
 

 

 

   THE IMPACT OF IMMIGRATION STATUS AND LENGTH OF STAY ON 

QUALITY OF LIFE AND THE PRESENCE OF SYMPTOMS OF DEPRESSION AND 

ANXIETY AMONG ASIAN INDIANS IN THE U.S. 

 

by 

 

SHAMA PANJWANI 

 

A Dissertation Submitted to the Faculty 

in the Counselor Education and Supervision Program 

of College of Professional Advancement 

at Mercer University 

in Partial Fulfillment of the  

Requirements for the Degree 

 

DOCTOR OF PHILOSOPHY 

 

 

 

Atlanta, GA 

2020 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

© 2020 

 

SHAMA PANJWANI 

 

All Rights Reserved



 

 

 

THE IMPACT OF IMMIGRATION STATUS AND LENGTH OF STAY ON 

QUALITY OF LIFE AND THE PRESENCE OF SYMPTOMS OF DEPRESSION AND 

ANXIETY AMONG ASIAN INDIANS IN THE U.S. 

 

by 

 

SHAMA PANJWANI 

Approved:  

 

 

________________________________________________________________________ 

Suneetha Manyam, Ph.D.            Date 

Dissertation Committee Chair 

 

 

________________________________________________________________________ 

Tyler Wilkinson, Ph.D.            Date 

Dissertation Committee Member 

 

 

________________________________________________________________________ 

Morgan Kiper-Riechel, Ph.D.            Date 

Dissertation Committee Member 

 

 

________________________________________________________________________ 

Tyler Wilkinson, Ph.D.            Date 

Program Coordinator of Ph.D. in Counselor Education and Supervision 

 

 

________________________________________________________________________ 

Karen Rowland, Ph.D.            Date 

Department Chair 

 

 

________________________________________________________________________ 

Priscilla R. Danheiser, Ph.D.            Date 

Dean, College of Professional Advancement



 

 

 
iv 

DEDICATION 

This research study is dedicated to the immigrants suffering from mental health issues in 

all parts of the world as well as mental health counselors, policy makers, and lawyers 

who are working tirelessly to advocate for these individuals. Your work is very much 

appreciated! I also want to dedicate this study to my parents without whom I would not 

have been exposed to the different sides to an immigration process.  

 

"They have no idea what it is like to lose a home at the risk of never finding a home 

again, have your entire life split between two lands and become the bridge between two 

countries." — Rupi Kaur, Milk & Honey 

"so, here you are 

too foreign for home 

too foreign for here. 

never enough for both." 

—Ijeoma Umebinyuo, “diaspora blues” 

 

 

 

 

 

 



 

 

 
v 

ACKNOWLEDGEMENTS 

 Bismillah ir-Rahman ir-Rahim. In the name of Allah, the most beneficent the 

most merciful. To God, whose blessings and generosity guided me in this 

accomplishment, Shukhran Lillah Wa Alhamdulillah.  

 To my parents, my biggest supporters, thank you for being there during the good 

times and the bad. You encouraged me in the ways you knew how and took interest in 

what I was doing even when you did not fully understand. Your prayers and kindness 

gave me the hope I needed when things got hard. Hearing how proud you are, means the 

world to me. 

 To my brother and sister-in-law, thank you for checking in when you got the 

chance. You providing me with a roof over my head during this time allowed me to have 

one less thing to worry about. I still remember you telling me dreams have no limits, so 

dream big. Here I am, accomplishing a dream. 

 To my friends and colleagues who kept reminding me of my strengths. Your 

positive vibes and belief in me gave me hope and the willpower to keep going. Special 

appreciation to Gelisa, for being there and reminding me to slow down.  

To my cohort, aka the Fabulous Four, thank you for sharing this journey with me. 

I am grateful for you all. 

 To the 2016, 2018, 2019 cohort students who were around to remind me of the 

steps I have taken to get to where I am. Talking to some of you all gave me the break I 

needed on a stressful day.



