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Abstract

While research has demonstrated an association between trauma and mental health, this study
examined the association between trauma experienced premigration, during migration, and
postmigration, and current mental health status among Latino youth aged 12—17 years old living in
the US for < 3 years. Participants reported traumatic events experienced in their home country,
during migration, and after settling in the US. Regression models examined trauma experienced at
each stage of the migration process predicting current levels of depression, anxiety, and post-
traumatic stress disorder. Two-thirds of youth experienced at least one traumatic event, 44%
experienced an event once, and 23% experienced two or more traumatic events during migration.
Trauma experienced at different migration stages was associated with distinctive mental health
outcomes. It is essential that access to culturally sensitive assessment and treatment services be
available to ensure transition to a healthy adulthood.
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Introduction

Exposure to violence and other stressful life experiences of immigrant Latino families likely
differ from those experienced by US-born Latinos. Phases of the migration process,
premigration, during migration, and postmigration, have specific risks and exposures that
may differentially impact youth mental health outcomes [28]. Among unaccompanied youth
from Central America, premigration involves the sometimes-forced decision to migrate from
war-related violence and drugs [2, 24]. During migration youth may be exposed to violence
and without existing familial support [18, 33]. Postmigration, immigrant youth may have
extended stays in detention centers, subsequent unstable living situations, reunifying with
parents and family members that immigrated years before, and confronting challenges of
acculturation, daily stressors, and other types of traumatic events, all of which are related to
poor mental health out-comes [32, 38].
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Studies that have examined exposure to trauma during migration have found a direct
relationship with a range of mental health outcomes [14, 15, 24], although results are mixed.
Some studies find a higher risk for posttraumatic stress disorder (PTSD), depression,
conduct disorder, and substance use, while results from other studies indicate no difference
between immigrant adolescents and their US born peers [3, 8, 12, 27]. These studies largely
focused on the impact of premigration exposure to trauma. Greater attention needs to be paid
to the trauma immigrant youth experience during migration and after resettlement.

Latino immigrant families also face unique challenges that affect their ability and
willingness to seek assistance—especially mental health services [1, 31]. For example, many
Latino immigrants in the Langley Park, MD community are in varying stages of
documentation, and therefore may not qualify for certain health services. Exacerbated by a
dearth of local services, access to appropriate care is challenging due to language barriers,
long waiting lists, insufficient income, and limited public transportation. Evidence-based
interventions are available for children exposed to trauma that aim to improve mental health
outcomes in the context of the family’s culture and preferences [21, 34]. Interventions will
give affected youth the opportunity to regain a sense of safety and ultimately recover from
the effects of exposure to trauma.

Although the paucity of empirical evidence and theory precluded a priori hypotheses, the
expectation is that Latino youth experiencing traumatic events will demonstrate poorer
current mental health status than those that did not experience traumatic events during any
phase of the migration process, and that the mental health impact will vary by the migration
phase. Examination of the phase-specific trauma on the impact on mental health will
highlight the specific needs of this high-risk, understudied, and underserved subpopulation.
The purpose of this study was to assess trauma experiences among immigrant Latino youth
across multiple times: (a) prior to migrating from their home country, (b) during migration,
and (c) in the US after resettling (see [13], for a discussion of these domains). Current levels
of symptomatology of PTSD, anxiety, and depression were assessed to examine the impact
of the traumatic experience among Latino immigrant youth. Youth experiencing trauma
exposure during different phases of migration may require tailored mental health services.

Methods

Participants

A convenience sample (n = 104) of Latino youth aged 12-17 years old that have been living
in the US for 3 or fewer years were approached for participation in this pilot study. Locally
based Spanish-speaking field staff identified potential participants and implemented the
survey. Strategies for sampling respondents included the use of existing networks with
community partners, service providers, and decades of experience living and working in the
Langley Park, MD community.

Participants (N = 101) were born in El Salvador (41%), Guatemala (47%), and Honduras
(13%). The respondents were 59% male, mean age 15.4 years, 33% lived with both parents,
30% lived with their mother only, 12% lived with their father only, and 26% lived with
neither parent; 12% were currently not in school, 24% in middle school and the remainder in
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high school. The mean length of time in the US was 1.3 years and ranged from 0.1 to 3
years, the upper limit being a selection criteria to minimize recall bias. The distribution by
demographic variables are displayed in Table 1.

