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The authors analyzed the association between downward social mobility in subjective social status among 3,056
immigrants to the United States and the odds of a major depressive episode. Using data from the National Latino
and Asian American Study (2002–2003), the authors examined downward mobility by comparing immigrants’
subjective social status in their country of origin with their subjective social status in the United States. The de-
pendent variable was the occurrence of a past-year episode of major depression defined according to Diagnostic
and Statistical Manual of Mental Disorders, Fourth Edition, criteria. Logistic regression models were used to control
for a variety of sociodemographic and immigration-related characteristics. Analyses suggested that a loss of at
least 3 steps in subjective social status is associated with increased risk of a depressive episode (odds ratio ¼ 3.0,
95% confidence interval: 1.3, 6.6). Other factors independently associated with greater odds of depression in-
cluded Latino ethnicity, female sex, having resided for a longer time in the United States, and being a US citizen.
The findings suggest that immigrants who experience downward social mobility are at elevated risk of major
depression. Policies or interventions focused only on immigrants of low social status may miss another group at
risk: those who experience downward mobility from a higher social status.

Asian Americans; depression; emigration and immigration; Hispanic Americans; mental disorders; mental health;
social class; social mobility

Abbreviations: NLAAS, National Latino and Asian American Study; SSS, subjective social status.

Research on the mental health of immigrants to the
United States has burgeoned recently. Recent studies com-
paring immigrants with persons born in the United States
have shown lower risks of some mental health disorders
among female Asian immigrants (1), male Caribbean immi-
grants (2), and female and male Latino immigrants (3) in
comparison with their US-born counterparts of Latino or
Asian descent. However, relatively few studies have exam-
ined variation in mental health outcomes among immi-
grants, despite the considerable heterogeneity in their
characteristics. Some people experience little change or an
improvement in their social and economic circumstances
upon immigrating to the United States; however, others ex-
perience downward social mobility and may be at risk for
depression or other mental health disorders as a result. Pre-
vious studies have suggested that downwardly mobile im-

migrants are at heightened risk of psychiatric disorders but
have focused on specific groups, such as black Caribbean
immigrants (2), Korean entrepreneurs (4), or Vietnamese
refugees (5).

Recent studies drawing from the Collaborative Psychiatric
Epidemiology Surveys have suggested that the risk of depres-
sion or other mental health problemsmay differ by immigrant
group or by the circumstances related to migration. For
example, studies conducted byWilliams et al. (2) and Alegrı́a
et al. (3) found that third-generation immigrants have
the highest risk for mental health problems, while recent
immigrants are at relatively lower risk. However, another
study also drawing from the Collaborative Psychiatric
Epidemiology Surveys found that being native-born and
having higher English language proficiency were negatively
associated with mental health problems (1). These mixed
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results suggest that the immigration process may influence
the mental health of specific groups of immigrants differ-
ently (6–13). Other factors that may differentiate mental
health outcomes across immigrants are perceived incon-
gruence between expectations before immigration and
outcomes after immigration (14) or experiences of unem-
ployment after arrival in the United States (15). These prior
studies point to the potentially detrimental consequences of
a loss of perceived social standing; however, to our knowl-
edge, no studies have explicitly examined whether down-
ward mobility in subjective social status (SSS) predicts
depression among immigrants.

A long tradition in sociology has recognized that status
inconsistency, or having different status rankings on differ-
ent dimensions of social position, produces conflicting ex-
pectations and experiences that lead to frustration and
uncertainty for the individual, increasing psychological
stress (16, 17). Downward mobility represents the emer-
gence of status inconsistency and could be linked to mental
illness (18). More recent prospective studies have shown
that downward mobility—indicated by such events as job
demotion, job loss, or inter- or intragenerational loss of
occupational prestige—can lead to negative mental health
outcomes (including depression) in the population overall
(19–21). Further, drastic life changes, such as losing one
form of employment and then gaining another, potentially
pose challenges to mental health and have been associated
with a higher prevalence of depression and other mental
health problems (22, 23).