 

 

 
vi 

My deepest gratitude to my dissertation chair and curriculum chair, Dr. Suneetha 

Manyam. You made my goals your goals and pushed me towards the potential you saw. 

Your encouragement came at the most needed times. You gave me opportunities for 

growth and guided me throughout this journey. Thank you for everything. Seeing and 

hearing you feel proud about my growth fills me with joy. I truly appreciate you.  

 To my dissertation committee members (Dr. Wilkinson and Dr. Kiper-Riechel) 

and curriculum committee members (Dr. Kiper-Riechel and Dr. Brackette), your 

mentorship allowed the fire inside me to continue to burn even when it rained. Dr. 

Wilkinson, thank you for being available and providing me with support in different 

aspects of my journey. Your intelligence and approach gave me a new way to experience 

humility. Dr. Kiper-Riechel, thank you for your assistance throughout this journey. Our 

interactions aided and added to my professional growth. Dr. Brackette, thank you for 

planting the seed for my dissertation topic. Your belief in me and your encouragement 

served as light in the darkness on this journey. I always felt more hopeful after talking 

with you.  

 To Dr. Karen Rowland, thank you for making all the processes easier, from 

getting signatures to allowing me to teach courses as an adjunct.  Your phrase, “graduate 

now, save the world later”, motivated me to keep going even when the dissertation 

process became frustrating. To Dr. Tavari Brown, thank you for supporting me in doing 

my first qualitative study that led to my first solo publication and aided in developing my 

dissertation. To Dr. Kathy Robinson, thank you for your kind and encouraging words that 

helped me to believe in myself. To Dr. Paul Smith, thank you for letting me vent about 

my dissertation process, validating, and being there to support me during my defense. 



 

 

 
vii 

Last but not the least, to Mercer University, for providing me with knowledge to 

grow and confidence to believe that I can change the world through my education and 

leadership.  

THANK YOU ALL! 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 
viii 

TABLE OF CONTENTS 

Page 

DEDICATION…………………………………………………………………………....iv 

ACKNOWLEDEMENTS…………………………………………………………….,,,,,,.v 

LIST OF TABLES………………………………………………………………………..xi 

LIST OF FIGURES……………………………………………………………………...xii 

ABSTRACT…………………………………………………………………………….xiii 

CHAPTER 

1. INTRODUCTION…………………………………………………………….…..1 

Immigration Trends and South Asian Population in U.S…………………………3 

  Immigration’s Impact on Economy……………………………………….3 

  Current Political Immigration Environment………………………………4 

Quality of Life Among Immigrants………………………………………...……..4 

  Quality of Life Among South Asians……………………………..………5 

Depression and Anxiety Trends Among Immigrants…………………….……….5 

  Depression and Anxiety Trends Among South Asians……………………6 

Immigration Status Concerns……………………………………………………...7 

  Immigration Status and Mental Health…………………………………..10 

Purpose and Significance of Study………………………………………………12 

Research Questions………………………………………………………………13 

Research Hypotheses………………………………………………………….....13 

Definition of Terms………………………………………………………………14 

Synopsis of Methodology……………………………………………………..…16 

Organization of Dissertation……………………………………………………..17 

 

2. REVIEW OF THE LITERATURE……………………………………………...18 

Immigration……………………………………………………………………...18 

Immigration Trends in United States…….........................................……19 

Immigration’s Impact on U.S. Economy……….................................…..20



 

 

 
ix 

TABLE OF CONTENTS (Continued) 

Immigration Policies in United States……….....................................…..23 

Current Political Environment Around Immigration in United States..…24 

Commonly Found Immigration Statuses in United States….....................26 

Asian Indians…………....................................................................................….28 

Immigration Status Among Asian Indians in United States……..............29 

Asian Indians in the Labor Force within United States…...................…..29 

Quality of Life……................................................................................................30 

Quality of Life in United States….....................................................……31 

Quality of Life of Immigrants in United States….....................................31 

Quality of Life of Asian Indians in United States……..............................32 