Data Collection

Measures

After parental informed consent and participant assent in the home, all youth elected to
complete the survey in Spanish using an iPad. The survey included valid and reliable scales
to assess traumatic experiences and current mental health symptoms. On average the survey
took 20 min to complete at which time each participant was provided a $25 gift card.

When available, validated Spanish scales were utilized. If scales were not available in
Spanish, they were translated and back-translated by project staff following NIH guidelines.
The Traumatic Events Screening Inventory for Children (TESI-C; [7]), a 14-item scale, was
modified to assess when the traumatic events occurred: prior to migrating to the US, during
migration, or after settling in the US. Youth could affirm that an event occurred during each
time as well as multiple events within any time. Interrater reliability for the TESI-C has been
reported to be very good, ranging from 0.73 to 1.0 [29]. The mean number of events
experienced during each phase of the migration processes was the exposures of interest.

Mental Health Outcomes

Depressive symptoms were assessed using a Spanish translation of the patient health
questionnaire modified for teens, the PHQ-9-Spanish [37]. In this sample, the observed
internal consistency for the PHQ-9 was a = 0.84. Responses to questions were summed so a
higher score indicated experiencing more depressive symptoms. Overall anxiety, as well as
subscales of separation, social phobia, obsessive compulsive, panic, physical injury fears,
and generalized anxiety, were assessed using the 38-item Spanish Version of the Spence
Children’s Anxiety Scale (SCAS) [19, 36]. A total anxiety score was calculated by summing
all 38 items. In this sample, the observed internal consistency for the Spanish-SCAS was a
=0.94. The 17-item Spanish translation of the Child PTSD Symptom Scale (CPSS) [17],
corresponding to the DSM-1V criteria, was used to produce a PTSD symptom score by
summing all items, with high internal consistency reliability (a. = 0.94). The psychometrics
for the Spanish version of the CPSS were recently examined and found to have good internal
consistency reliability (a = 0.88) and moderate construct validity [25].

Demographic variables included gender (male = 1), age (12-17), current education level
(classified as not in school, middle school, or high school), country of birth (classified as El
Salvador, Guatemala, or Honduras), years in the US (screener question ranging from 0.1 to 3
years), and current family status (living with both parents, mother only, father only, or
neither parent). Indicator variables were created and used for categorical variables; age and
years in US were treated as continuous variables.

Data Analysis Plan

The distribution of demographic variables, means for the number of traumatic events at each
phase of the migration process, and means for each mental health outcome were produced.
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Statistical differences by demographics were examined using Chi square tests for categorical
variables and correlations for continuous variables to identify potential confounders.
Correlations between continuous exposures and outcomes were also examined. Three linear
regression models were fit for each mental health outcome separately but in the same
manner. Demographics were entered first, followed by trauma exposure during each of the
three phases of migration, and then other mental health outcomes representing comorbid
disorders. Unstandardized regression coefficients (and standard errors) as well as model fit
statistics are reported by staged model. The SAS 9.4 software was used for all analyses [30].
This research was reviewed and approved by the GWU Institutional Review Board (IRB#
111139).

Overall, two-thirds of those surveyed experienced at least one traumatic event. Of those,
59% reported that the event occurred in their home country, 20% reported experiencing the
event during migration, and 18% reported an event since arriving in the US. Furthermore,
44% experienced an event once, 14% during two stages, and 9% experienced a traumatic
event during each stage of the migration. Experiencing a natural disaster (39%), a serious
injury/accident (34%), and witnessing violence (21%) were the most common exposures in
the home country. Experiencing (7%) and witnessing physical assault (7%) were most
common traumas while migrating. The most common traumas reported after settling in the
US were witnessing violence (5%) and experiencing a serious accident or injury (5%).

The mean number of trauma exposures experienced during premigration, during migration,
and after resettling in the US as well as measures of the three mental health (PTSD, anxiety,
and depression) outcomes are also displayed in Table 1 overall, and by each demographic
variable. For age and years in the US, both continuous variables, the correlations with the
continuous exposures and outcomes are displayed. All differences were significant at p<.
05. Males and youth currently living with their father only in the US reported significantly
higher number of traumatic events during migration; youth currently living with both parents
reported significantly fewer traumatic events during migration. Youth not in school reported
significantly higher PTSD symptoms, and those in middle school significantly lower.
Females and youth born in Honduras reported significantly higher anxiety symptoms. There
was also a significant positive correlation (r=0.21) between age and anxiety level. No other
bivariate effects were significant.

