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Abstract: The size of the foreign-born population living in the United States makes migrants” health
a substantive policy issue. The health status of Mexican immigrants might be affected by the level of
social capital and the social context, including the rhetoric around immigration. We hypothesize that
a diminished perception of trust and safety in the community has a negative impact on self-reported
health. In a cross-sectional study, we conducted a survey among 266 Mexican Immigrants in the New
York City Area who used the Mexican Consulate between May and June 2019 for regular services
provided to documented and undocumented immigrants. A univariate and bivariate descriptive
analysis by trust and security items first shows the diversity of the Mexican population living in the US
and the conditions of vulnerability. Then, logistic regression models estimate the association between
trust and security items with self-reported health status. Results show that safety is consistently
associated with good self-rated health, especially when rating the neighborhood, and trust showed
mixed results, more reliant to the way it is operationalized. The study illustrates a pathway by which
perceptions of the social context are associated with migrants” health.
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1. Introduction

The United States (US) has long been a recipient of immigrants from a wide range of
countries, of which Mexico is an important one. Such migratory process affects migrants’
lives as well as the recipient communities. Mexican immigration to the US has historically
been a significant phenomenon. From 2000 to 2017, the population of Mexican-born
migrants living in the US grew from 8.7 to 11.2 million; likewise, the Hispanic population
of Mexican origin living in the US (both migrants and those who trace their family ancestry
to Mexico) grew from 20.9 to 36.6 million (a 76% increase) in the same period, accounting
for 62% of the US Hispanic population [1]. Mexican immigrants alone account for 25% of
all US immigrants [2]. By itself, Mexican immigration is a substantive policy issue due to
its magnitude and its political visibility.

The characteristics of Mexican immigrants to the US have changed over time. Tradi-
tional immigration (pre-1980s) was mainly comprised of male adults and youths who came
mostly to work in seasonal and manufacturing-related jobs. Most migrants came from
specific areas in Mexico and settled in a limited number of counties in California, Texas, Ari-
zona, and Illinois [3]. In contrast, new flows of Mexican immigrants (post-1980s) come from
diverse places in Mexico and settle in varied locations in the US. Furthermore, according
to the Department of Homeland Security’s 2015 estimates, 55% of the 12 million undocu-
mented immigrants were from Mexico [4]. Mexican immigrants to the New York City Area
(NYCA) are an example of this new flow of immigrants. They comprise the foreign-born
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group with the third highest population growth in New York City between 2000 and 2015,
with a 47% growth in this period, only behind China and Bangladesh [5].

Health is one of the dimensions affected by immigration [6]. There is a dynamic
relationship between attitudes, behaviors, and access to healthcare services with health
outcomes among Mexican immigrants. Previous studies have reported that Mexican
immigrants have some favorable health behaviors and health outcomes as compared to
native-born. However, it has also been found that as Mexican immigrants acculturate,
this “health advantage” is eroded [7]. While acculturation has been assumed to have a
prominent role in determining health behaviors and disease risk through the effect it has on
behaviors, norms, and attitudes [8-10], it has been less documented how the difficulties faced
by undocumented immigrants change when the national political mood towards immigration
is modified by the social context. Such changes are likely to affect access to healthcare services,
as well as to generate stress with potential negative effects on health outcomes [11,12].

One of the challenges faced by Mexican immigrants is having access to healthcare
services. The implementation of the Affordable Care Act (ACA) during President Obama’s
administration excluded undocumented immigrants and ratified waiting periods for
Medicaid-eligible immigrants. However, it supported additional funding for over five years
for Federally Qualified Health Centers (FQHCs), which provide medical services for uninsured
populations. Even though an extension seemed unlikely, in 2017, the House of Representatives
approved a two-year extension until 2019. Despite this extension, however, the sustainability
of FQHCs remains a permanent concern, as uninsured immigrants rely heavily on FQHCs as
well as on other safety-net providers to meet their healthcare needs [13].

Another challenge that Mexican immigrants deal with is healthcare utilization. Ac-
cording to the literature, Mexican immigrants, especially those who are undocumented, are
less likely to access and use healthcare services compared to US-born Mexican Americans,
other Latinos, and non-Latino whites [14-16]. Socio-economic status, language barriers,
lack of transportation, and lack of work authorization are amongst the most common
barriers that Mexican immigrants, along with other immigrants in the US, face to access
and use healthcare services [17]. However, fear of deportation and discrimination are
also important barriers to healthcare access and healthcare utilization, especially among
undocumented immigrants [18].

Anti-immigrant policies and rhetoric, such as those observed during President Trump’s
administration, may be further creating fear-based barriers to healthcare that affect not
only undocumented immigrants, but legal permanent residents as well, regardless of their
health insurance coverage status [19]. Fear regarding these policies and narratives could
be discouraging immigrants from using healthcare. Proposed rules on the definition of
“public charge” resulted in lower utilization rates of health, nutrition, and other public
benefit programs among immigrant families, including those families that are not directly
affected by the new public charge rule [20,21]. These public charge rules would make it
harder for poor immigrants who have received public benefits to obtain US citizenship and
will discourage them, and their US-born children, from enrolling in subsidized healthcare
programs, such as Medicaid, the Supplemental Nutrition Assistance Program (SNAP),
the Medicare Part D Low-Income Subsidy Program, and other housing programs. These
changes could result in substantial negative impacts on the health of Mexican immigrants
(e.g., considering that some families might avoid enrollment or disenroll themselves and
their children from public programs, families could forgo critical medical care) for fear of
decreasing their chances of gaining permanent residency status [21,22].

In addition, evidence shows that changes in immigration enforcement actions have
resulted in a greater fear of deportation (even among naturalized citizens and legal per-
manent residents), thus generating an atmosphere of anxiety, stress, and depression that
may ultimately result in the worsening of health outcomes and well-being of immigrant
families [23-25]. Prior work documents that a large proportion of Hispanics (both citizens
and noncitizens) feel unsafe living in the US because of the anti-immigrant narratives,
which have fostered fear and mistrust [26]. This is likely to affect the perceptions about the
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communities and contexts where immigrants live [27], including aspects such as neighbor-
hood safety and trust. This is worrisome as prior research suggests that such neighborhood
and community perceptions can have implications in subjective [28-30] and objectives
measures of health [31].

The objective of this study was to assess how the self-reported health status is associated
with perceptions of trust and safety among Mexican immigrants living within the NYCA
during President Trump’s administration, when anti-immigrant narratives where salient.