Quality of Life Based on Immigration Status in United States…….........33 

Depression and Anxiety…................................................................................….34 

Overall Prevalence of Depression and Anxiety in United States…......…36 

Trends Among Immigrants in United States…….....................................37 

Trends Among Asian Indians in United States……..................................38 

Trends Based on Immigration Status in United States……..................…40 

Migration and Acculturation Theories……...........................................................43 

Gaps in Literature……......................................................................................…47 

 

3. METHODOLOGY……............................................................................………49 

Rationale for Quantitative Study ……............................................................…..50 

Chapter Organization……….....................................................................51 

Participants…….....................................................................................................51 

Instrumentation…............................................................................................…..54 

Demographic Questionnaire……..............................................................54 

Depression Anxiety Stress Scale – 21….........................................……..54 

World Health Organization Quality of Life – BREF….........................…56 

Procedures……......................................................................................................57 

Ethical Considerations….................................................................……..58 

Data Analysis……….....................................................................................……59 

 

4. RESULTS……..........................................................................................………62 

Descriptive Statistics……................................................................................…..62 

Demographics……................................................................................…63 

Independent and Dependent Variables………..........................................65 

Inferential Statistics……………...........................................................................69 

Hypothesis 1…………...............................................................................70 

Hypothesis 2…….......................................................................................75 

Hypothesis 3…….......................................................................................79 

Summary……........................................................................................................80 

 

5. DISCUSSION AND FUTURE RECOMMENDATIONS………........................81 



 

 

 
x 

TABLE OF CONTENTS (Continued) 

Review of Findings………....................................................................................81 

Research Questions………........................................................................81 

Research Hypotheses…….........................................................................82 

Discussion……......................................................................................................83 

Limitations of the Study…….................................................................................87 

Implications……....................................................................................................88 

Future Recommendations……..............................................................................90 

 

6. REFERENCES…………......................................................................................92 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 xi 

LIST OF TABLES 

 

1. Independent and Dependent Variables………......................................................53 

2. Descriptive Statistics for Age and Length of Stay….............................................64 

3. Descriptive Statistics for Demographic Values….................................................64 

4. One-way MANOVA Roy’s Largest Root Immigration Status…..........................72 

5. Univariate F-Tests of Between-Subjects Effect Immigration Status….................72 

6. Univariate F-Tests of Between-Subjects Effect Immigration Status and QoL 

Domains…….........................................................................................................72 

7. LSD Multiple Comparisons Post Hoc Test for Immigration Status…..................73 

8. LSD Multiple Comparisons Post Hoc Test for Immigration Status for 4 

Domains…….........................................................................................................74 

9. Univariate F-Tests of Between-Subjects Effect Length of Stay and QoL 

Domains….............................................................................................................78 

10. LSD Multiple Comparisons Post Hoc Test for Length of Stay and Environment 

Domain…...............................................................................................................79 

 

 

 

 

 

 

 

 

 



 

 

 
xii 

LIST OF FIGURES 

 

Figure 1. Immigration status and mean depression scores................................................66 

Figure 2. Immigration status and mean anxiety scores.....................................................67 

Figure 3. Immigration status and mean transformed quality of life scores.......................67 

Figure 4. Length of stay and mean depression scores.......................................................68 

Figure 5. Length of stay and mean anxiety scores............................................................68 

Figure 6. Length of stay and mean transformed quality of life scores..............................69 

Figure 7. Depression levels over the length of stay time period…...................................77 

Figure 8. Anxiety levels over the length of stay time period…........................................77 

Figure 9. Quality of life over the length of stay time period…….....................................78 

 

 

 

 

 

 

 



 

 

 
xiii 

ABSTRACT 

 

 

 

SHAMA PANJWANI 

THE IMPACT OF IMMIGRATION STATUS AND LENGTH OF STAY ON 

QUALITY OF LIFE AND THE PRESENCE OF SYMPTOMS OF DEPRESSION AND 

ANXIETY AMONG ASIAN INDIANS IN THE U.S. 

