuals live in economically depressed areas where economic opportunities are scarce. The correlation between low socioeconomic status and poor mental health outcomes has been well documented (Adler et al., 1994; Hudson, 2005). Also during the pre-migration phase, many immigrants are faced with political and social conditions in their native countries that cause individuals to consider immigrating; for instance, the presence of violence and war in many nations has caused the mass migration of individuals from nations such as El Salvador, Somalia, and Mexico. Recently, there has been a major influx of child immigrants from Mexico and Central America arriving alone in the U.S. Many of these children are traveling in order to escape gang violence fueled by the drug trade resulting in a humanitarian crisis (Greenblatt, 2014). In a report by the United Nations High Commissioner for Refugees (UNHCR), 58 percent of children traveling alone from these areas are motivated by safety concerns (2014). Therefore, this age group has growing needs for the provision of mental health services.
[bookmark: _Toc417933451]Mexican Immigrants
[bookmark: _Toc417933452]Immigration Trends
In 2012, 53 million people living in the U.S. identified themselves as Hispanic or Latino (Department of Homeland Security, 2013). Of these, 11,563,000 individuals identified as Mexican-born immigrants living in the U.S., representing 28.3 percent of the total foreign born population living in the U.S. (Department of Homeland Security, 2013). Primarily, Mexican immigrants have settled in the West and Southwest, with more than half of all Mexican immigrants living in California and Texas (Massey, Rugh, and Pren, 2010). According to immigration statistics, Mexican states that traditionally send the largest number of immigrants to the United States include the states of Michoacán, Guanajuato, and Jalisco. In 2010, these three states alone were responsible for 37 percent of the total number of Mexican immigrants entering the U.S. (Massey, Rugh, and Pren, 2010).  
According to the Department of Homeland Security, there were 662,483 total apprehensions of unauthorized immigrants in 2013 (Department of Homeland Security, 2013). Of these, 611,137 cases involved immigrants from Latin America. Sixty-four percent of the unauthorized population was from Mexico (Department of Homeland Security, 2013). However, it is important to note that the Department of Homeland Security calculates total apprehensions according to the total number of incidents, not individuals apprehended. Therefore, this statistic may overrepresent the actual number of unauthorized immigrants as it may include multiple apprehensions for one individual.
[bookmark: _Toc417933453]COntext of Immigration
While the U.S. has experienced a slight decline in the number of immigrants entering from Mexico in the past few years, the total number of immigrants entering the U.S. from Mexico has dramatically increased over the last century, specifically since the 1970s (see Figure 1). Immigration has been heavily influenced by the social and political environment of Mexico and the U.S. Four distinct historical periods of immigration have been identified: the Post-Mexican Revolution Era, the Era of Variable Deportations, the Bracero Era, and the Post-Immigration Reform and Control Act Era (Miranda, Shulz, Israel, and Gonzalez, 2011).

[image: ]
Source: Passel, J, Cohn, DV, Gonzalez-Barrera, A (2012) 

[bookmark: _Toc433363887]Figure 1: Mexican-Born Population in the U.S., 1850-2011


Post-Mexican Revolution Era (1918-1928)

The Mexican economy collapsed after the conclusion of the Mexican Revolution in 1920. Following this economic collapse, a large number of immigrants fled to the U.S. in search of economic opportunities and to escape political persecution. At the same time, the U.S. had relatively relaxed immigration laws that allowed for the diaspora (Miranda et al., 2011).
The vast majority of Mexican immigrants who entered the United States were agricultural workers recruited by labor contractors (Miranda et al., 2011). During this period, the number of Mexican immigrants living in the United States rose from 105,200 to 624,400 (Miranda et al., 2011). 

Era of Variable Deportations (1929-1941)

The Great Depression significantly changed the relationship between Mexico and the U.S. The dramatic decline of the U.S. economy and the overall surplus of laborers during the Great Depression spurred Congress to pass legislation limiting the number of immigrants. This led to the deportation of over 415,000 Mexicans between 1929 and the mid-1930s (Massey, Durand, and Malone, 2002; Miranda et al., 2011).

The Bracero Era (1942-1964)

Following the Era of Variable Deportations, the U.S. found itself in the midst of World War II. Because of the inherent labor shortages caused by the war, the U.S. was in great need of laborers. Therefore, in 1942, Mexican immigrants were recruited to address labor shortages in the agricultural and railroad infrastructure sectors under the Bracero Program (Miranda, Shultz, Israel, and Gonzalez, 2011) This program lasted 22 years and led to large-scale immigration from Mexico. Between 1942 and 1964, approximately 4.6 million Mexicans were admitted for employment in agriculture (Miranda, Shultz, Israel, and Gonzalez, 2011).