2. Methods
2.1. Study Design and Sample

The cross-sectional study was conducted among Mexican immigrants who mostly
resided within the NYCA. Mexican immigrants aged 18 years and older, who identified
themselves as being residents of the US, were asked to respond to a survey at the main office
of the Consulate General of Mexico in New York City in Manhattan or at the Consulate’s
mobile offices (“Consulados mdviles”), which travel to communities outside of Manhattan.
Both offices serve Mexican immigrants living within the tri-state area (i.e., New York,
Connecticut, and thirteen counties in New Jersey) and provide services to both documented
and undocumented immigrants. Services include the renewal of Mexican passports, the
issuance of consular IDs, legal counselling, and health services (provided by the “Ventanillas
de Salud”), amongst others. The advantage of conducting the study in these two settings is
linked to three elements. First, many Mexican immigrants residing within the tri-state area,
regardless of immigration status, visit the Consulate’s offices to obtain a consular ID, which
is a valid identity document in the US. Second, appointments at the Consulate’s offices are
scheduled by phone on a random basis by Consulate staff. Third, Mexican immigrants are
more open to talk and to participate within the premises of the Consulate, where they do
not fear about their migratory status.

Immigrants completing paperwork at the Consulate’s offices were approached indi-
vidually by previously trained researchers from Universidad Iberoamericana and invited
to participate in the study. The research team informed potential participants about the
study details and asked them whether they would like to respond to a face-to-face survey,
which took approximately 20 min to complete. All immigrants who agreed to participate in
the study and who met the eligibility criteria were then asked to sign an informed consent
form. Then, the research team administered the survey to participants by using electronic
tablets that had been loaded with the Magpi mobile data collection software. The survey
instrument had been previously piloted and was available both in Spanish and in English.
Convenience sampling was carried out at both the Consulate’s and the Consulate’s mobile
offices’ waiting areas and at the area near the “Ventanilla de Salud”, where two researchers
scouted for participants at all times to cover all waiting areas. Due to the dynamic flow of
people in the waiting areas (i.e., the same people moved between sections of the waiting
areas at a fast pace during their visit), the research team was unable to conduct a systematic
sampling procedure; however, most of the people who were completing paperwork at the
Consulate’s offices were asked, at some point, whether they were interested in participating
in the study. In addition, although our sampling strategy did not involve a systematic
approach on gender, the research team approached people, regardless of gender, and asked
them whether they were interested in participating in the study.

Data collection took place between 1 May and 12 June 2019, and survey participants
were not compensated for participating in the study. The estimated participation rate was
76%. The research team administered the survey to a total of 266 participants. However,
10 of them could not complete the survey as their paperwork at the Consulate’s offices
concluded before getting to the end of the survey.

The research protocol was reviewed and approved by the Universidad Iberoamericana
Ethics Committee for Research in Mexico City.
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2.2. Study Variables
2.2.1. Subjective Health Status

Participants self-rated their health as excellent, very good, good, fair, or bad. For
purposes of the analysis, we generated a dummy categorical variable (i.e., excellent, very
good, good health (1), and fair or bad health (0)). Self-reported health status is a subjective
health measure that is commonly used in population-based studies [32]. Furthermore, prior
studies highlight that poor self-rated health can be a predictor of mortality [33], as well as
pathological changes prior to disease diagnosis [34].

2.2.2. Measures of Subjective Perceptions of Trust and Safety

We operationalized the measures of trust and safety in different ways to disentangle
their specific effects on self-reported health. First, we assessed items separately: trust was
measured with the item “I can trust most people in my community”, help with the item
“I can get help from my neighbors whenever I need it”, individual safety with the item
“I feel safe when I walk alone at night in my community”, and neighborhood safety with a
rating of how secure they consider their neighborhood. Items used 4 Likert-type response
options and were scored from low-to-high. To separate self-perceptions of trust and safety
from individual perceptions about the neighborhood, we then added the first three items
to create a trust score according to what has already been used in prior studies [29,35]
as they have been found to be associated with adverse health outcomes and poorer use
of healthcare services among vulnerable populations [36-38]. Lastly, we added the four
items because preparatory analyses indicated that the four items have moderate-to-high
correlations (0.3-0.6). Therefore, we used two composite measures, the three-item score
of trust, ranging from 0 to 3, and the four-item composite measure of trust and safety (i.e.,
individual and neighborhood), ranging from 0 to 4; the higher the score, the greater the
individual’s trust and sense of safety. The three-item and four-item measures had moderate
reliability, with a Cronbach’s alpha of 0.61 and 0.65, respectively.

2.2.3. Sociodemographic Characteristics

Sociodemographic characteristics collected during the survey included age, gender,
employment status (i.e., not working or looking for a job vs. working), and household
composition (i.e., with and without children). A proxy for acculturation was the length of
residence, a continuous variable of the number of years lived in the US.

Comorbidities were measured using information on seven self-reported health issues—
diabetes, hypertension, heart disease, asthma or bronchitis, cancer, depression, and arthritis.
These problems represent top causes of morbidity among the study population [39]. Survey
respondents were asked if a physician or another medical professional had told them that
they had one of these conditions. Dummy variables were generated for each condition,
then a summative variable showed the total number of comorbidities (i.e., from 0 to 7),
and lastly, we created a dummy variable (i.e., having at least one comorbidity vs. not). A
large body of empirical research highlights the effect of health insurance in accessing
healthcare [40,41]; hence, participants were asked if they had a valid health insurance plan
in the US (operationalized as a dummy variable). Furthermore, participants were asked to
indicate how frequently they had received non-urgent care when they needed it, and this
led to a categorical variable (never or sometimes/usually vs. always). These are common
proxy measures generally used when studying vulnerable populations [42].

To ascertain the immigrant’s community of residence, respondents were asked to
provide their zip code. With this information, we used geographic referencing and clustered
Mexican American residents throughout the NYCA.