Under the direction of Dr. Suneetha Manyam, Ph.D. 

 

 

 

There is a gap in research literature in regard to examining how immigration 

status and length of stay, as part of the acculturation process, can play a role in the mental 

health and overall wellbeing of the immigrants in the U.S. The purpose of this study was 

to determine if there is an impact of various immigration statuses as well as the length of 

stay on quality of life, the presence of symptoms of depression, and the presence of 

symptoms of anxiety among Asian Indians in the U.S. This study recruited 73 Asian 

Indians, born in India who were residing in the U.S. and were above the age of 18 years, 

using a stratified random and snowball sampling recruited through Asian Indian 

organizations in the U.S. MANOVAs were conducted to analyze the data collected from 

the Depression Anxiety Stress Scale (DASS) - 21 and the World Health Organization 

Quality of Life (WHOQOL) – BREF. The results of this study found that immigration 

status impacts the presence of symptoms of depression and quality of life. The results 

imply a need to further understand the role of length of stay on mental health and quality 

of life of immigrants by potentially using different sampling methods, instruments, and 

nationalities.                                   



 

 

 1 

CHAPTER 1 

INTRODUCTION 

Immigrants migrate to the U.S. for the American dream and to improve their 

future. However, many times these immigrants face many challenges when it comes to 

maintaining their legal status and obtaining citizenship (De Trinidad Young & Pebley, 

2017). There is a lack of affordable resources available for immigrants to apply for, 

maintain, or change their legal status (Torres, Santiago, Walts, & Richards, 2018). The 

immigration costs alone can cause an immigrant to continue to reside in the U.S. 

undocumented. If they are able to find a way to pay the government and lawyer fees to 

begin the process to apply for a status or citizenship, the backlogs and the turnaround 

times can have an individual waiting for the next steps for months or even years (Zong, 

Batalova, & Hallock, 2018). This long drawn out immigration process can impact many 

aspects of their lives, including their mental wellbeing. Being undocumented can be 

detrimental for many of these individuals affecting their mental health and quality of life 

(Stacciarini, et al., 2015). Additionally, having any legal status besides citizenship, can 

cause immigrants to continue to live in a fear of being detained and deported. 

In many instances, parents bring their children to the U.S. when they are at an age 

and they could not make decisions on their own. Coming to the U.S. as children, 

attending American schools, and socializing with other American children, leads these 

children to acculturate to the society in which they live (Jimenez-Arista & Koro-

Ljungberg, 2017). These children are able to attend K-12 grades because the schools do 
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not require these children to present their legal status (Davidson & Burson, 2017).  The 

possible issues they may face during this time is not being able to obtain their driver’s 

license, work a job requiring them to pay taxes, or family related struggles, especially if 

their parents are undocumented (Benuto, Casas, Gonzalez, & Newlands, 2018).  

However, as they try to transition out of high school and go into a vocation or college, 

that is when they begin to face more obstacles and challenges (Filion, Fenelon, & 

Boudreaux, 2018). Some of these challenges include not being able to get admission to a 

college or university, not being eligible for financial aid, and not being eligible to work 

and have an income, all due to their immigration status (Diaz-Strong & Ybarra, 2016).   

Many come to the U.S. as adults in order to work or study.  Even the legal status 

of a worker or a student has its challenges. Individuals coming to the U.S. to work can 

only remain in the U.S. as long as they have a company sponsoring them and even then, 

the government can deny their application to renew (U.S. Citizen and Immigration 

Services, 2018b). Individuals coming to the U.S. to study have to be enrolled in colleges 

and universities for as long as they are on that status. They are not allowed to work more 

than 20 hours per week even if they have a need to work in order to pay tuition (U.S. 

Citizen and Immigration Services, 2017). Hence, they have to depend on their family 

back home to send money for fees and housing, while having to worry about remaining 

on the student visa status. Furthermore, there has been an influx of refugees coming to 

the U.S. in order to escape the dangerous living environments in other parts of the world.  