Correlations between mean levels of trauma exposure during different stages of migration
and total anxiety, depression, and PTSD were examined. There were significant positive
correlations between trauma experienced pre-migration and during the migration process (r
=0.23, p<.05) as well as during migration and post-migration (r=0.62, p < .001). There
were significant positive correlations between all three mental health outcomes (p < .001)
indicating a high degree of co-morbidity. Significant correlations were also observed
between exposure to trauma during migration and post migration and PTSD (r=0.40, p<.
001) and depression (r=0.31, p<.01). A significant correlation was observed between
experiencing trauma premigration and anxiety (r=0.28, p< .01).
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Table 2 displays the unstandardized ordinary least-squares linear regression coefficients (and
standard errors) estimated from the staged models of PTSD, anxiety, and depression
separately, as well as fit statistics. Trauma experienced in home country (premigration) was
significantly related to total anxiety disorder (6= 1.15, p < .01), after adjusting for trauma
exposure at other stages and comorbid mental health measures. Trauma experienced after
resettling in the US (6= 1.87, p < .05) was significantly related to PTSD, but was attenuated
and no longer significant after adjusting for comorbid disorders. Trauma experienced during
any stage of migration did not independently predict depression after adjusting for
demographics; PTSD and anxiety were significantly related to depression.

Discussion

This analysis examines the impact of traumatic experiences through different stages of the
migration process on current mental health symptomatology. Results support the hypothesis
that exposure to traumatic events at different stages in this process is associated with
differential health outcomes, even after adjusting for multiple traumatic exposures and/or
comorbid disorders. In addition, the higher level of traumatic exposures youth experience in
their home country prior to immigrating to the US helps explain the motivation to
immigrate, but also the potential hazards from which they are fleeing. Immigrant Latino
youth experience different types of trauma after arriving in the US. Co-morbid mental health
issues require special attention when access to complete assessments and treatment
resources are weak at best. Culturally and linguistically appropriate educational material
about potential mental health outcomes due to trauma experienced should be available for
both youth and parents that have recently immigrated to the US.

The inherent complexities of war, political unrest, and community violence (e.g., gang-
related) may involve multiple traumas including loss of loved ones, deprivation, exposure to
violence, and displacement, each of which may compound the effects of subsequent
resettlement and acculturative stressors [4, 23]. Results from this study indicate the
relationship between trauma experienced during different stages of the migration and mental
health outcomes are inconsistent. While some findings replicate prior research concerning
the relative importance of postmigration factors among traumatized immigrant
subpopulations that have experienced trauma at other times for PTSD, even after adjusting
for comorbid symptomatology [6, 16, 35]. In a divergence from prior research results
indicate premigration trauma was associated with higher levels of anxiety. Thus, our results
do not support the conclusion from others that proximal stressors associated with
resettlement are more salient for treatment of immigrant youth [5, 6]. These findings support
the thesis that differential patterns of trauma exposure across the migration process indicate
the need for specialized mental health treatment [22].

Like research in other countries, immigrant youth in this study report pervasive histories of
trauma indicative of a high-risk population in need of specialized mental health services that
appropriately address the complex histories as well as their current needs [20]. Developing
interventions for immigrant youth that balance treatment of past trauma with current
resettlement and acculturative stressors (e.g., housing, employment, health care) within the
context of a new language and culture is a challenge [16]. Findings support the importance

J Immigr Minor Health. Author manuscript; available in PMC 2019 March 27.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Cleary et al.

Page 6

of a comprehensive clinical assessment and treatment for youth that have experienced a
broad range of traumas during the migration process. In addition, to mitigate poor mental
health outcomes, assessment-driven, flexibly tailored, multilevel interventions that cover the
range of traumas experienced by this subpopulation must be implemented in creative and
engaging ways [10, 20]. Empirical evidence from these subpopulations is still limited, thus
further research is needed to develop and evaluate strategies for assessing and treating
mental health issues that appropriately respond to the diversity of immigrants to the US. To
ensure results are representative of the population, future studies we will utilize a two-stage
randomized cluster sampling methodology that has been successfully implemented in prior
large community-based surveys (see [9]).