2.3. Statistical Analysis

An initial analysis described the characteristics of the survey population. A subsequent
bivariate analysis compared the characteristics by self-reported health status.
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Then, we estimated six logistic regression models to assess the association of multiple
operationalizations of trust and safety on self-rated health, adjusted by covariates (i.e.,
age, gender, household composition, employment status, length of residence, frequency
of receiving medical care when needed). The first model estimated the association using
the four items of trust and safety operationalized as independent dummy variables. In
the second model, only the neighborhood safety item was included to assess its distinct
contribution. The third model estimated the association of the three-item score of trust, and
in the fourth model the three-item score of trust was kept, and the neighborhood safety item
was added as an independent dummy. The fifth model estimated their two-way interaction
(three-item score of trust and neighborhood safety). Lastly, the sixth model estimated the
association of the four-item score of trust and safety. Figure 1 summarizes this analytical
approach.

eDependent variable: self-reported health status
eCovariates: age, gender, household composition, employment status, length of residence, frequency of receiving medical care when needed
eIndependent variable Trust & Saftey: 4 dummies (1 per item)

eDependent variable: self-reported health status
eCovariates: age, gender, household composition, employment status, length of residence, frequency of receiving medical care when needed
eIndependent variable Trust & Saftey: only dummy neighborhood safety

eDependent variable: self-reported health status
eCovariates: age, gender, household composition, employment status, length of residence, frequency of receiving medical care when needed
eIndependent variable Trust & Saftey: 3-item trust score

eDependent variable: self-reported health status
eCovariates: age, gender, household composition, employment status, length of residence, frequency of receiving medical care when needed
\V/le)s[=] 2} eIndependent variable Trust & Saftey: 3-item trust score & dummy neighborhood safety

eDependent variable: self-reported health status
eCovariates: age, gender, household composition, employment status, length of residence, frequency of receiving medical care when needed
eIndependent variable Trust & Saftey: 3-item trust score interacted with dummy neighborhood safety

eDependent variable: self-reported health status
eCovariates: age, gender, household composition, employment status, length of residence, frequency of receiving medical care when needed
\V/[eYs[=]5] *Independent variable Trust & Saftey: 4-item score

€E€E€E€ECL

Figure 1. Six-step analytical strategy to assess the association between self-reported health status
with trust and safety.

This strategy allowed us to examine distinct associations and address different identifi-
cation issues linked to trust and safety perceptions. Forest plots were used to communicate
the size and significance of regression coefficients, and the full table with confidence inter-
vals is provided in the Supplementary Material. All statistical analyses were performed
with R and the plot in the sjPlot package (version 2.8.12) [43]. In addition, to complement
the descriptive analyses, we geo-referenced the participants’ residential zip codes with
QGIS 3.4 [44].

In the Supplementary Material, we show the full identification process of the logistic
regressions: first with univariate regression analysis for the main independent variables,
then with the full model, and lastly with significant variables only. These sensitivity
analyses support the main findings.
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3. Results

As shown in Table 1, survey respondents were 39 years of age on average, and a
slightly higher proportion were females (56.7%). Almost two thirds of the households had
children (65.5%) and reported to be working (75.6%) at the time of the survey. On average,
participants had lived in the US for 17 years. Half of the sample self-reported a fair or bad
health status (51%), which is surprising considering their average age. Nonetheless, 42%
were diagnosed with at least one comorbidity. In terms of access to healthcare, only about
one-third of the sample (37.6%) reported having a valid health insurance plan in the US and
56.4% acknowledged they did not receive care when needed. In terms of the respondents’
communities of residence, Figure 2 portrays the areas where participants currently reside
in the US. Map 1 shows that the majority live in the state of New York and Map 2 zooms
into the New York City Area, highlighting that most of them live in Brooklyn, Queens, and
to a lesser degree in the Bronx. In Brooklyn and Queens, there seem to be areas with more

clustered Mexican immigrant communities.

Table 1. Descriptive statistics of the study sample.

Total (N = 266)

Variable % (N) p-Value

Age, years (mean, SD) 39.14 (10.78)

Sex (%, n)
Male 43.30% (113) 0.030 *
Female 56.70% (148)

Household composition (%, n)
With children 65.5% (169) <0.000 *
Without children 34.5% (89)

Employment status (%, n)
Not working 24.43% (64) <0.000 *
Working 75.57% (198)

Length of residence in the US (mean, SD) 17.33 (8.18)

Diagnosed comorbidities
One or more diagnosed comorbidities 42.11% (112) 0.010 *
Without diagnosed comorbidities 57.89% (154)

Has valid health insurance in the US (%, n) 37.6% (97)

How frequently has received medical care when needed (%, n)
Never or Sometimes 56.37% (146) 0.0403 *
Usually or Always 43.63% (113)

Self-reported health status (%, n)
Fair or bad 50.99% (129) 0.753
Excellent, very good, and good 49.01% (124)

Subjective measures of trust and safety

I can trust most people in my community (%, n)
Disagree or Strongly disagree 39.29% (99) 0.001 *
Agree or Strongly agree 60.71% (153)

I can get help from my neighbors whenever I need it (%, n)
Disagree or Strongly disagree 25.82% (63) <0.000 *
Agree or Strongly agree 74.18% (181)

I feel safe when I walk alone at night in my community (%, n)
Disagree or Strongly disagree 18.11% (46) <0.000 *

Agree or Strongly agree

81.89% (208)
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Table 1. Cont.

Total (N = 266)

Variable % (N) p-Value
Rating of neighborhood safety (%, n)
Insecure or Very insecure 13.73% (35) <0.000 *
Secure or Very secure 86.27% (220)
Three-item measure of trust (mean, SD) 2.17 (0.99)
Four-item composite measure of trust and safety (mean, SD) 3.04 (1.16)

* Statistical significance at 95%.

Map 1 New York

- Zip code location
I New York City

Manhattan

Number of immigrants
°o 1
* 2-8
* 915

Figure 2. Maps portraying immigrants’ current places of residence. Colors indicate different boroughs
of New York.
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Perceived trust and safety measures showed that 39.3% of the participants distrust
people in their communities, 25.8% do not believe they would get help from their neighbors
when needed, and 18.1% perceived their communities as an unsafe place to walk alone at
night (Table 1). Moreover, 13.7% of the participants stated that the neighborhood where
they lived was insecure. The three-item composite score of trust had an average of 2.17 and
the four-item composite score of trust and safety has an average of 3.04, indicating high
levels of trust and security in the sample.

Table 2 summarizes the bivariate analysis by self-reported health status. Sociodemo-
graphic characteristics did not significantly vary. As expected, those with comorbidities
reported lower self-reported health levels, but there were no differences by health insur-
ance and frequency of healthcare when needed. The items linked to trust, and the trust
composite score, did not show statistical differences by self-reported health. However,
the items linked to individual safety and the perceptions of safety in the neighborhood
indicate that those who report poorer health also tended to feel unsafe, and this association
remained in the trust and safety composite score (Table 2).