Post-Immigration Reform and Control Act Era (1965-1994)

The Cold War eventually led to the end of the Bracero Program. As the U.S. experienced anti-communist sentiment and hypervigilance of communist spy tactics, Congress chose to limit the number of immigrants entering the country. Therefore, Congress authorized the deportation of over one million undocumented Mexican immigrants under the Immigration and Nationality Act of 1965. However, the Immigration Reform and Control Act of 1986 created a paradoxical situation in which unauthorized immigrants who arrived before 1982 were granted amnesty and U.S. citizenship (Miranda et al., 2011). 
In the past 10 years, immigration from Mexico, whether authorized or unauthorized, has been primarily driven by economic conditions and social factors related to violence and the drug trade. For instance, many immigrants from Mexico travel north searching for jobs and other economic opportunities. Oftentimes, this represents the first wave of immigration. Once a member of a family arrives in the United States and establishes employment and a residence, the second wave of immigration begins in which family members left behind in Mexico travel north to be reunited with family members (American Psychological Association, 2012). However, reunification is a long process that usually takes years. Official authorization to immigrate often includes decades-long waiting lists and a high economic burden. Unauthorized entry also includes a high price if using a coyote to cross the border. A long separation has been linked with an increase in mental disorder symptoms, especially among children (American Psychological Association, 2012).

[bookmark: _Toc417933454]Context of Entry and Mental Health
Describing these four periods of immigration makes it apparent that immigrants from Mexico were faced with different social, political, and economic conditions throughout these periods. As noted by Miranda, Schulz, Israel, and Gonzalez (2011), the context in which these immigrants found themselves upon entry has had profound effects on their mental health status later in life. Miranda et al. (2011) found that Mexican immigrants arriving in the U.S. during the Era of Variable Deportations and the Post-Immigrant Reform and Control Act era experienced significantly higher rates of depressive symptoms than those arriving during the Bracero period. This marked difference is explained by the high levels of discrimination and deportations during the Era of Variable Deportations and the Post-IRCA era and the relatively abundant economic opportunities available during the Bracero period (Miranda et al., 2011).
[bookmark: _Toc417933455]Immigration as a Process
The experience of immigrating is not a single event with a clear conclusion. On the contrary, immigration is an ongoing process that begins before an individual crosses a national border and continues to evolve once he has reached the host country. Because of the ongoing nature of immigration, immigrants are exposed to several dimensions of the immigration process at different points in time. Each dimension has its own challenges that can cause or intensify ongoing mental disorders, including depression, anxiety, substance abuse, suicidal ideation, and severe mental illness (American Psychological Association, 2012). In addition to the stress caused by the separation of family members, the need to navigate a new environment, and exposure to new cultural norms, three other dimensions pose significant challenges to mental health: acculturation, employment, and traumatic experiences

[bookmark: _Toc417933456]Acculturation
Traditionally, acculturation “comprehends those phenomena which result when a group of individuals having different cultures come into continuous first-hand contact with subsequent changes in the original culture patterns of either or both groups” (Redfield, Linton, and Herskovits, 1936, p. 149). Therefore, acculturation encompasses language, culture, ethnic identity, values, social customs, gender roles, and even food preferences (American Psychological Association, 2012). Exposure to new cultural aspects may cause significant stress for new immigrants, especially those who feel pressured to assimilate to U.S. culture (Hovey, 2000). 
Acculturative stress is especially pronounced among first generation adolescents who must contend with stresses related to cultural change and stresses related to general adolescence in which individuals are pressured to fit in with their peers (Romero and Roberts, 2003). The fact that adolescents often acculturate at a faster rate than their parents or grandparents often leads to intergenerational conflict within immigrant families (Gonzalez, Haan, and Hinton, 2001). The presence of family conflict often increases the intensity and duration of stress, anxiety, and depression among family members. Children are especially at risk of experiencing negative mental health symptoms when intergenerational conflict in the home is present (Repetti, Taylor, and Seeman, 2002).

[bookmark: _Toc417933457]Employment Challenges
While many individuals immigrate in order to seek economic opportunities, employment challenges experienced in the host country may negatively impact immigrants’ mental health functioning. Some immigrants face difficulty securing employment, which often leads to frustration, anger, depression, and anxiety (American Psychological Association, 2012). Furthermore, immigrants with low education levels have far fewer job prospects in the U.S. When employed, immigrants must often perform menial tasks or difficult physical labor. These two occupational conditions have been linked to higher rates of depression among workers (Porru, Elmetti, and Arici, 2013). 
On the other hand, meaningful employment may contribute to improved mental health as individuals are able to build social networks, take pride in their ability to contribute, and have opportunities for cultural learning and the development of English-language skills (American Psychological Association, 2012). Therefore, gainful employment may be a resiliency factor against mental health symptoms.
[bookmark: _Toc417933458]Traumatic Experiences
The association between the experience of trauma and poor mental health is well understood (Miller and Rasmussen, 2010). Immigrants are particularly susceptible to traumatic experiences in a number of ways. Poor living conditions, violence, and lack of support can all be very traumatizing experiences for individuals, especially those who are being exposed to a foreign culture for the first time. Children are especially vulnerable as trauma can have profound impacts on their mental health. Experiences such as racial profiling, discrimination, the presence of gangs in the community, the deportation of family members, and immigration raids are common experiences of immigrants. Children are particularly susceptible to depression, anxiety, and stress when exposed to these experiences (Center for Gender & Refugee Studies, 2015). Children also often develop feelings of mistrust towards authority after witnessing immigration raids and deportation, thus leading to a potential avoidance of institutions, including hospitals, clinics, and police stations (Center for Gender & Refugee Studies, 2015).
[bookmark: _Toc417933459]Barriers to mental health services
Immigrants of Mexican origin vastly underutilize mental health services compared to their white, U.S.-born counterparts (Berdahl and Stone, 2009). Barriers to accessing mental health services can be grouped into two broad categories: sociocultural and structural (American Psychological Association, 2012). 
[bookmark: _Toc417933460]Sociocultural Barriers
Sociocultural barriers are directly related to culture (American Psychological Association, 2012). Mental health is perceived of and expressed in different ways depending on the culture in which the condition occurs. Belief systems heavily influence the expression of symptoms. Different cultures also have different preferences for help with poor health. While Western nations generally prefer biomedical approaches to health, individuals from other cultures may prefer to seek help from shamans or priests. Stigma is another sociocultural barrier to access. Some individuals believe that acknowledging poor mental health in an individual brings shame and feelings of weakness to a family.