Results of this analysis are subject to some limitations that must be considered. First, all
measures were self-reported, thus given the recent arrival in the US and lack of familiarity
with community, it is assumed that both exposures (traumatic experiences) and outcomes are
likely underreported. Second, it is common for those experiencing trauma to exhibit
comorbid anxiety and depressive symptoms, and that a portion of those affected develop
chronic PTSD [26]. Third, although all surveys were psychometrically validated in Spanish,
there are likely to be cultural differences in conceptualizing mental health that may also lead
to attenuated effects. Finally, the diversity of immigrant groups in the sample prohibited
systematic validation of measures for all cultural groups. Given the small sample size,
comparisons between youth born in El Salvador, Guatemala, or Honduras were not possible,
nor was assessment of subtypes of anxiety. Further research is needed to understand distinct
clinical presentations and specific needs.

Health policies in this area should include multisector and context-specific mental health
programs to address mental health issues among immigrant youth, particularly at the time of
arrival, to assess health status and to refer youth to the appropriate services. Early and
effective interventions that consider socio-cultural, ethnic, linguistic, other contextual
variables, and that are furthermore family-centered, can help the healing process for
immigrant Latino youth that are experiencing poor mental health. This will also impact costs
associated with treatments and improve mental health during adolescence critical for future
health and social relations in adulthood [11].

Conclusions

Latino youth that have migrated to the US from countries with a history of political and
social violence have multiple traumatic experiences. Few studies of immigrants have
empirically demonstrated the link between exposure to traumatic events at different stages of
the immigrant process and current mental health symptoms. This study supports the need for
assessment of trauma experienced across the immigrant process to understand the context
and determinants of PTSD, anxiety and depression among recently arrived immigrant Latino
youth. The need for culturally sensitive diagnostic and treatment services in immigrant
communities to ensure a positive transition to healthy adulthood is merited.

J Immigr Minor Health. Author manuscript; available in PMC 2019 March 27.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Cleary et al.

Acknowledg

Th

Page 7

ements

is research was funded through a P20 exploratory research center grant supported by a grant (#1P20MD006898)

from the National Institute on Minority Health and Health Disparities within the National Institutes of Health. We
would like to thank the youth and their parents for participating in the research and our community partner, the
Rivera Group, for their support. The views expressed in this article are those of the authors and do not represent
views of the funding agency.

References
1.

10

11.

12.

13.

14.

15.

16

17.

J

Acosta OM, Weist MD, Lopez FA, Shafer ME, Pizarro LJ. Assessing the psychosocial and academic
needs of Latino youth to inform the development of school-based programs. Behav Modif.
2004;28(4):579-95. [PubMed: 15186517]

. Bean T, Derluyn I, Eurelings-Bontekoe E, Broekaert E, Spinhoven P. Comparing psychological

distress, traumatic stress reactions, and experiences of unaccompanied refugee minors with
experiences of adolescents accompanied by parents. J Nerv Mental Dis. 2007;195:288-97.

. Beiser M The health of immigrants and refugees in Canada. Can J Public Health. 2005;96:530-44.

[PubMed: 16078554]

. Betancourt TS, Borisova Il, de la Soudi‘ere M, Williamson J Sierra Leone’s child soldiers: war

exposures and mental health problems by gender. J Adolesc Health. 2011;49:21-8. [PubMed:
21700152]

. Beiser M Longitudinal research to promote effective refugee resettlement. Transcult Psychiatry.

2006;43:56-71. [PubMed: 16671392]

. Birman D, Tran N. Psychological distress and adjustment of Vietnamese refugees in the United

States: association with pre- and postmigration factors. Am J Orthopsychiatry. 2008;78:109-20.
[PubMed: 18444733]

. Briere J Trauma symptom checklist for children (TSCC), professional manual. Odessa, FL:

Psychological Assessment Resources; 1996.

. Bronstein I, Montgomery P. Psychological distress in refugee children: a systematic review. Clin

Child Fam Psychol Rev. 2011;14:44-56. [PubMed: 21181268]

. Cleary SD, Simmons L, Cubilla I, Andrade E, Edberg M. Community sampling: sampling in an

immigrant community In: SAGE research methods cases. London: SAGE Publications, Ltd; 2014
10.4135/978144627305014529519.

. Davies M, Webb E. Promoting the psychological wellbeing of refugee children. Clin Child Psychol
Psychiatry. 2000;5:541-54.