In contrast to the extant studies of downward mobility and
mental health that use samples including native-born per-
sons and immigrants, in this study we focus on social mo-
bility that occurred specifically as a result of immigration to
the United States. We compare immigrants’ reports of what
their social standing had been in their countries of origin
with their perceived current standing in the United States. A
decline in SSS, or ‘‘the individual’s perception of his own
position in the social hierarchy’’ (24, p. 569), may put im-
migrants at risk of depression. In prior studies, SSS has been
linked to psychological outcomes (25) and self-rated health
measures (26–28), even after controlling for more objective
measures of socioeconomic position. Researchers have ex-
plained these findings by arguing that one’s perception of
low status relative to the status of others leads to stress and
feelings of shame and mistrust. Stress and negative emo-
tions could affect health directly through neuroendocrine
pathways and indirectly via their influence on health out-
comes and behaviors (29, 30). Recent research has begun to
address the associations between changes in people’s SSS
and their health outcomes, but such research is still in its
infancy (31).

In this study, we examined whether downward mobility in
SSS among immigrants to the United States was associated
with episodes of major depression. We used recently col-
lected data on US immigrants from a nationally representa-
tive household sample of Latino and Asian Americans that
captured a broader sample than the samples used in the few
prior studies that have examined the consequences of down-
ward mobility among immigrants. We also investigated
whether persons who immigrated to find work had a greater

risk of depression if they were downwardly mobile, com-
pared with those for whom work was a less important reason
for immigration.

MATERIALS AND METHODS

Data

We used data from the National Latino and Asian Amer-
ican Study (NLAAS), a nationally representative household
survey of 2,554 Latinos (Puerto Ricans, Mexican Americans,
Cubans, and other Latinos) and 2,095 Asian Americans
(Chinese, Vietnamese, Filipinos, and other Asians) conducted
between 2002 and 2003 in the coterminous United States.
Three elements comprised the sampling design: 1) primary
sampling units (Metropolitan Statistical Areas and counties)
were selected using probability proportional to size, from
which housing units and household members were selected
for interviews; 2) a supplemental sample was drawn from
census block groups with greater than 5% density of tar-
geted ethnic groups; and 3) second respondents were sam-
pled from households in which a primary respondent had
already been interviewed. NLAAS interviews were con-
ducted in English, Spanish, Chinese (Mandarin), Tagalog,
or Vietnamese, according to the respondent’s preference.
Most interviews were conducted in person, while approxi-
mately 1,000 were conducted by telephone. Weighted re-
sponse rates were 75.5% for the Latino sample and 65.6%
for the Asian sample (32). We omitted 1,378 respondents
from the analysis because they were not first-generation
immigrants and omitted 215 respondents because of missing
information on key variables; this resulted in a final analytic
sample of 3,056 respondents.

Measures

The occurrence of an episode of major depression in the
12 months prior to interview was measured using the World
Health Organization Composite International Diagnostic In-
terview, following Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition, Major Depressive Epi-
sode criterion 296.2 (33). Although cultural differences in
diagnosing and classifying depression have been reported
(34), prior studies have suggested that cultural equivalence
was reached on the standardized instruments used to assess
depression for the NLAAS (35). We measured downward
social mobility by comparing respondents’ reports of what
their social standing would be in their country of origin with
their current social standing in the United States, using 2
survey items based on the MacArthur Scale of Subjective
Social Status (the ‘‘MacArthur ladder’’) (36), denoting re-
sponse choices ranging from 10 (best off) to 1 (worst off)
(25). Respondents were instructed: ‘‘Think of this ladder as
representing where people stand in our society. At the top of
the ladder are the people who are the best off—those who
have the most money, the most education, and the best jobs.
At the bottom are the people who are the worst off—who
have the least money, the least education, and the worst jobs
or no jobs. The higher up you are on this ladder, the closer
you are to the people at the very top, and the lower you are,
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the closer you are to the people at the very bottom. Please
mark a cross on the rung of the ladder where you would
place yourself.’’

We subtracted respondents’ reported SSS rank in the
United States from their reported country-of-origin SSS
rank and created a categorical indicator of distance down-
wardly or upwardly mobile: 3 or more steps downward, 2
steps downward, 1 step downward, no change, 1 step up-
ward, 2 steps upward, or 3 or more steps upward. We also
included a categorical measure of SSS in the respondent’s
country of origin (rungs 1–3, rung 4, rung 5, rung 6, rung 7,
or rungs 8–10). It was not possible for respondents who
rated themselves lowest in their country of origin (rungs
1–2) to be downwardly mobile by 3 or more steps, just as
it was not possible for respondents rating themselves highest
in their country of origin (rungs 9–10) to be upwardly mo-
bile by 3 or more steps. To account for these floor and
ceiling effects, we collapsed the ends of the distribution of
origin SSS as described above. Figure 1 displays the inter-
relation between origin SSS and the average amount of
mobility (upward or downward) between origin SSS and
current SSS in the United States.