2.5.2 Structural Barriers

Structural barriers are those related to access. Being unable to access affordable health services is a primary structural barrier; however, availability of culturally appropriate health services is also related to access. Culturally appropriate health services are those that do not violate any culturally held beliefs and that are offered in the preferred language of the individual. 
Unauthorized immigrants face significant structural barriers as they are not eligible for public insurance programs. Furthermore, unauthorized immigrants are often fearful of institutions so they may choose to avoid health services offered in institutional settings such as hospitals for fear of their status being disclosed. 
Lastly, the transient nature of many migrant workers makes it very difficult to provide continuity of care once services are obtained.
[bookmark: _Toc417933461]The Socioecological model
The socioecological model can be used to identify and analyze health seeking behaviors and the interventions used to address poor health. First, it is important to note that immigrants from Mexico do not represent a single homogenous group. Assumptions regarding homogeneity must not be generalized to Mexican immigrants as a whole as there are many cultural and ethnic differences that exist within and across Mexico. For instance, indigenous populations in Mexico often face more discrimination thus leading to higher rates of depression than the majority of Mexicans that do not identify as indigenas. Despite the heterogeneity of Mexican immigrants, the immigration experience and the effects this experience has on mental health can be analyzed through the use of the socioecological model.
[bookmark: _Toc417933462]A socioecological framework to address mental health of mexican immigrants
According to the Institute of Medicine, the socioecological model is “a model of health that emphasizes the linkages and relationships among multiple factors or determinants affecting health” (Gebbie, Rosenstock, and Hernandez, 2003, p. 5). According to the framework, behaviors and patterns of disease are influenced by five interconnected ecological layers (see Figure 2). Interventions can be aimed at one or more level, depending on the scope and desired outcome of the health concern. The socioecological model will be used to evaluate interventions to address mental health of immigrants from Mexico.


[image: ]
Source: Division of Cancer Prevention and Control, National Center for Chronic Disease Prevention and Health Promotion. (2011). Social Ecological Model. From: http://www.cdc.gov/cancer/crccp/sem/htm.

[bookmark: _Toc433363888]Figure 2: Socioecological Model
[bookmark: _Toc417933463]Individual Level
At the core of the model is the individual level. For the purpose of this paper, this level consists of the knowledge, attitudes, and beliefs of individuals that influence mental health and health seeking behaviors. Additionally, age and gender have been identified as factors related to mental health of Mexican immigrants. For instance, adolescent immigrant girls experience higher rates of depression than boys the same age (Aranda, Castaneda, Lee, and Sobel, 2001). Socioeconomic status, ethnic identity, and health literacy have all been identified as factors affecting mental health at the individual level (Smedley and Syme, 2001) Individual level interventions are those that seek to change an individual’s beliefs or knowledge regarding health. Education is often a major component of individual level interventions.
[bookmark: _Toc417933464]Interpersonal Level
The interpersonal level includes an individual’s relationships, interactions, and networks. Interpersonal factors have been shown to profoundly influence behavior and health functioning. Among immigrant families, relationships between parents and their children are the most influential. As discussed above, intergenerational conflict is a major source of depression and anxiety in families. For this reason, a number of studies at the interpersonal level have focused on improving intergenerational communication and conflict resolution as a way of addressing poor mental health functioning, such as symptoms of depression. 
[bookmark: _Toc417933465]Organizational Level
The organizational level of influence includes the rules, regulations, and social institutions that constrain or promote specific behaviors. These include local health departments and their programs, as well as schools, place of employment, and hospitals (McLeroy, Bibeau, Steckley, and Glanz, 1988) Organizational level interventions are those aimed at changing policies within organizations. For instance, an organizational intervention may call for a hospital to implement policies regarding improved cultural competence as a way to provide culturally appropriate care to individuals.
[bookmark: _Toc417933466]Community Level
Moving further out in the model is the community level of influence. This level includes the “relationships among organizations, institutions, and informational networks within defined boundaries” (McLeroy, Bibeau, Steckler, and Glanz, 1988, p. 355). Interventions aimed at this level of influence include the creation of community coalitions that promote awareness of mental health in immigrant populations and collaboration with local health departments to expand mental health services for immigrants.
[bookmark: _Toc417933467]Policy Level
Lastly, there is the policy level of influence. This level includes local, state, and national laws and policies. In this example, policies affecting the mental health status of immigrants are those concerned with stricter immigration enforcement and access to health care services for noncitizens. Mexican immigrants are especially affected by policies related to immigration and deportation, such as the Immigration and Nationality Act 1965 that introduced immigration quotas based on country of origin, and the more recent Deferred Action for Childhood  Arrivals (DACA) that allows certain unauthorized immigrants work permits and exemption from deportation.
Furthermore, recent immigrants are barred from receiving medical assistance for five years. This policy greatly limits their ability to access affordable health care as many immigrants are low-income-earning individuals. Policy interventions seek to create, change, or abolish policy as a means of promoting health of large groups of individuals.
While interventions targeted at the policy level are capable of producing the most far-reaching changes, those changes must come from advocacy efforts. Behavioral interventions, such as those addressing mental health concerns of immigrants, focus on addressing the individual, interpersonal, and organizational levels of influence. While policy changes may have implications for accessing health services for this population, interventions at this level are beyond the scope of this paper. 
The socioecological model is used for analyzing the interventions identified in the literature search. How the search was conducted and the results of the search are discussed in the next chapters.
[bookmark: _Toc417933468]Methodology
[bookmark: _Toc417933469]LITERATURE Search STRATEGY
A literature search was conducted to identify intervention studies addressing mental health of Mexican immigrants in the United States. For purposes of the literature search, an intervention was defined as “any kind of planned activity or group of activities (including programs, policies, and laws) designed to prevent disease or injury or promote health in a group of people, about which a single summary conclusion can be drawn” (CDC, 2009). The literature search included only articles published in English. A table of the search terms is presented below. Articles were obtained from three databases: PubMed, Scopus, and the Cochrane Library. These databases focus primarily on articles in the fields of medicine and the social sciences. The literature search included articles published between 1970 and 2015.