These individuals experience extreme language barriers and cultural issues in trying to 

adapt to the U.S. culture limiting their scope of employment opportunities (Gielen & 

Roopnarine, 2016). The change in cultures, language, environment, economic hardships, 
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and lack of support and resources can cause immigrants to experience depression and 

anxiety where they may feel isolated and worry about their lives in the U.S. 

Immigration Trends and South Asian Population in U.S. 

Throughout history, immigrants have been coming to the U.S. seeking 

employment and a future for themselves and their families for a better quality of life.  

Since the 1970s, numerous policies have contributed to the large immigrant populations 

from Latin America and Asia (Alchin, 2018). Asians are the second largest immigrant 

population in the U.S., after Latin Americans and the Caribbean. Largest numbers of 

immigrants in Asia come from the South-Central Asian region. South Asia is made up of 

different countries including India, Afghanistan, Pakistan, Bangladesh, Nepal, Bhutan, 

Maldives, and Sri Lanka. Many immigrants coming from the South Asian region 

generally come from India which could be related to India having the second largest 

population in the world. The Asian Indian population is one of the largest growing ethnic 

groups in the U.S., approximately 1% or 3,000,000 Indians reside in the U.S. (U.S. 

Census Bureau, 2010).  

Immigration’s Impact on Economy 

 Immigrants contribute significantly to the U.S. economy because they supply 

services in areas where there is a demand. Immigrants consist of both highly educated 

and uneducated individuals (Davies & Harrigan, 2018). While the less educated and low-

skilled immigrants work in the home services sector at an affordable cost, allowing 

highly educated Americans to focus on joining the labor force or increase hours at work, 

the highly educated immigrants are innovative and technologically savvy adding to the 

advancement of the U.S. economy (Peri, 2015). Many are open to relocating for 
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employment purposes because they are not attached to one place or city. Immigrants 

currently make up approximately 13.7% of labor force population. 46.8% immigrants that 

arrived to the U.S. in 2017, ages 25 and over, had a Bachelor’s degree or higher whereas 

32.2% of the U.S born population had a Bachelor’s degree or higher (Migration Policy 

Institute, 2019). 

Current Political Immigration Environment 

 There have been numerous attempts made to prevent immigrants from coming to 

the U.S. illegally leading to the current anti-immigrant climate. President Trump has 

made numerous attempts to end DACA as well as placed a travel ban when he first took 

his place in office, preventing immigrants from Libya, Iran, Somalia, Syria, Yemen, 

North Korea, and Venezuela from getting visas to enter the U.S. (Gomez, 2018).  

Immigration reform bills, such as the Dream Act, that allow DACA recipients or even 

unauthorized individuals a pathway to permanent residency or citizenship have been 

submitted to the congress numerous times without any success of turning them into law 

(Cisneros & Lopez, 2016). The current anti-immigrant trends represent the ongoing 

White supremacy and racism in the U.S. since the 1700s adding to the discrimination and 

marginalization of the immigrants residing in the U.S. (Davies & Harrigan, 2018).  

Quality of Life Among Immigrants 

 Quality of life or life satisfaction for immigrants is determined by their values and 

expectations based on their culture. Immigrants move to the U.S. seeking better lives in 

terms of safety, financial security, job security, family life, environment, health care, and 

educational opportunities (Zong, Batalova, & Burrows, 2019). The acculturation and the 

resettlement process can be difficult, especially when there is a language barrier (Gee & 
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Ponce, 2010). Even though they may find one part of their life to be fulfilled, other areas 

of their lives may be poor or inadequate based on their immigration status and income. 

They may end up living in environments with poor access to housing, health care, and 

well-functioning education systems. The lack of resources due to poor integration into the 

American society can prevent first and, even to some extent, second generation 

immigrants from expanding their education and finances (Jimenez, 2011). 