To adjust for objective social status, we also included an
indicator estimating educational attainment (0 ¼ �13
years, 1 ¼ �12 years). To assess the importance of ex-
tended exposure to conditions in the United States, we in-
cluded a measure of residence duration (0 ¼ �5 years,
1 ¼ <5 years). Citizenship status at the time of interview
was dichotomized (0¼US citizen, 1¼ not a citizen), as was
self-reported fluency in spoken English (0 ¼ good or excel-
lent, 1 ¼ poor or fair). We also adjusted for whether em-
ployment was the designated motivation for immigration,
suspecting that downward mobility might be a particularly
salient experience for such persons. Respondents were
asked about a series of possible reasons for immigrating
and were asked to rate the importance of those reasons for
themselves or their families. The importance of finding em-
ployment in the United States was coded so that 0 meant
‘‘somewhat important, not at all important, or don’t know’’
and 1 meant ‘‘very important.’’ Multivariate analyses also

controlled for sex (0 ¼ female, 1 ¼ male) and age (in years,
as a continuous variable).

Analyses

Survey weights were used in all analyses to account for
the complex sampling design of the NLAAS and to make
the estimates nationally representative (32). Stata software
(version 10.0SE; Stata Corporation, College Station, Texas)
was used for all analyses. We used adjusted Wald tests to
assess the prevalence of past-year major depression across
categories of predictor variables (Table 1). We fitted logistic
regression models that adjusted for the complex sampling
design (Table 2). Unless otherwise stated, we used P < 0.05
as the level denoting statistical significance. There was a low
level of missing values for the variables used here; 218 cases
with missing values were not included in these analyses.

RESULTS

Table 1 presents the weighted descriptive characteristics
of the NLAAS immigrant respondents and the prevalence of
a major depressive episode in the past year, overall and
stratified by predictor variables. Overall, 6.4% of the re-
spondents had experienced a major depressive episode, with
females (8.0%) being more likely than males (4.8%),
Latinos (7.3%) being more likely than Asians (4.4%), per-
sons who had been in the United States for more than 5 years
(7.1%) being more likely than those residing in the United
States for 5 years or less (3.1%), and US citizens (7.9%)
being more likely than noncitizens (5.3%) to have experi-
enced a major depressive episode. In these bivariate com-
parisons, variation in depressive episode prevalence
by country-of-origin SSS was statistically significant; how-
ever, differences between persons assigned to different
mobility categories were not significant without adjustment
for origin SSS.

Table 2 shows the adjusted odds ratios from logistic re-
gression models for experiencing a major depressive epi-
sode in the past 12 months after controlling for other
predictors. Model 1 adjusted only for mobility, origin
SSS, ethnic group, sex, and age, while model 2 added con-
trols for educational attainment, duration of residence in the
United States, citizenship, spoken English proficiency, and
whether employment was an important reason for immigra-
tion. Results from model 2 show that immigrants who
dropped 3 or more steps in SSS had higher odds of a past-
year major depressive episode (odds ratio ¼ 3.0, 95% con-
fidence interval: 1.3, 6.6), after results were controlled for
other predictors. Those whose SSS dropped by 2 steps were
also marginally more likely to report past-year depression
(odds ratio ¼ 1.9, 95% confidence interval: 0.9, 3.9). Other
predictors showed that lower origin SSS was associated with
higher odds of depression and that Latinos were signifi-
cantly more likely than Asians and males were significantly
less likely than females to report a major depressive episode.
Respondents who had lived in the United States for 5 years
or less and those who were not US citizens had lower odds
of a recent depressive episode. We also tested for interac-
tions between downward mobility and all other independent
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Figure 1. Difference (in rungs on the MacArthur ladder (36)) be-
tween mean subjective social status (SSS) in the United States and
SSS in the respondent’s country of origin among Latino and Asian
immigrants, National Latino and Asian American Study, 2002–2003.
Bars, 95% confidence interval.
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Table 1. Distribution of Sociodemographic and Immigration-related Factors Among Latino and Asian Immigrants to

the United States, According to the Occurrence of an Episode of Major Depression in the Past 12 Months, National