[bookmark: _Toc417933493]Table 1: Search Terms
	Mental Health
	Intervention
	Immigrant
	Latino

	Mental disorder(s)
Psychiatric diagnosis
Behavior disorder(s)
Anxiety disorder(s)
Depression
Depressive disorder(s)
Stress
Acculturative Stress
	Intervention(s)
Education
Health education
Health promotion(s)
Promotion of health
Prevention
Health services
Community health services
Community mental health services
Community healthcare
	Immigrant(s)
Emigrant(s)
Alien(s)
Foreigner(s)
	Latino(s)
Latina(s)
Latino American(s)
Mexicano(s)
Mexicana(s)
Mexican(s)
Mexican American(s)
Chicano(s)
Chicana(s)



[bookmark: _Toc417933470]INCLUSION AND EXCLUSION CRITERIA
[bookmark: _Toc417933471]Inclusion Criteria
The purpose of the literature review was to determine the quantity and quality of intervention programs available for Mexican immigrants experiencing poor mental health functioning. The literature review utilized a generalized definition of mental health functioning. The search therefore included all mental disorders, psychiatric diagnoses, anxiety disorders, and mood disorders. Parameters to define the target population included adults aged 18-65 years of Mexican nativity and children of Mexican immigrant parents, regardless of nativity. Children’s nativity was ignored because of the overall lack of data that differentiated children born in Mexico from those born in the United States. Interventions that addressed one or more of the following outcome measures were included: 1) increase in knowledge regarding mental health, 2) change in beliefs towards mental health functioning and symptomology, 3) decrease in mental disorder symptoms, and 4) increase in utilization of mental health services. Lastly, only articles published between 2005 and 2015 were included. Because of rapidly changing social, political, and economic environments, only those interventions proposed in the last five years were analyzed in the literature review.
[bookmark: _Toc417933472]Exclusion Criteria
Articles were excluded if the intervention did not target mental health specifically or if the intervention did not provide a measurable outcome of mental health functioning. Furthermore, interventions were restricted to those that took place within the United States with Mexican immigrants. Interventions taking place in Mexico were not included because of inherent differences between immigrants living abroad and those who remain within their country of nativity. Lastly, Mexican immigrants needed to comprise at least 50% of the total sample size of the intervention. 
The theoretical framework was analyzed for each intervention in order to classify the interventions according to the socioecological levels that were addressed. 
[bookmark: _Toc417933473]Results
[bookmark: _Toc417933474]SELECTION OF ARTICLES
The literature search yielded 158 articles regarding mental health of Mexican immigrants. Fifty-seven dealt with behavioral interventions. After removing duplicates found in multiple databases, 53 remained. Of these, 45 did not meet the inclusion criteria because the intervention did not target mental health (n = 10), lacked measurable outcomes for mental health (n = 8), took place outside the U.S. (n = 2), did not propose a program design (n = 23), or was ongoing and has yet to receive results (n = 1). Furthermore, articles in Spanish were excluded (n = 1). 
Eight interventions addressing mental health of Mexican immigrants living in the United States were identified and examined: Communicación Familiar (McNaughton, Cowell, and Fogg, 2014), Fortalezas Familiares (Valdez, Abegglen, and Hauser, 2013), CBGT (Shattell, Quinlan-Colwell, Villalba, Ivers, and Mails, 2010), MAPS (Cowell, McNaughton, Ailey, Gross, and Fogg, 2009), Puentes a la Secundaria (Wong, 2014), ALMA (Tran, 2014), MIST (Heilemann, Pieters, Kehoe, and Yang 2011), and Familia Adelante (Cervantes, Goldbach, and Santos, 2011).