Figure 3 presents the results of the six regression models, and the lower part shows the
coefficients of the independent variables. The first model shows the four items separately
when adjusting for covariates. The strongest effect was with the positive association
between neighborhood safety and self-reported health (OR 3.52). Notably, the trust items
showed contradictory effects depending on the specific operationalization. While trusting
people in the community had a negative effect, getting help from neighbors had a positive
effect. Model 2 examined the single association of neighborhood safety on self-reported
health and found that the size of the effect remained almost unchanged (OR 3.59) when
compared to the first model.

The three-item trust score used in model 3 showed a positive but non-significant
association with self-rated health, most likely due to the item on trust in the community.
The inclusion of the neighborhood item in model 4 confirmed its importance, although the
effect was slightly lower (OR 3.38). Model 5 tested the interaction between the trust score
and the neighborhood safety item and found a non-significant effect of the interaction, but
the size of the neighborhood item increased (OR 5.16), suggesting the importance of the
perceived insecurity in the neighborhood amongst those who trust their neighbors. Lastly,
model 6 tested the effect of the four-item trust and safety score on subjective health. As
hypothesized, the main effect was positive and significant (OR 1.26). The most important
confounders in all models were comorbidities and the frequency of receiving healthcare
when needed, but the length of time residing in the US and having valid health insurance
in the US were not as salient in the models as expected.

Table 2. Bivariate associations by self-reported health status.

Variable Self-Reported Health Status (%, n) p-Value
Poor Health (n =129) Good Health (n = 124)
Age, years (mean £ SD) 40.0£11.2 38.7 £10.3 0.348
Sex (%, n) 0.429
Male 46.9% (60) 41.1% (51)
Female 53.1% (68) 58.9% (73)
Household composition (%, n) 0.253
With children 61.7% (79) 69.4% (84)
Without children 38.3% (49) 30.6% (37)
Employment status (%, n) 0.196
Not working 27.9% (36) 20.2% (25)
Working 72.1% (93) 79.8% (99)
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Table 2. Cont.

Variable Self-Reported Health Status (%, n) p-Value
Length of residence in the US (mean, SD) 180476 169 + 8.8 0.273
Diagnosed comorbidities <0.001 *
One or more diagnosed comorbidities 55% (71) 32.3% (40)
Without diagnosed comorbidities 45% (58) 67.7% (84)
Health insurance (%, n) 0.523
Does not have a valid health insurance in the US 64.1% (82) 59.3% (73)
Has valid health insurance in the US 35.9% (46) 40.7% (50)
How frequently has received medical care when needed (%, n) 0.465
Never or Sometimes 58.6% (75) 53.2% (66)
Usually or Always 41.4% (53) 46.8% (58)
Subjective measures of trust and safety
I can trust most people in my community (%, n) 0.961
Disagree or Strongly disagree 39.4% (50) 39.7% (48)
Agree or Strongly agree 60.6% (77) 60.3% (73)
I can get help from my neighbors whenever I need it (%, n) 0.099
Disagree or Strongly disagree 30.6% (38) 20.5% (24)
Agree or Strongly agree 69.4% (86) 79.5% (93)
I feel safe when I walk alone at night in my community (%, n) 0.018 *
Disagree or Strongly disagree 24.4% (31) 12.1% (15)
Agree or Strongly agree 75.6% (96) 87.9% (109)
Rating of neighborhood safety (%, n) 0.002 *
Insecure or Very insecure 21.1% (27) 6.5% (8)
Secure or Very secure 78.9% (101) 93.5% (115)
Three-item measure of trust (mean, SD) 21+11 23+£09 0.123
Four-item composite measure of trust and safety (mean, SD) 29+13 32+1.0 0.019°*

Age, length of residence in the US, and p-values are from the t-test, while the other comparisons relied on a
chi-square test. * Statistical significance at 95%.
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Age (years)

Sex

Household composition

Employment status

Length of residence in the US (years)

Diagnosed comorbidities

Valid health insurance in the US

How frequently has gotten medical care when
needed

Four-item composite measure of trust and safety

Three-item measure of trust

Rating of neighborhood safety

Three-item measure of trust : Rating of neighborhood safety

| can trust most people in my community

| can get help from my neighbors whenever |
need it

| feel safe when | walk alone at night in my
community

(1) Four items separated

1.02
L ]

1.33
Lo

978 ===

3.52 ™
L]

B3

to

(2) Security item

1.01
4

1.39
K==

.73

o

0.99
4
2.52 ™=
1.14
g

1.38
Ho—

350 ***
L]

(3) Three-item measure of

(4) Three-item measure of

trust trust + Security item
1.01 1.02
L ] L ]
1.29 1.31
g P
.80 74
- -
1.43 133
e -
0.99 0.99
»
2 269~
0.96 1.03
- —
1.711* 1.61
P o
118 1.03
i *
3.38 ™
L ]
2 4 6 0 2 4
Odds ratio (90% CI)

(5) Interaction between
Three-item measure of
trust and Security item

1.02
L ]

1.30
P

(6) Four-item composite

measure of trust and

safety

Figure 3. Models on self-reported health by measure of trust and safety. Forest plot with six models, each term of the models is presented on the left axis. The dots

and lines illustrate the odds ratios and the confidence intervals (90%), respectively. * p < 0.1, ** p < 0.05, *** p < 0.01.
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4. Discussion

The Mexican population living in the NYCA is diverse and it probably confounds
several profiles. For instance, the Consulate General of Mexico in New York equally
serves acculturated individuals that have been living for a long time in the US and less-
acculturated individuals who arrived around a year ago. Likewise, they vary in working
status and live in different states, counties, and neighborhoods, where they must learn to
navigate different health-system regulations.

The survey confirmed that the Mexican population in the NYCA faces important
conditions of vulnerability regarding health. They reported remarkably low levels of
self-reported health for their age and above-average levels of diagnosed cardiovascular
disease (i.e., while 12.45% of individuals in our sample reported a diagnosis of diabetes, the
prevalence for Hispanics living in New York was 11% in 2019 and 10.3% for all ages of the
Mexican population) [45]. This is aggravated by the fact that most of the sample population
were uninsured (62%) and 56% sometimes or always eschewed medical care when needed.