Latino and Asian American Study, 2002–2003

Sample Distribution MDE in Past 12 Months
Adjusted Wald

Test for
Difference

Unweighted
No. of

Subjects

Weighted
Proportion With

MDE/Mean

Unweighted
No. of

Subjects

Weighted
Proportion With

MDE
F P Value

Total 3,056 0.064 192

Social mobilitya (US SSSb vs.
country-of-origin SSS)

0.67 0.676

Stable (no change) 549 0.171 30 0.042

1 step down 464 0.146 23 0.059

2 steps down 420 0.135 24 0.058

3 or more steps down 749 0.230 53 0.079

1 step up 261 0.102 19 0.067

2 steps up 267 0.113 22 0.063

3 or more steps up 346 0.103 21 0.081

SSS in country of origin 2.61 0.013

Rungs 1–3 567 0.184 52 0.075

Rung 4 202 0.083 16 0.070

Rung 5 410 0.148 24 0.071

Rung 6 265 0.094 16 0.056

Rung 7 416 0.123 22 0.076

Rungs 8–10 1,196 0.368 30 0.052

Sex 10.94 0.002

Male 1,411 0.506 68 0.048

Female 1,645 0.494 124 0.080

Ethnicity 9.46 0.003

Latino 1,518 0.676 130 0.073

Asian 1,538 0.324 62 0.044

Age, years 3,056 39.84c

Educational attainment, years 2.20 0.142

�12 1,547 0.619 117 0.070

>12 1,509 0.381 75 0.053

Duration of residence in the
United States, years

11.51 0.001

�5 533 0.176 20 0.031

>5 2,523 0.824 172 0.071

Citizenship status 8.10 0.006

Not a US citizen 1,437 0.584 80 0.053

US citizen 1,619 0.416 112 0.079

Spoken English ability 1.56 0.215

Poor/fair 1,781 0.359 63 0.053

Good/excellent 1,275 0.641 129 0.070

Importance of finding a job in
the United States

1.14 0.289

Very important 1,868 0.665 121 0.059

Somewhat important/not at all
important/don’t know

1,188 0.335 71 0.074

Abbreviations: MDE, major depressive episode; SSS, subjective social status.
a Change in rung on the MacArthur ladder (36).
b Rung on the MacArthur ladder (36).
c Weighted standard error, 0.594.
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Table 2. Odds of Having Experienced an Episode of Major Depression in the Last 12 Months

(Logistic Regression Models) Among Latino and Asian Immigrants to the United States, National

Latino and Asian American Study (n ¼ 3,056), 2002–2003

Model 1a (F 5 5.92***) Model 2b (F 5 7.20***)

OR 95% CI OR 95% CI

Social mobilityc (US SSSd vs.
country-of-origin SSS)

Stable (no change) 1.00 1.00

1 step down 1.79 0.84, 3.80 1.79 0.83, 3.86

2 steps down 1.88 0.94, 3.76y 1.94 0.95, 3.94y

3 or more steps down 2.81 1.34, 5.85** 2.97 1.33, 6.61**

1 step up 1.47 0.51, 4.20 1.51 0.53, 4.26

2 steps up 1.26 0.36, 4.41 1.10 0.33, 3.73

3 or more steps up 1.59 0.56, 4.52 1.50 0.49, 4.61

SSS in country of origin

Rungs 1–3 2.03 0.86, 4.81 2.23 0.75, 6.68

Rung 4 2.04 1.10, 3.79* 2.26 1.07, 4.76*

Rung 5 1.86 0.89, 3.89y 1.96 0.82, 4.71

Rung 6 1.40 0.57, 3.41 1.44 0.53, 3.90

Rung 7 1.78 0.96, 3.32y 1.81 0.95, 3.45y

Rungs 8–10 1.00 1.00

Ethnicity

Latino 1.70 1.11, 2.59* 1.79 1.15, 2.75**

Asian 1.00 1.00

Sex

Male 0.54 0.40, 0.73*** 0.56 0.41, 0.78**

Female 1.00 1.00

Age, years 1.00 0.99, 1.02 0.99 0.97, 1.01

Educational attainment, years

�12 1.09 0.65, 1.81

>12 1.00

Duration of residence in the
United States, years

�5 0.45 0.24, 0.85*

>5 1.00

Citizenship status

Not a US citizen 0.53 0.34, 0.84**

US citizen 1.00

Spoken English ability

Poor/fair 0.74 0.34, 1.60

Good/excellent 1.00

Importance of finding employment in
the United States

Very important 0.72 0.43, 1.21

Somewhat important/not at all
important/don’t know

1.00

Abbreviations: CI, confidence interval; OR, odds ratio; SSS, subjective social status.