[bookmark: _Toc417933475]Overview of Interventions
Communicación Familiar
This study sought to determine the efficacy of a Latino mother-child communication intervention for Latino immigrant mothers and their fourth- to sixth-grade children in urban schools in a large Midwestern city. The schools were predominantly Latino with 48-80% of students identifying as Latino (McNaughton, Cowell, and Fogg, 2014). The researchers based the intervention on the assertion that “affirmative parent-child communication is protective of child depressive symptoms and accompanying problems” (McNaughton, Cowell, and Fogg, 2014: p. 1). The intervention consisted of “six group meetings, two hours each, of small group skill-building sessions with mother-child dyads” (McNaughton, Cowell, and Fogg, 2014: p. 4). The intervention took place after school and consisted of seven to 10 mother-child dyads. Fathers were specifically omitted from the study at the request of mothers who participated in earlier focus groups. 
Each session began with a large group meeting of children and mothers. After reviewing the previous session’s material, the group was taught a new communication skill building technique. Then mothers and children broke into two smaller groups to practice the new techniques among their peers. The mother-child dyads then reconvened and practiced the skills with each other. The activities included informal discussion, role-playing, and observation (McNaughton, Cowell, and Fogg, 2014). Each session ended with a verbal true or false quiz to reinforce the concepts learned. At the end of the sixth session, mothers were given a handbook to take home that included English- and Spanish-language handouts and materials from each class.



Fortalezas Familiares
The purpose of Fortalezas Familiares was to “address relational family process and promote well-being among Latino families when a mother has depression” (Valdez, Abegglen, and Hauser, 2013: p. 378). Specifically, the intervention sought to analyze risk and protective factors for children whose mothers have depression. The reason for this focus was the assumption that children in families with maternal depression are at an elevated risk of developing depression.
The intervention was a 12-week community-based program for Latina immigrant women with depression, other caregivers, and the women’s children aged nine to 18 (Valdez, Abegglen, and Hauser, 2013). The program was delivered in a multifamily group setting with three to six families. This approach was selected as a means to “create social support across families, to normalize experiences with depression and reduce stigma, and to enhance learning and problem solving through collaboration” (Valdez, Abegglen, and Hauser, 2013: p. 285). Each session began with a meal among the participants in order to build group cohesion and trust, promote social support, family engagement, and cultural pride. After, two groups were formed: mothers and caregivers in one and the women’s children in the other. The mother/caregiver group was facilitated by native Spanish speaking mental health providers while the youth group was facilitated by bilingual English and Spanish mental health providers to reflect the difference in English-language proficiency between the two groups. 
During the first two sessions “group members share their family experiences and personal hardships and learn about the relationship between maternal depression and family functioning” (Valdez, Abegglen, and Hauser, 2013: p. 387). Children also learn new coping mechanisms. The next two sessions educated the groups about risk and protective factors for youth and challenges of adolescence for Latino youth specifically. The next four sessions focus on ways to improve the overall well-being of the family, specifically by having stable routines, engaging in open dialogue, and strengthening the marital relationship (Valdez, Abegglen, and Hauser, 2013). The next few sessions are aimed at creating a shared understanding of depression among the families. The program concludes with a youth video presentation of their experiences in the program.

CBGT
The goal of this intervention was to implement a cognitive-behavioral group therapy program for depressed Spanish-speaking Mexican women living in an emerging immigrant community (Shattell et al., 2010). The program consisted of eight weekly sessions lasting between 60 and 90 minutes. In these sessions, the group facilitators discussed connections between thoughts, activities, relationships and mood. Also during each group, the participants developed behavior-based goals and provided feedback to the other participants on ways they could improve their interactions with others (Shattell et al., 2010).

MAPS
	The Mexican American Problem Solving (MAPS) program sought to “address depression symptoms of Mexican immigrant women and their fourth and fifth grade children (302 dyads) through a linked home visiting and after school program compared to peers in a control group” (Cowell et al., 2009: p. 1). The clinical trial sought to reduce symptoms of depression among Mexican immigrant mothers and their children by strengthening their problem solving skills (Cowell et al., 2009)
	The program took place in north- and southside Chicago neighborhoods. In the northside neighborhood, approximately 40% of students spoke Spanish as their primary language. In the southside neighborhood, 98% of residents identified as Hispanic and spoke Spanish. The study was facilitated by bilingual social workers who collected data during home visits or at a convenient location chosen by the mother (Cowell et al., 2009). Data were also collected at 20 and 60 weeks after baseline data collection. The intervention was guided by nurses using a manual in the mother’s home. The intervention focused on three problem solving steps: Stop, think, and act (Cowell et al., 2009). The mothers were offered 10 home visits at a time and location of their choosing. Each visit lasted approximately 75 minutes. Children were also exposed to the same intervention in a small group setting before or after school. The outcomes of the study were evaluated according to pre- and post-intervention tests measuring depressive symptoms, family functioning, family resilience, maternal stress, child stress, and child self-esteem (Cowell et al., 2009). 

Puentes a la Secundaria
	The Puentes a la Secundaria program analyzed the link between parental depressive symptoms, parenting styles, and child behavioral problems (Wong et al., 2014). The program is founded on the premise that supportive parenting practices and positive parent-child interactions can reduce parents’ depressive symptoms (Wong et al., 2014). Therefore, the primary objective was to strengthen parent and youth relationships and parenting and coping skills. 
	The study included a randomized controlled trial and longitudinal follow-up of Mexican American parents with children in the 7th grade.  The intervention included meetings between the parents and trained group leaders that focused on increasing supportive parenting practices. These practices included active listening, emotional support, and behavioral support of desired behaviors in their children. The meetings also focused on decreasing harsh parenting by focusing on parent self-regulation in conflicts (Wong et al., 2014).