These conditions of vulnerability could be worse for those who do not rely on informal
networks for help. The study revealed that 39% of the participants do not trust people in
their community and 26% do not believe they would receive help from their neighbors if
needed. This is worrisome because social capital is a key driver to migrate and contrasts
with the Hispanic cultural values and migratory enclaves where people feel safe [46].

The main finding of the study was the statistical association between the perception
of neighborhood insecurity and lower self-reported health status, regardless of the length
of residence in the US and having a valid insurance plan in the US. The relevance of the
finding is that the measured perception of an insecure environment might correspond
to the political context against Mexican immigrants. In this sense, stress is a possible
direct pathway explaining the association between safety and self-reported health. Fear
of deportation and discrimination might translate into additional anxiety, affecting health
outcomes and the perception of health status [47,48]. These effects were present in a
“sanctuary regio” such as the NYCA and are probably higher in states with a harsher
anti-immigrant narrative. A comparison of these associations with a similar population but
in different political climates (either in different periods or different states) would offer a
stronger basis to this important finding.

Notably, trust showed mixed results on self-rated health because it was more suscep-
tible to the way it is operationalized. While getting help when needed was consistently
associated with self-reported health, the more general item on trusting the community had
an association in the opposite direction. The trust item was higher than the other three items
in the univariate analyses and did not show statistical differences with subjective health in
the bivariate analyses, suggesting that this item might be capturing additional unobserved
topics. Therefore, while the summative scores run in the expected direction and are often-
times significant, the effect size is probably lower due to the statistical noise coming from the
trust item. Nonetheless, the correlations between trust and safety suggest that these are two
intertwined variables related to self-reported health status. Further studies should attempt to
use more complex measures and larger samples to continue disentangling their effects in the
migrant population. Furthermore, qualitative evidence could help in understanding, with
more granularity, this association and to describe the new strategies Mexican immigrants in
the NYCA are following to receive the needed healthcare.

A strength of the current research is that by conducting the data collection at the
premises of the Consulate and by Mexican interviewers, the participants were more willing
to participate and to share their responses with openness. Similarly, the Consulate allowed
capturing a diverse sample of Mexican Americans in terms of acculturation, working status,
health status, age, and family structure, amongst others. The study had some limitations,
including the use of self-reported diagnosed comorbidities and the small sample size. The
bias introduced by self-reported diagnosed comorbidities could have resulted in lower
prevalence. However, this is common in population studies and has been widely used [49].
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Furthermore, the small sample size employed in the study could also raise concerns.
However, we believe that finding statistically significant associations between the trust
and safety and self-reported health status highlights the strength of the outcomes. In
addition, since the sample refers to a very specific population (i.e., Mexican immigrants in
the NYCA), this may compromise the external validity of the study. Future studies should
target populations in other sampling sites and geographic areas.

From a policy perspective, this study contributes to highlighting the need for com-
munity building activities and participatory-based neighborhood-level interventions in
areas in which there are large clusters of Mexican immigrants, such as those shown in the
maps, which might be fundamentals to improve health outcomes. The Mexican Consulate,
together with community-level organizations, and the local governments can be fundamen-
tal actors. It might be relevant to conduct network map analyses to assess who might be
other relevant actors in designing and implementing such interventions.

5. Conclusions

The study evidenced the deleterious health effects of a diminished sense of trust
and safety, such as the ones Mexican immigrants in the NYCA face during a period of
anti-immigrant discourse. Even if the study used a small sample size, collecting a survey
in a safe space, such as the Consulate, has offered unique data about a hard-to-reach but
relevant population. While the study needs to be replicated in other Consulates and States,
our results highlighted a singular pathway by which the health advantage of migrants
erodes once they are settled into a new country in which anti-immigrant narratives are
common ground. Moreover, it provided further evidence of why immigration status is a
risk factor for poor health outcomes in the US. The findings underscore the health effects
of living in a hostile environment and serve as a cautionary tale, showing how political
threats harm vulnerable populations.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/ijerph20042981/s1, Table S1: Logistic regression on Self-reported
Health Status (5 model variations); Table S2: Regression process on Self-reported Health Status by
each of the four items on trust and safety.

Author Contributions: Conceptualization, P.G.-R. and M.V.-C.; methodology, P.G.-R. and M.V.-C.;
formal analysis, E.G. and L.O.; writing—original draft preparation, P.G.-R. and M.V.-C.; writing—
review and editing, P.G.-R. and M.V.-C,; visualization, E.G. and L.O.; project administration, I.F-E.;
funding acquisition, M.V.-C. All authors have read and agreed to the published version of the
manuscript.

Funding: This research was funded by the Instituto de Investigaciones para el Desarrollo con
Equidad (EQUIDE) at Universidad Iberoamericana Ciudad de México, and The APC was funded by
Universidad Iberoamericana Ciudad de México.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Research Ethics Committee of Universidad Iberoamericana (Registry
No. CONBIOETICA-0-CEI-008-20160601, approved 12 July 2018).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.
Data Availability Statement: Data is available upon request.

Acknowledgments: We appreciate the help with data collection of Ida-Catherina Garcia-Appendini,
Annel Lozano, and Xavier Andraca-Vilar. We want to specially thank Josana Tonda for her invaluable
guidance and support accessing the Mexican Consulate in New York City.

Conflicts of Interest: The authors declare no conflict of interest.


https://www.mdpi.com/article/10.3390/ijerph20042981/s1
https://www.mdpi.com/article/10.3390/ijerph20042981/s1

Int. |. Environ. Res. Public Health 2023, 20, 2981 13 of 15

References

1.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Noe-Bustamante, L.; Flores, A.; Shah, S. Facts on Hispanics of Mexican Origin in the United States, 2017; Pew Research Center:
Washington, DC, USA, 2019; Available online: https://www.pewresearch.org/hispanic/fact-sheet/u-s-hispanics-facts-on-
mexican-origin-latinos/ (accessed on 14 December 2022).

Gonzalez-Barrera, A.; Manuel Krogstad, J. What We Know about Illegal Immigration from Mexico; Pew Research Center: Wash-
ington, DC, USA, 2019; Available online: https://www.pewresearch.org/fact-tank/2019/06/28 /what-we-know-about-illegal-
immigration-from-mexico/ (accessed on 14 December 2022).

Gomez de Leon, J.; Tuiran, R. Patrones de continuidad y cambio de la migracién hacia Estados Unidos. In Migracion México-Estados
Unidos, Presente y Futuro; Tuiran, R., Ed.; Consejo Nacional de Poblacién: Mexico City, Mexico, 2000; pp. 19-28. Available online:
http:/ /www.omi.gob.mx/work/models/OMI/Resource/481/ppyfuturo.pdf (accessed on 14 December 2022).