Derdikman-Eiron R, Hjemdal O, Lydersen S, Bratberg GH, Indredavik MS. Adolescent predictors
and associates of psychosocial functioning in young men and women: 11 year follow-up findings
from the Nord-Trgndelag Health Study. Scand J Psychol. 2013;52(3):261-7.

Derluyn I, Mels C, Broekaert E. Mental health problems in separated refugee adolescents. J
Adolesc Health. 2009;44:291-7. [PubMed: 19237116]

Edberg M, Cleary S, Vyas A. A trajectory model for understanding and assessing health disparities
in immigrant/refugee communities. J Immigr Minor Health. 2010;13(1):576-84.

Ehntholt KA, Yule W. Practitioner review: Assessment and treatment of refugee children and
adolescents who have experienced war related trauma. J Child Psychol Psychiatry. 2006;47:1197—
210. [PubMed: 17176375]

Ellis BH, MacDonald HZ, Lincoln AK, Cabral HJ. Mental health of Somali adolescent refugees:
the role of trauma, stress, and perceived discrimination. J Consult Clin Psychol. 2008;76:184-93.
[PubMed: 18377116]

. Fazel M, Reed RV, Panter-Brick C, Stein A. Mental health of displaced and refugee children
resettled in high-income countries: risk and protective factors. Lancet. 2012;379:266-82.
[PubMed: 21835459]

Foa EB, Johnson KM, Feeny NC, Treadwell KRH. The Child PTSD Symptom Scale: a preliminary
examination of its psychometric properties. J Clin Child Psychol. 2001;30:376-84. [PubMed:
11501254]

Immigr Minor Health. Author manuscript; available in PMC 2019 March 27.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Cleary et al.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

28.

29.

30.
31.

32.

33.

34.

35.

36.

37.

38.

Page 8

Halvorsen K Separated children seeking asylum: The most vulnerable of all. Forced Migr Rev.
2002;12:34-6.

Hernandez-Guzman L, Bermddez-Ornelas G, Spence SH, Gonzalez Montesinos MJ, Martinez-
Guerrero JI, Villalobos JA, Guajardo JG. Version en espafiol de la Escala de Ansiedad para Nifios
de Spence (SCAS). Revista Latinoamericana de Psicologia Volumen. 2010;42(1):13-24.

Isakson BL, Legerski JP, Layne CM. Adapting and implementing evidence-based interventions for
trauma-exposed refugee youth and families. J Contemp Psychother. 2015;45:245-53.

Kataoka SH, Stein BD, Jaycox LH, Wong M, Escudero P, Tu W, Zaragoza C, Fink A. A school-
based mental health program for traumatized Latino immigrant children. J Am Acad Child
Adolesc Psychiatry. 2003;42(3):311-8. [PubMed: 12595784]

Kelesa S, Oddgeir F, Idsgec T, Sirind S, Oppedala B. Depression among unaccompanied minor
refugees: the relative contribution of general and acculturation-specific daily hassles. Ethnicity
Health. 2016;21(3):300-17. [PubMed: 26208789]

Layne CM, Olsen JA, Baker A, Legerski JP, Isakson B, Pasali"c A. Unpacking trauma exposure
risk factors and differential pathways of influence: predicting post-war mental distress in Bosnian
adolescents. Child Dev. 2010;81:1053-76. [PubMed: 20636682]

Lustig SL, Kia-Keating M, Knight WG, Geltman P, Ellis H, Kinzie JD, et al. Review of child and
adolescent refugee mental health. J Am Acad Child Adolesc Psychiatry. 2004;43:24-36. [PubMed:
14691358]

Meyer RML, Gold JI, Beas VN, Young CM, Kassam-Adams N. Psychometric evaluation of the
child PTSD symptom scale in Spanish and English. Child Psychiatry Hum Dev. 2015;46(3):438-
44. [PubMed: 25129027]

Niles BL, Newman E, Fisher LM. Obstacles to assessment of PTSD in longitudinal research In:
Shalev Arieh Y, Yehuda R, McFarlane AC, editors. International handbook of human response to
trauma. New York: Kluwer Academic/Plenum Publishers; 2000 pp. 213-22.

Oppedal B, Idsge T. The role of social support in the acculturation and mental health of
unaccompanied minor asylum seekers. Pers Soc Psychol. 2015;56:203-11.