ALMA
	The pilot promotora intervention, Amigas Latinas Motivando el Alma (ALMA), sought to improve mental health among Latinas by providing coping skills training (Tran, 2014). Community-based promotoras were trained as lay health educators in mental health and coping skills to other Latinas in their social networks (Tran, 2014). The training program involved six two- to three-hour training sessions on mental health, stress, and coping skills and taught the promotoras how to share their newly learned skills with women in their social networks (Tran, 2014). 
	The intervention took place in three communities in North Carolina where approximately 10-13% of each community’s population identified as Latino. After the promotoras received the training, they were asked to identify up to three women in the community with whom to share their information and resources regarding mental health. Each promotora contacted the women three times and then reported on the type of resources they provided.

MIST
	This pilot study sought to test the feasibility of a program that used schema therapy, motivational interviewing, and collaborative-mapping to reduce depression and increase resilience among second generation Latinas (Heilemann et al., 2011).
	Treatment was delivered by a nurse therapist in a community-based child development clinic (Miranda et al., 2011). The program is an expansion on cognitive behavioral therapy that seeks to identify and analyze childhood origins of psychological functioning. The primary aim was to reduce depressive symptoms among low income, second generation Latinas. The second aim was to increase resilience. The intervention lasted eight weeks, and follow-up occurred 12 months post-treatment (Miranda et al., 2011).