* P < 0.05; **P < 0.01; ***P < 0.001; yP < 0.10.
a Results were adjusted for mobility, country-of-origin SSS, ethnic group, sex, and age.
b Results were adjusted for all of the variables in model 1 as well as educational attainment,

duration of residence in the United States, citizenship, spoken English proficiency, and whether

employment was an important reason for immigration.
c Change in rung on the MacArthur ladder (36).
d Rung on the MacArthur ladder (36).
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variables (data not shown) and found no support for strati-
fying models on the basis of any of the respondent charac-
teristics included in our models.

DISCUSSION

Findings

Measuring social mobility using respondents’ self-reports
of SSS avoids some of the problems that arise with interna-
tional comparisons of objective measures of socioeconomic
status, is more sensitive to subtle aspects of social standing,
and incorporates an individual’s perceptions of both current
circumstances and future opportunities (27, 37). Measuring
objective downward mobility among transnational migrants
is challenging, because hierarchies of social position and
associated rewards (such as financial security or community
respect) can vary between sending and receiving countries.
For example, a skilled medical professional may have to
take a lower-status job in the United States because of differ-
ences in required professional credentials, but she may earn
a similar amount in real dollars as she did in her country of
origin. Comparisons of pre- and postmigration income
would suggest no social mobility, but such an individual
might consider her status relatively worsened and could
experience mental health consequences. Further, it can be
difficult to capture an individual’s own sense of his career
trajectory when using objective measures of socioeconomic
position. Even if an immigrant does experience objectively
downward mobility upon arrival, as many migrants do (38),
he may view it as a temporary situation because of private
knowledge about skills and plans that will improve his sit-
uation in the future. When asked to rate his social position,
he may thus report a higher SSS than his objective situation
would warrant and also may not experience any negative
mental health consequences of a temporary dip in objective
status.

In this large, diverse sample of first-generation Latino and
Asian immigrants residing in the United States, we found
a positive association between downward social mobility
and reports of a major depressive episode in the past 12
months. This association was evident in a large sample of
immigrant groups stratified with the intent to represent the
variety of Latino and Asian immigrants in the United States.
Further, the model was robust to controls for racial/ethnic
group, sex, age, educational attainment, duration of resi-
dence in the United States, citizenship status, and spoken
English ability. Our findings are also consistent with those
of the few studies that have examined the consequences of
occupational mobility among immigrants (19, 33). Other
investigators have suggested or shown that downward mo-
bility following migration can increase vulnerability to de-
pression or other mental health problems, but past studies
have focused on very specific immigrant groups and have
not used SSS to measure social mobility (2, 4, 5).

Limitations

While the NLAAS sample is large and diverse, our ana-
lytic sample was limited to first-generation immigrants from

Asian and Latin American countries. Although it was be-
yond the scope of this analysis and these data, investigators
conducting additional studies should consider extending the
study population to include people of different immigrant
generations and ethnic groups. Samples including multiple
immigrant generations would allow exploration of how in-
tergenerational mobility operates to moderate depressive
symptoms within families as they become more integrated
into their local labor markets and communities and how this
may vary for different ethnic groups. However, in additional
models (data not shown), we did not find significant inter-
actions between SSS or downward mobility and broadly
defined ethnic group (Latino vs. Asian-American). Addi-
tionally, the conditions under which people migrate—as
refugees or as immigrants in search of improved economic
opportunities, for example—are probably important for both
subsequent social mobility and the likelihood of developing
adverse mental health outcomes. In future studies, investi-
gators should examine reasons for immigration in more
detail.