Baker, B. Population Estimates. Illegal Alien Population Residing in the United States; Office of Immigration Statistics, Department of
Homeland Security: Washington, DC, USA, 2018. Available online: https://www.dhs.gov /sites/default/files /publications/18_1
214_PLCY_pops-est-report.pdf (accessed on 14 December 2022).

Department of City Planning. NYC'’s Foreign-Born, 2000-2015. New York City. 2017. Available online: https://www1l.nyc.
gov/assets/planning/download/pdf/about/dcp-priorities/data-expertise /nyc-foreign-born-info-brief.pdf?r=1 (accessed on 14
December 2022).

Vilar-Compte, M.; Vargas Bustamante, A.; Lépez-Olmedo, N.; Gaitan-Rossi, P.; Torres, J.; Peterson, K.E.; Teruel, G.; Pérez-
Escamilla, R. Migration as a determinant of childhood obesity in the United States and Latin America. Obes. Rev. 2021, 3, E13240.
[CrossRef] [PubMed]

Teruya, S.A.; Bazargan-Hejazi, S. The Immigrant and Hispanic Paradoxes: A Systematic Review of Their Predictions and Effects.
Hisp. ]. Behav. Sci. 2013, 35, 486-509. [CrossRef] [PubMed]

Allen, ].D.; Caspi, C.; Yang, M.; Leyva, B.; Stoddard, A.M.; Tamers, S.; Tucker-Seeley, R.D.; Sorensen, G.C. Pathways between
acculturation and health behaviors among residents of low-income housing: The mediating role of social and contextual factors.
Soc. Sci. Med. 2014, 123, 26-36. [CrossRef] [PubMed]

Abraido-Lanza, A.F,; Chao, M.T.; Flérez, K.R. Do healthy behaviors decline with greater acculturation? Implications for the
Latino mortality paradox. Soc. Sci. Med. 2005, 61, 1243-1255. [CrossRef]

Abraido-Lanza, A.F; Echeverria, S.E.; Florez, K.R. Latino Immigrants, Acculturation, and Health: Promising New Directions in
Research. Annu. Rev. Public Health 2016, 37, 219-236. [CrossRef]

Eskenazi, B.; Fahey, C.A.; Kogut, K.; Gunier, R.; Torres, J.; Gonzales, N.A.; Holland, N.; Deardorff, J. Association of Perceived
Immigration Policy Vulnerability With Mental and Physical Health Among US-Born Latino Adolescents in California. JAMA
Pediatr. 2019, 173, 744-753. [CrossRef]

Torres, ].M.; Deardorff, J.; Gunier, R.B.; Harley, K.G.; Alkon, A.; Kogut, K.; Eskenazi, B. Worry About Deportation and Cardiovas-
cular Disease Risk Factors Among Adult Women: The Center for the Health Assessment of Mothers and Children of Salinas
Study. Ann. Behav. Med. 2018, 52, 186-193. [CrossRef]

Henry, J.; Keiser Family Foundation. Community Health Centers Prepare for Funding Uncertainty. 2019. Available online:
https:/ /www.kff.org/medicaid /issue-brief/community-health-centers-prepare-for-funding-uncertainty/ (accessed on 14 De-
cember 2022).

Vargas Bustamante, A.; Chen, J. Health expenditure dynamics and years of US residence: Analyzing spending disparities among
Latinos by citizenship /nativity status. Health Serv. Res. 2012, 47, 794-818. [CrossRef]

Vargas Bustamante, A.; Fang, H.; Garza, J.; Carter-Pokras, O.; Wallace, S.P,; Rizzo, J.A.; Ortega, A.N. Variations in healthcare
access and utilization among Mexican immigrants: The role of documentation status. J. Immigr. Minor. Health 2012, 14, 146-155.
[CrossRef]

Bustamante, A.V.; McKenna, R.M.; Viana, J.; Ortega, A.N.; Chen, J. Access-to-care differences between Mexican-heritage and
other latinos in California after the Affordable Care Act. Health Aff. 2018, 37, 1400-1408. [CrossRef]

Wallace, S.P; Torres, J.; Sadegh-Nobari, T.; Pourat, N.; Brown, E.R. Undocumented Immigrants and Health Care Reform; UCLA Center
for Health Policy Research: Los Angeles, CA, USA, 2012; pp. 1-48. Available online: https:/ /healthpolicy.ucla.edu/publications/
Documents/PDF/undocumentedreport-aug2013.pdf (accessed on 14 December 2022).

Hacker, K.; Anies, M.; Folb, B.L.; Zallman, L. Barriers to health care for undocumented immigrants: A literature review. Risk
Manag. Healthc. Policy 2015, 8, 175. [CrossRef] [PubMed]

Morey, B.N.; Garcia, S.J.; Nieri, T.; Bruckner, T.A.; Link, B.G. Symbolic disempowerment and Donald Trump’s 2016 presidential
election: Mental health responses among Latinx and white populations. Soc. Sci. Med. 2021, 289, 114417. [CrossRef] [PubMed]
Bernstein, H.; Gonzalez, D.; Karpman, M.; Zuckerman, S. One in Seven Adults in Immigrant Families Reported avoiding Public Benefit
Programs in 2018; Urban Institute: Washington, DC, USA, 2019; Available online: https://www.immigrationresearch.org/node/
2676 (accessed on 14 December 2022).