Familia Adelante
	The purpose of Familia Adelante was to “enhance communication and psychosocial coping, increase substance abuse and HIV knowledge and perception of harm, and improve school behavior” (Cervantes, Goldbach, and Santos, 2011: 225) in Mexican-American youth.The intervention involved 12 psycho-educational sessions that addressed these outcomes by decreasing acculturative stress through the strengthening of coping skills in youth and their parents, decreasing substance abuse, and reducing emotional stress (Cervantes, Goldbach, and Santos, 2011). Therefore, the program was administered to youth and their parents concurrently but in separate groups. 
	The intervention consisted of 12 90-minute group sessions for both youth and their parents. The sessions took place after school in a school setting. Both groups had approximately eight to 10 participants. Each session focused on topics ranging from acculturative stress and negative peer pressure to the prevention of gang involvement and family stress. The parent group discussed the same topics with the addition of occupational stress and parental stress. Both groups took pre- and post-intervention surveys measuring substance abuse knowledge, perceived risk of harm, and HIV knowledge and risk perception (Cervantes, Goldbach, and Santos, 2011). Youth also completed surveys measuring school behavior, family bonding, communication with others, condom use, and stress. The groups were then followed up at six months post-intervention.
[bookmark: _Toc417933476]Discussion
Fundamental similarities and differences were found between the eight interventions in nine categories: target population, intervention objectives, use of a theoretical framework, description of the intervention, design of the intervention, participation rates and duration, outcome measures evaluated, results obtained, and reported limitations of findings. This is discussed in detail below.
[bookmark: _Toc417933477]Target Population
Three of the eight interventions’ target populations included youth age nine to 18 years and their mothers or female caregivers (Cowell et al., 2009; McNaughton, Cowell, and Fogg, 2014; Valdez, Abegglen, and Hauser, 2013). One intervention included only youth 11 to 14 years and their mothers and fathers (Cervantes, Goldbach, and Santos, 2011). Three of the interventions focused solely on women aged 18 to 38 years (Heilemann et al., 2011; Shattell et al., 2010; Tran, 2014) . One intervention focused only on Mexican American parents of 7th grade children (Wong, 2014).
Five of the interventions recruited only immigrants born in Mexico (Cowell et al., 2009; McNaughton, Cowell, and Fogg, 2014; Shattell et al., 2010; Tran, 2014; Valdez, Abegglen, and Hauser, 2013). Two interventions recruited participants who identified as Latino but did not specify country of origin (Cervantes, Goldbach, and Santos, 2011; Heilemann et al., 2011). One intervention was open to Mexican-born individuals and Mexican-Americans (Wong, 2014).
Geographically, five interventions were situated in metropolitan areas with high volumes of Latino immigrants (Cervantes, Goldbach, and Santos, 2011; Cowell et al., 2009; Heilemann et al., 2011; McNaughton, Cowell, and Fogg, 2014; Wong, 2014). Two interventions took place in North Carolina (Shattell et al., 2010; Tran, 2014), and one intervention made no reference to a geographic location (Valdez, Abegglen, and Hauser, 2013).
[bookmark: _Toc417933478]Intervention Objectives
The interventions differed slightly in their intervention objectives. Five of the interventions sought to decrease depressive symptomology in parents and their children, improve parent-child communication, reduce family conflict, and increase the use of coping skills (Cervantes, Goldbach, and Santos, 2011; Cowell et al., 2009; McNaughton, Cowell, and Fogg, 2014; Valdez, Abegglen, and Hauser, 2013; Wong, 2014). Three interventions sought to reduce depressive symptoms and improve coping skills in adult women only (Heilemann et al., 2011; Shattell et al., 2010; Tran, 2014) . Two interventions also analyzed school performance as a measure of mental health in youth (Cervantes, Goldbach, and Santos, 2011; Cowell et al., 2009). 
[bookmark: _Toc417933479]Use of Theoretical Framework
Five interventions reported the use of a theoretical framework. However, no two interventions utilized the same framework. Three interventions used frameworks rooted in psychological theory (Cowell et al., 2009; Heilemann et al., 2011; Shattell et al., 2010; Valdez, Abegglen, and Hauser, 2013). One intervention utilized a community-based participatory research approach (Tran, 2014). Three interventions did not report a theoretical framework (Cervantes, Goldbach, and Santos, 2011; McNaughton, Cowell, and Fogg, 2014; Wong, 2014). 
[bookmark: _Toc417933480]Description of Interventions
There were moderate differences in the duration of the interventions. The shortest intervention lasted six weeks (McNaughton, Cowell, and Fogg, 2014), while the longest intervention continued for three years (Wong, 2014). While only one intervention did not report on the duration of the intervention (Tran, 2014), the other seven held weekly sessions. Four of the eight interventions included group sessions (Cervantes, Goldbach, and Santos, 2011; McNaughton, Cowell, and Fogg, 2014; Shattell et al., 2010; Valdez, Abegglen, and Hauser, 2013), while three held individual sessions. One intervention did not report on the type of session held (Tran, 2014). 
Three interventions took place in a school setting, specifically during afterschool programs (Cervantes, Goldbach, and Santos, 2011; Cowell et al., 2009; McNaughton, Cowell, and Fogg, 2014). Two took place in community spaces such as churches and community agencies (McNaughton, Cowell, and Fogg, 2014; Valdez, Abegglen, and Hauser, 2013). Two other interventions took place in the participants’ homes (Wong, 2014; Tran, 2014), and the last two took place in counseling clinics (Heilemann et al., 2011; Shattell et al., 2010).
The facilitators came from a number of backgrounds. Six of the interventions were run by licensed clinical social workers or mental health professionals. Three of these interventions also used registered nurses for program delivery (Cowell et al., 2009; McNaughton, Cowell, and Fogg, 2014; Shattell et al., 2010). Only one intervention employed the use of lay health educators known as promotores (Tran, 2014).
[bookmark: _Toc417933481]Design of Intervention
Three interventions used a randomized controlled trial design (Cowell et al., 2009; McNaughton, Cowell, and Fogg, 2014; Wong, 2014). Two of the randomized controlled trials used mother-child dyads as the unit of analysis (Cowell et al., 2009; McNaughton, Cowell, and Fogg, 2014). The third randomized controlled trial focused solely on the parents of 7th grade children (Wong, 2014). The other four interventions administered pre- and post-intervention surveys to a single group of participants (Cervantes, Goldbach, and Santos, 2011; Heilemann et al., 2011; Shattell et al., 2010; Tran, 2014; Valdez, Abegglen, and Hauser, 2013).
[bookmark: _Toc417933482]Participation Rates and Times	
The sample sizes varied greatly. They ranged from six (Shattell et al., 2010) to 604 participants (Cowell et al., 2009), with four studies having fewer than 60 participants. Two studies had sample sizes above 500 (Cowell et al., 2009; Wong, 2014). 
Retention rates were fairly high, except one study in which only 55 percent of participants completed the study (Tran, 2014). One study had a retention rate of 78 percent, while six had retention rates between 81 percent and  89 percent. Interestingly, one study had consistent retention rates during the intervention between parents and their children of 81 percent and 83 percent, respectively (Cervantes, Goldbach, and Santos, 2011). However, only 59 percent of parents completed the follow up assessment while 80 percent of youth completed follow up assessments. 

[bookmark: _Toc417933483]Assessment
The majority of interventions administered pre- and post-intervention self-reported questionnaires to participants to assess the effects of the program. Surveys included depression and anxiety indices to identify symptoms. Two interventions also conducted face-to-face interviews to assess symptoms of negative mental health in addition to the self-reported surveys (McNaughton, Cowell, and Fogg, 2014; Wong, 2014). Only one study did not use data obtained from participants to assess the program (Cowell et al., 2009). This program instead used self-reported checklists submitted by nurses who conducted home visits in order to assess changes in family problem solving techniques and depression symptoms among mothers and their children.
[bookmark: _Toc417933484]Results Obtained
Four interventions sought to reduce depression symptomology among youth. Of these, only two were deemed successful at reducing the occurrence of depressive symptoms (McNaughton, Cowell, and Fogg, 2014; Wong, 2014). One study with a sample population of six concluded that the sample size was too small for inferential statistics; therefore, no conclusions could be drawn (Shattell et al., 2010). The other intervention determined that there was no statistical improvement in children’s depressive symptoms (Cowell et al., 2009).
Three interventions addressed family conflict and family functioning. All three were successful at reducing family conflict and improving family communication (Cervantes, Goldbach, and Santos, 2011; McNaughton, Cowell, and Fogg, 2014; Valdez, Abegglen, and Hauser, 2013).
Five interventions addressed depression among mothers. Three interventions significantly reduced depression symptoms among mothers. However, one intervention reported no significant affect (Cowell et al., 2009) and the intervention with a sample size of six was unable to establish a correlation between the intervention and a decrease in depressive symptoms among mothers (Shattell et al., 2010).
[bookmark: _Toc417933485]Limitations of Intervention
The most common limitation reported was selection bias. This was largely due to the fact that most interventions recruited within participants’ networks. Therefore, the participants were not representative of the general population. Another frequently reported limitation was self-reported data. This form of subjective bias can dramatically affect intervention results. One intervention had limitations resulting from differences between the control and intervention groups (Wong, 2014), while another did not utilize a control (Cervantes, Goldbach, and Santos, 2011).
[bookmark: _Toc417933486]LEVELS OF INFLUENCE
The Socioecological Model was used as the conceptual framework in order to identify and analyze interventions to promote the mental health of immigrants of Mexican descent. Because a multitude of factors affect the mental health of this population, interventions have been designed at different levels of influence as defined by the Socioecological Model.