Additionally, the NLAAS data are cross-sectional; there-
fore, it was not possible to assess whether the association
between downward mobility and major depression was
causal. We focused on major depressive episodes in the past
12 months to ensure that for the vast majority of our respond-
ents, immigration clearly preceded the episode. Although our
results remain robust if we exclude respondents who arrived
within the 5 years preceding the survey or those who immi-
grated prior to age 18 years, these strategies do not eliminate
the possibility that a recent depressive episode could influ-
ence reports of one’s current or prior SSS. However, models
that excluded respondents with first onset of major depres-
sion 2 or 3 years before the interview produced results
unchanged from those presented here (data not shown).
Some studies have shown that for specific mental disorders
(particularly schizophrenia), the direction of causation leads
from early-life mental health problems to downward social
mobility over the life course (39, 40). However, our use of
migrants helped to reduce concerns about such reverse cau-
sality, since migrants tend to be healthier than nonmigrants,
with the exception of some refugee groups (41). Moreover,
results from models that eliminated respondents for whom
depression onset probably occurred before migration—or
before age 18 years—were very similar to those presented
here (data not shown). While immigrant health advantages
may wanewith acculturation (42–44), acculturation is a con-
struct that remains difficult to capture in surveys and
secondary data analyses (45, 46).

Another limitation is that we could not distinguish be-
tween sojourners (persons intending to migrate back to their
country of origin) and those who intended to settle in the
United States permanently. The NLAAS cannot capture data
on sojourners from previous cohorts, as they have returned
to their countries of origin. This sampling error could have
biased our results toward or against the null hypothesis,
depending whether immigrants experiencing higher levels
of success stayed in the United States or returned to their
countries of origin. We controlled for duration of residence
in the United States, but future studies would benefit from
the collection of data at multiple time points to enable
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examination of trajectories of migration experiences, SSS,
and mental health over the life course.

Potentially omitted variables could confound the results
presented here. The individual circumstances leading to the
decision to immigrate might have resulted in negative se-
lection. For example, if downwardly mobile immigrants
were more likely to have immigrated because of difficult
personal and/or societal circumstances in their country of
origin, this could have biased our estimates toward a greater
likelihood of finding the hypothesized relation. As another
example, people’s unmeasured adaptability and resiliency
might affect their likelihood of immigrating, their risk of
downward mobility, and their mental health—confounding
the relations explored here. We also explored whether mar-
ital status was a confounder, but while married or cohabiting
respondents had a lower risk of depression, inclusion of this
measure did not change our results (data not shown).

There are also limitations of the indicators of social po-
sition that we used here. First, the accuracy of reports about
origin SSS is likely to vary by time since immigration and
by the frequency with which people return to their countries
of origin. Further empirical clarification would be useful, as
would an assessment of whether higher- and lower-status
persons consider different contexts when they report on their
‘‘community.’’ Some researchers have debated whether or
not SSS adds to our understanding of the relation between
objective social position and health (47, 48). We included
educational attainment to mark objective social status, but
our indicators of SSS may still have captured elements of
objective status not reflected in educational attainment. In
models not shown here, we also controlled for household
income and employment status or experience with unem-
ployment in the past year, but results were substantively
unchanged. Moreover, a study of SSS in an elderly English
sample showed that while objective and subjective measures
were related, correlations between SSS and education, in-
come, and wealth were never greater than 0.45, and SSS
provided additional important information in models pre-
dicting physical and mental health (31).

Implications

While previous research found that immigrants tend to be
healthier than native-born US residents (at least shortly after
arrival), these findings suggest that immigrants experiencing
downward mobility may be in need of mental health ser-
vices. Some studies have shown that immigrants (49, 50)
and persons of lower socioeconomic position (51–53) are at
risk for underutilization of mental health services. The
downwardly mobile immigrant respondents in our sample
may be particularly unlikely to obtain these services if they
experience a decline in socioeconomic resources. Moreover,
policies focused only on immigrants of low objective or
subjective social status may miss an important risk group:
persons who are downwardly mobile from a higher-origin
status, whether or not they have fallen into poverty. Notably,
the current global economic crisis makes the likelihood of
job loss and perceived status decline quite high for many
immigrants. Subsequent research focusing on risk and pro-
tective factors for depression among immigrants is needed

to further identify populations in need of mental health
services, as well as which preventive efforts and interven-
tions are most effective for these groups.
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