Hesson, T. Exclusive: Visa Denials to Poor Mexicans Skyrocket under Trump’s State Department: POLITICO. 2019. Available on-
line: https:/ /www.politico.com/story/2019/08 /06 /visa-denials-poor-mexicans-trump-1637094 (accessed on 14 December 2022).
Changes to “Public Charge” Inadmissibility Rule: Implications for Health and Health Coverage [Press Release]. KAISER FAMILY
FOUNDATION (KFF). 2019. Available online: https://www.kff.org/racial-equity-and-health-policy /fact-sheet/public-charge-
policies-for-immigrants-implications-for-health-coverage/ (accessed on 14 December 2022).


https://www.pewresearch.org/hispanic/fact-sheet/u-s-hispanics-facts-on-mexican-origin-latinos/
https://www.pewresearch.org/hispanic/fact-sheet/u-s-hispanics-facts-on-mexican-origin-latinos/
https://www.pewresearch.org/fact-tank/2019/06/28/what-we-know-about-illegal-immigration-from-mexico/
https://www.pewresearch.org/fact-tank/2019/06/28/what-we-know-about-illegal-immigration-from-mexico/
http://www.omi.gob.mx/work/models/OMI/Resource/481/ppyfuturo.pdf
https://www.dhs.gov/sites/default/files/publications/18_1214_PLCY_pops-est-report.pdf
https://www.dhs.gov/sites/default/files/publications/18_1214_PLCY_pops-est-report.pdf
https://www1.nyc.gov/assets/planning/download/pdf/about/dcp-priorities/data-expertise/nyc-foreign-born-info-brief.pdf?r=1
https://www1.nyc.gov/assets/planning/download/pdf/about/dcp-priorities/data-expertise/nyc-foreign-born-info-brief.pdf?r=1
http://doi.org/10.1111/obr.13240
http://www.ncbi.nlm.nih.gov/pubmed/33939233
http://doi.org/10.1177/0739986313499004
http://www.ncbi.nlm.nih.gov/pubmed/26120244
http://doi.org/10.1016/j.socscimed.2014.10.034
http://www.ncbi.nlm.nih.gov/pubmed/25462602
http://doi.org/10.1016/j.socscimed.2005.01.016
http://doi.org/10.1146/annurev-publhealth-032315-021545
http://doi.org/10.1001/jamapediatrics.2019.1475
http://doi.org/10.1093/abm/kax007
https://www.kff.org/medicaid/issue-brief/community-health-centers-prepare-for-funding-uncertainty/
http://doi.org/10.1111/j.1475-6773.2011.01278.x
http://doi.org/10.1007/s10903-010-9406-9
http://doi.org/10.1377/hlthaff.2018.0416
https://healthpolicy.ucla.edu/publications/Documents/PDF/undocumentedreport-aug2013.pdf
https://healthpolicy.ucla.edu/publications/Documents/PDF/undocumentedreport-aug2013.pdf
http://doi.org/10.2147/RMHP.S70173
http://www.ncbi.nlm.nih.gov/pubmed/26586971
http://doi.org/10.1016/j.socscimed.2021.114417
http://www.ncbi.nlm.nih.gov/pubmed/34656819
https://www.immigrationresearch.org/node/2676
https://www.immigrationresearch.org/node/2676
https://www.politico.com/story/2019/08/06/visa-denials-poor-mexicans-trump-1637094
https://www.kff.org/racial-equity-and-health-policy/fact-sheet/public-charge-policies-for-immigrants-implications-for-health-coverage/
https://www.kff.org/racial-equity-and-health-policy/fact-sheet/public-charge-policies-for-immigrants-implications-for-health-coverage/

Int. |. Environ. Res. Public Health 2023, 20, 2981 14 of 15

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

Artiga, S.; Ubri, P. Living in an Immigrant Family in America: How Fear and Toxic Stress Are Affecting Daily Life, Well-Being, & Health;
Kaiser Family Foundation: Menlo Park, CA, USA, 2017. Available online: http:/ /resource.nlm.nih.gov /101727557 (accessed on
14 December 2022).

Waxman, E. By Targeging SNAP, the Expanded “Public Charge” Rule Could Worsen Food Insecurity. 2018. Available online:
https:/ /www.urban.org/urban-wire/targeting-snap-expanded-public-charge-rule-could-worsen-food-insecurity (accessed on
14 December 2022).

Artiga, S.; Lyons, B. Family Consequences of Detention/Deportation: Effects on Finances, Health, and Well-Being. 2018.
Available online: https://www.kff.org/disparities-policy /issue-brief / family-consequences-of-detention-deportation-effects-
on-finances-health-and-well-being/ (accessed on 14 December 2022).

Morey, B.N. Mechanisms by Which Anti-Immigrant Stigma Exacerbates Racial /Ethnic Health Disparities. Am. J. Public Health
2018, 108, 460-463. [CrossRef] [PubMed]

Caballero, E.; Gutierrez, R.; Schmitt, E.; Castenada, J.; Torres-Cacho, N.; Rodriguez, R M. Impact of anti-immigrant rhetoric on
Latinx families” perceptions of child safety and health care access. J. Emerg. Med. 2022, 62, 264-274. [CrossRef]

Wilson, K; Elliott, S.; Law, M.; Eyles, ].; Jerrett, M.; Keller-Olaman, S. Linking perceptions of neighbourhood to health in Hamilton,
Canada. J. Epidemiol. Community Health 2004, 58, 192-198. [CrossRef]

Cain, C.L.; Wallace, S.P; Ponce, N.A. Helpfulness, trust, and safety of neighborhoods: Social capital, household income, and
self-reported health of older adults. Gerontol. 2018, 58, 4-14. [CrossRef]

Bjornstrom, E.E. The neighborhood context of relative position, trust, and self-rated health. Soc. Sci. Med. 2011, 73, 42-49.
[CrossRef]

Appiah, D.; Luitel, S.; Fuentes, N.; Nwabuo, C.C. Perceived neighborhood social cohesion and the 10-year risk of cardiovascular
disease in low-and middle-income countries: The World Health Organization Study on Global Aging and Adult Health. Health
Place 2022, 77, 102895. [CrossRef]

Miilunpalo, S.; Vuori, I; Oja, P.; Pasanen, M.; Urponen, H. Self-rated health status as a health measure: The predictive value of
self-reported health status on the use of physician services and on mortality in the working-age population. J. Clin. Epidemiol.
1997, 50, 517-528. [CrossRef]

Burstrom, B.; Fredlund, P. Self rated health: Is it as good a predictor of subsequent mortality among adults in lower as well as in
higher social classes? . Epidemiol. Community Health 2001, 55, 836-840. [CrossRef]

Stenholm, S.; Kiviméaki, M.; Jylha, M.; Kawachi, I.; Westerlund, H.; Pentti, J.; Goldberg, M.; Zins, M.; Vahtera, ]. Trajectories of
self-rated health in the last 15 years of life by cause of death. Eur. |. Epidemiol. 2016, 31, 177-185. [CrossRef] [PubMed]
Hoffman, E.E.; Mair, T.T.; Hunter, B.A.; Prince, D.M.; Tebes, ].K. Neighborhood sexual violence moderates women’s perceived
safety in urban neighborhoods. J. Community Psychol. 2018, 46, 79-94. [CrossRef]