Porter M, Haslam N. Predisplacement and postdisplacement factors associated with mental health
of refugees and internally displaced persons: a meta-analysis. JAMA. 2005;294:602—12. [PubMed:
16077055]

Ribbe D Psychometric review of Traumatic Events Screening Inventory for Children (TESI-C) In:
Stamm BH, editor. Measurement of stress, trauma, and adaptation. Lutherville, MD: Sidran; 1996.
SAS Institute Inc. SAS/STAT® 13.1 User’s Guide. Cary, NC: SAS Institute Inc; 2013.

Shattell MM, Hamilton D, Starr SS, Jenkins CJ, Hinderliter NA. Mental health service needs of a
Latino population: a community-based participatory research project. Issues Mental Health Nurs.
2008;29:351-70.

Silove D, Austin P, Steel Z. No refuge from terror: the impact of detention on the mental health of
trauma-affected refugees seeking asylum in Australia. Transcult Psychiatry. 2007;44:359-93.
[PubMed: 17938152]

Silove D, Steel Z, Watters C. Policies of deterrence and the mental health of asylum seekers.
JAMA. 2000;284:604-11. [PubMed: 10918707]

Silverman WK, Ortiz CD, Viswesvaran C, Burns BJ, Kolkl DJ, Putnam FW, Amaya-Jackson L.
Evidence-based psychosocial treatments for children and adolescents exposed to traumatic events.
J Clin Child Adolesc Psychol. 2008;37(1):156—-83. [PubMed: 18444057]

Simich L, Beiser M, Mawani FN. Social support and the significance of shared experience in
refugee migration and resettlement. West J Nurs Res. 2003;25:872-91. [PubMed: 14596184]
Spence SH, Barrett PM, Turner CM. Psychometric properties of the Spence Children’s Anxiety
Scale with young adolescents. J Anxiety Disord. 2003;17(6):605-25. [PubMed: 14624814]
Spitzer R, Kroenke K, Williams JB. Validation and utility of a self-report version of PRIME-MD:
the PHQ primary care study. Primary care evaluation of mental disorders. Patient Health
Questionnaire. JAMA. 1999;282:1737-44. [PubMed: 10568646]

Steel Z, Silove D, Brooks R, et al. Impact of immigration detention and temporary protection on
the mental health of refugees. Br J Psychiatry. 2006;188:58-64. [PubMed: 16388071]

J Immigr Minor Health. Author manuscript; available in PMC 2019 March 27.



Page 9

Cleary et al.

Author Manuscript

T0T=N
0e-T0 abuey
ST0 900 110 110 8T°0 AN (80)eT SN Ul SIeaA
VA4l abuey
. 120 . _ . _ Y e
170 T 900 600 - 1T0- T0 (LT ¥ST aby
suonejalio)  (‘ps) uesin
(€09) TEY (€2'97) 69°0€ (86'2) 269 (0e1T)8s0 (eLmee0  (05€) vOE (92) L'sz juased JaynaN
(ev) 1Ty (Zzee)slee @999 ©oDzvo rILT  Gogerz @Dt Ajuo sayre<
(6w 1Ty (69'6T) ¥0'ZE (096)v7'9  (08T)0L0  (€€T)€50  (vL°€) 2872 (0g) 262 Ajuo Jsylo
(zs'v) 05°€ (z6'7T) 28'SC (85'8) 005 (86°0) 0€°0 xmm_e 810 (gee) 6T (ee) Lze sjuased ypog
yum Buial Apuaiing
(09%) 80y  (L072T)€T'TE (or8)1v9  (zT)8ro  (€€T) 150  (9L°€) €8T (€9) €79 [004os YBIH
(89°€) 60°€ (z9'ST) 96°€2 wam S T6 (L21)690 (922) 00T  (ve€)2ee (e2) g€z |00y2s 3|ppPIN
GoDors sz orer 18T grnaeg  (TDos0  (zdeer @Dz 00435 U1 10N
mco_umusum usaIn)
(Lov)ees 1 (eLze) sg'6e (186) 298 (99T) 260 (S9T)690  (T€€)STE (eT) 62T seinpuoH
(1e'9)92¢  (68°2T) L0°92 (196)Ge9  (PST)ES0  (L6T) 280  (¥'€) 092 (Ly) gov e[ewWwaNens
(eTv)sLre (¥9'7T) 6562 (0s9)00s  (#60)¥€0  (PL0) 220  (19°€) v¥e (Tv) 901 Jopenjes |3
yuIq o ublo
(T6)STY T (Le'8T) 058 (016)859  (9T'T) 0 Nam_e @0 (cre)vee (tv) 907 aewsaH
(L) v8e (T2'ST) 82'SC (608)¥.'s  (r1)ss0  (#6'T) 280  (19°€)S8C (09) 7'65 3.
18pus
(69%) 16 (cL'LT)€e6C (6v'8)0T9  (S€T) 050  (95T) 090  (9v'€) 09°C [iIENe]
02-0 9/.-0 8e-0 8-0 8-0 ¥1-0 abuey
('ps) ves N ('ps) vea N (ps)uesiN  (ps)ueeN  (psS)ued N (Ps)usdN S3|qel rep
d3aa XNV asld SN NI NI JNOH (u) % a1yde sBoweq
S3W02IN0 Y1ray [eluaw pue ainsodxa alrewned) Jo awil Aq soiydeibowsq
T a|qel