[bookmark: _Toc417933487]Individual Level Interventions
All eight interventions analyzed in the literature review at least partly addressed the mental health of Mexican immigrants at the individual level. All of the programs focused on increasing individual knowledge, changing participants’ conceptions of health, and promoting individual coping skills. Together these outcomes sought to increase empowerment of individuals to promote their mental health.
[bookmark: _Toc417933488]Interpersonal Level Interventions
In addition to promoting individual level changes, five interventions addressed changes on an interpersonal level. These interventions largely focused on strengthening relationships between mothers and their families because of the proven effect mother’s depression has on overall family functioning and their children’s stress levels (McNaughton et al., 2004).
[bookmark: _Toc417933489]Organizational, Community, and Policy Level Interventions
Only one intervention, ALMA (Tran, 2014), addressed mental health at the community level. Using a community-based participatory research approach, the researchers employed lay community health workers to help improve attitudes towards depression and mental health treatment among the local Mexican Latina population. In doing so, the health workers strengthened community ties and social networks among the women. However, no interventions targeted institutional or policy level changes to promote mental health among Mexican immigrants.
The results of this literature review suggest that very few interventions have targeted the promotion of mental health among immigrants of Mexican descent. All interventions analyzed focused on women and/or children and often combined the two groups in a single program. This approach largely ignores major differences between causes of depression in each group. Furthermore, only one intervention, MIST (Heileman et al., 2011), differentiated between Mexican-born individuals and those born in the United States.
[bookmark: _Toc417933490]Strengths
Major strengths were discovered in the course of this literature review. First, all interventions directly targeted beliefs regarding depressive symptoms in the target population.  In doing so, the interventions have all helped reduce stigma associated with depression and mental health issues as a whole.
Second, interventions have targeted multiple levels of socioecological influence. By targeting multiple levels in one intervention, researchers sought to make a much larger impact on the levels of influence of mental health. Furthermore, interventions aimed at multiple socioecological levels have greater potential to create longstanding change than interventions targeted solely at an individual’s knowledge, beliefs, and perceptions.
Third, the interventions reviewed utilized varied strategies to address the problem. For instance, some interventions chose to use an after-school group therapy program, while others focused on individual therapy sessions based on Cognitive Behavioral Therapy. This is especially important as it shows that researchers were acutely aware of differences between populations that effect appropriate program setting options. 
[bookmark: _Toc417933491]Conclusion
Immigration to the United States has gone through various phases throughout history. While Europeans were the first predominant group to immigrate to the U.S., Latin Americans have become the fastest growing group of new immigrants. Individuals from Mexico, both authorized and unauthorized, make up a significant portion of new entrants.
The process of immigration has been linked to a number of factors affecting the mental health of immigrants. Among these, the political and social climates of the United States have been explicitly linked with mental health outcomes of Mexican immigrants. Furthermore, acculturative stress is experienced by first and second generation Mexicans. Mexican children growing up in the U.S. experience higher levels of stress due intergenerational conflict within the family.
Compounding the issue of mental health status are significant barriers to mental health treatment, ranging from sociocultural to structural barriers. The socioecological model was used as a foundation to analyze eight interventions aimed at addressing several barriers to mental health treatment.  
As evidenced by the literature review, interventions targeting mental health in Mexican immigrant communities are scarce. The few examples available focus solely on women and children. However, no interventions directly targeted men or the elderly.
Mexican immigrant men often have unique experiences that affect their overall mental health functioning. For instance, men are more likely to work in physically-demanding agricultural jobs. The occupational stress many experience can have significant health outcomes for these individuals. Male migrant workers are also more likely to engage in risky sex and experience issues with substance abuse due to the migratory nature of their work and their separation from their families. These two risky behaviors have been connected with an increase in HIV prevalence among Mexican women still living in Mexico as their husbands often contract the virus while working in the U.S. then spread the virus to their wives upon returning (Fixing Men).
Through the analysis, a gap in research was identified. Interventions addressing the mental health of men and the elderly were absent from the literature. Future recommendations include policy level interventions that effectively address accessibility of mental health treatment for Mexican immigrants.
Limitations of this essay are that only research published in English was reviewed and interventions targeting only Mexicans were included.
Immigration to the U.S. will continue at an increasing rate due to political instability and economic hardship. Addressing the issue now will limit the future strain on medical resources used to provide treatment for poor mental health. 
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