Assari, S.; Caldwell, C.H.; Zimmerman, M.A. Perceived neighborhood safety during adolescence predicts subsequent deteri-
oration of subjective health two decades later; gender differences in a racially-diverse sample. Int. J. Prev. Med. 2015, 24, 117.
[CrossRef] [PubMed]

Stokes, J.E. Trajectories of perceived neighborhood quality across the life course: Sociodemographic determinants and implications
for well-being. Soc. Sci. Res. 2019, 79, 181-193. [CrossRef]

Beyer, K.M.; Malecki, K.M.; Hoormann, K.A.; Szabo, A.; Nattinger, A.B. Perceived neighborhood quality and cancer screening
behavior: Evidence from the Survey of the Health of Wisconsin. . Community Health 2016, 41, 134-137. [CrossRef]

Greer, S.; Naidoo, M.; Archer, A.; Hinterland, K.; Gould, H.; De La Cruz, N.L.; Crossa, A.; Allison, K. Health of Latinos in New
York City; NYC government: New York City, NY, USA, 2017; pp. 1-32. Available online: https://www1.nyc.gov/assets/doh/
downloads/pdf/episrv/2017-latino-health-sp.pdf (accessed on 14 December 2022).

Sommers, B.D.; Maylone, B.; Blendon, R.J.; Orav, E.J.; Epstein, A.M. Three-year impacts of the Affordable Care Act: Improved
medical care and health among low-income adults. Health Aff. 2017, 36, 1119-1128. [CrossRef]

Sommers, B.D.; Gawande, A.A.; Baicker, K. Health insurance coverage and health—What the recent evidence tells us. Mass. Med.
Soc. 2017, 377, 586-593. [CrossRef]

Hayes, S.L.; Riley, P.; Radley, D.C.; McCarthy, D. Reducing racial and ethnic disparities in access to care: Has the Affordable Care
Act made a difference? Issue Brief 2017, 2017, 1-14. Available online: https://pubmed.ncbi.nlm.nih.gov/28836751/ (accessed on
14 December 2022).

Liidecke, D. sjPlot: Data Visualization for Statistics in Social Science, R package version 2.8.12. 2022. Available online: https:
/ /CRAN.R-project.org/package=sjPlot(accessed on 14 December 2022).

QGIS Development Team. QGIS Geographic Information System. Open Source Geospatial Foundation. 2009. Available online:
http://qgis.org (accessed on 14 December 2022).

America’s Health Rankings. United Health Foundation. Annual Report. 2019. Available online: https://www.
americashealthrankings.org/explore/annual/measure/Diabetes/state/NY (accessed on 14 December 2022).

Asad, A.L,; Garip, F. Mexico-US Migration in Time: From Economic to Social Mechanisms. ANNALS Am. Acad. Political Soc. Sci.
2019, 684, 60-84. [CrossRef]


http://resource.nlm.nih.gov/101727557
https://www.urban.org/urban-wire/targeting-snap-expanded-public-charge-rule-could-worsen-food-insecurity
https://www.kff.org/disparities-policy/issue-brief/family-consequences-of-detention-deportation-effects-on-finances-health-and-well-being/
https://www.kff.org/disparities-policy/issue-brief/family-consequences-of-detention-deportation-effects-on-finances-health-and-well-being/
http://doi.org/10.2105/AJPH.2017.304266
http://www.ncbi.nlm.nih.gov/pubmed/29470116
http://doi.org/10.1016/j.jemermed.2021.10.015
http://doi.org/10.1136/jech.2003.014308
http://doi.org/10.1093/geront/gnx145
http://doi.org/10.1016/j.socscimed.2011.05.014
http://doi.org/10.1016/j.healthplace.2022.102895
http://doi.org/10.1016/S0895-4356(97)00045-0
http://doi.org/10.1136/jech.55.11.836
http://doi.org/10.1007/s10654-015-0071-0
http://www.ncbi.nlm.nih.gov/pubmed/26202668
http://doi.org/10.1002/jcop.21917
http://doi.org/10.4103/2008-7802.170431
http://www.ncbi.nlm.nih.gov/pubmed/26730347
http://doi.org/10.1016/j.ssresearch.2018.11.001
http://doi.org/10.1007/s10900-015-0078-1
https://www1.nyc.gov/assets/doh/downloads/pdf/episrv/2017-latino-health-sp.pdf
https://www1.nyc.gov/assets/doh/downloads/pdf/episrv/2017-latino-health-sp.pdf
http://doi.org/10.1377/hlthaff.2017.0293
http://doi.org/10.1056/NEJMsb1706645
https://pubmed.ncbi.nlm.nih.gov/28836751/
https://CRAN.R-project.org/package=sjPlot
https://CRAN.R-project.org/package=sjPlot
http://qgis.org
https://www.americashealthrankings.org/explore/annual/measure/Diabetes/state/NY
https://www.americashealthrankings.org/explore/annual/measure/Diabetes/state/NY
http://doi.org/10.1177/0002716219847148

Int. |. Environ. Res. Public Health 2023, 20, 2981 15 of 15

47. Delva, J.; Horner, P.; Martinez, R.; Sanders, L.; Lopez, W.D.; Doering-White, J. Mental health problems of children of un-
documented parents in the United States: A hidden crisis. |. Community Posit. Pract. 2013, 13, 25-35. Available online:
http:/ /jppec.ro/en/index.php/jppc/article/view /203/180 (accessed on 14 December 2022).

48. Vargas, E.D.; Ybarra, V.D. US citizen children of undocumented parents: The link between state immigration policy and the
health of Latino children. . Immigr. Minor. Health 2017, 19, 913-920. [CrossRef] [PubMed]

49. Vilar-Compte, M.; Macinko, ].; Weitzman, B.C.; Avendario-Villela, C.M. Short relative leg length is associated with overweight
and obesity in Mexican immigrant women. Int. |. Equity Health 2019, 18, 103. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.


http://jppc.ro/en/index.php/jppc/article/view/203/180
http://doi.org/10.1007/s10903-016-0463-6
http://www.ncbi.nlm.nih.gov/pubmed/27435476
http://doi.org/10.1186/s12939-019-0988-0
http://www.ncbi.nlm.nih.gov/pubmed/31269992

	Introduction 
	Methods 
	Study Design and Sample 
	Study Variables 
	Subjective Health Status 
	Measures of Subjective Perceptions of Trust and Safety 
	Sociodemographic Characteristics 

	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