Author Manuscript

Author Manuscript

Author Manuscript

J Immigr Minor Health. Author manuscript; available in PMC 2019 March 27.



Page 10

Cleary et al.

go' >d
.
S8SeI 994U] UO Blep mc_mm_Em

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

J Immigr Minor Health. Author manuscript; available in PMC 2019 March 27.



Page 11

Cleary et al.

‘>d

01000 >0,
>d

100" >4,
‘>d

0>,
‘>d

50 >d,
AVL=6OLT) 02=(80) o0 _(a09) pog=(erTr) £5E- 986 ;L2=(68'9) L svT=(6LTD) Te=(18'6) 00 _(,g¢) 0p) 4
190 8T°0 500 950 120 ST0 190 920 G500 2
w@w.e ov't (50°0) 60°0 d3a
wao 0) 80°0 vm:.e 10T SNV
wﬁo_e ve0 (Lz'0) 250 asld
(62°0) 800 - (ev0) ¥2°0 (82°'1) S0°0 (15°1) 212 (15°0) €6°0 N@.e 81 SN NI
(Lzo)9T0 (zv°0) 95°0 (6T1T) 020 - (sv'17) 09°0 (67°0) ¥€'0 (z2°0) 860 INAL
(0T°0) 200 - (¥1°0) 00 N@Sv st Naw.ov get (87°0) €00 - (s20) zz0 JNOH
(07°0) L¥'0 (09°0) 19°0 (19°0) 260 (86°0) €0 (L02) 85T (0T2) 05°T (€20) L¥0- (L0'T) 250 (eT1)eTT SN Ul Sieax
(zz0)vz0 (¥€°0) 650 (5€°0) 070 (LeT)€S°T (9TT)89°T (0z71)897T (ov0) 0T'0 - (65°0) 59°0 (#9°0) zv'0 aby
(ze0)eco- (870)STO- (67°0) ST'O (L€T)€S'T (91)02'T (89°1) 2T (£5°0) STO (¥8°0) 000 (68°0) €9°0 UM SanI T
(zs0)ze0-  (9r0)z80- (08°0)0L0- (922) 19 (59:2) 0Z°0 (08'2) 020 (¥6'0)900- (9eT)€TT- (IST)ITT- uoleonp3
(ezv0)9z0-  (¥9°0) 000 - (890) 62°0 (s8'T) 00 (sz2) svo (e v9'T (520)920 (2T1) 960 (€2T) 95T  wbuo yo Anunod
(120)8TT - (00°'1) 280 (¥0'1) 970 mam.mv cLot m@.mv veet wam.mv 20 (62'T) 870 (S21) 112 (T6T)T7'T lapusg
€ PPOIN Z PPON T PPON € PPOIN Z PPOIN T PPOIN € PPOIN Z PPOIN T PPOIN S3|qel rep
uossaldeq ABIXuyY asld olyde sBowaq

uoissaidap pue A1dIxue ‘QS1d Jo S|apow pabers Bunewnss (10419 pJepuels) Ylim SJualdlaod uoissaibal S0 pazipiepurisun

¢ 9lqeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

J Immigr Minor Health. Author manuscript; available in PMC 2019 March 27.



	Abstract
	Introduction
	Methods
	Participants
	Data Collection
	Measures
	Mental Health Outcomes
	Data Analysis Plan

	Results
	Discussion
	Conclusions
	References
	Table 1
	Table 2