Quality of Life Among South Asians 

 Although South Asians, especially those coming for higher education or 

employment purposes, may not experience as large of a language barrier compared to 

immigrants coming from other parts of the world where English is not as common, the 

cultural differences can impact their overall wellbeing (Daga & Raval, 2018; Gee & 

Ponce, 2010). South Asians are considered to be model minorities that can easily blend 

within the American culture (Daga & Raval, 2018). South Asians may find the U.S. to 

provide a safer environment with lower pollution and access to light and water, better 

access to education system, and financial opportunities. Some South Asians may find 

other immigrants from their home country leading them to reside in certain parts of the 

U.S. However, they may also face social isolation and loneliness when they choose to 

live in areas that offer better economic opportunities but no sense of belonging or 

community. Additionally, they may find it difficult to connect with U.S. natives, make 

less than the U.S. natives, experience immigration challenges, and face cultural 

differences (Jimenez, 2011).   

Depression and Anxiety Trends Among Immigrants 
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Depression and anxiety are common diagnoses found in the U.S. among 

American natives. The National Epidemiologic Survey of Alcohol and Related 

Conditions (NESARC) of 2012-2013 showed that the prevalence of depression and 

anxiety disorders was higher among the US-born than among the foreign-born, 13.1% 

and 8.6% respectively, possibly due to the healthy migrant effect (Fennelly, 2005; Lubin 

& Khandai, 2017). The healthy migrant effect is when immigrants first move to the U.S. 

and are ready to start their lives over leaving everything they know behind (Shekunov, 

2017). They are willing to make many sacrifices and are highly resilient.  However, 

mental health of immigrants is most likely going to diminish dramatically as time goes on 

because of exposure to poverty, inadequate housing, and barriers to health care.  

Additionally, as immigrants get accustomed to the culture in the U.S., they may begin to 

follow the trends of mental health issues of the American natives and begin to show high 

levels of depression and anxiety compared to when they first arrived to U.S (Filion, 

Fenelon, & Boudreaux, 2018).  

Depression and Anxiety Trends Among South Asians 

 Mental health issues have become increasingly common among South Asians.  

There is limited research indicating that South Asians in the U.S., specifically women and 

older adults, suffer from high rates of depression and anxiety due to poverty, 

unemployment, isolation, domestic violence, discrimination, and acculturation issues 

(Karasz, et al., 2018). Based on the level of acculturation, South Asians may either agree 

with the Western approach of diagnosis and treatment or disagree and seek out social and 

religious support due to the lack of culturally competent treatment models that 

demonstrate a balance between collectivist and individualist approaches. The National 
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Epidemiologic Survey of Alcohol and Related Conditions (NESARC) of 2012 showed 

that the South Asian sample had a 24.5% lifetime rate of mood, anxiety, or substance use 

disorder compared to other Asians. Additionally, the occurrence of mood disorder was 

13.1% and anxiety disorder was 11.4% in South Asians (Lubin & Khansai, 2017).  

Immigration Status Concerns 

 Approximately 14% percent of the U.S. population consists of immigrants. There 

are not only differences of nationality among immigrants but also differences of 

immigration status. Immigration status is the way in which a person is present in the U.S.  

Immigrants face many hardships and stressors based on their immigration status that 

could impact their mental wellbeing. Some of the common immigration status include: 

Naturalized U.S. citizen, Legal Permanent Resident (LPR), Asylee or Refugee, Non-

Immigrant Visa, Deferred Action for Childhood Arrivals (DACA), and Unauthorized or 

Undocumented. These immigration statuses are described below. For the purpose of this 

study only Naturalized U.S. citizen, Legal Permanent Resident (LPR) and Non-

Immigrant Visa status categories will be used.  

 According to Lewis, Paik, and Tseng (2017), the naturalized U.S. citizen group 

may be the only immigrant group that does not have to worry about the limitations of 

their status. This group is at the top of the immigration status hierarchy because they have 

the same rights as the American natives.  They have a right to legally work, vote, access 

public/government services, rights mentioned in the U.S. constitution, and are given a 

U.S. passport allowing them to travel internationally in the same way as those born in the 

U.S.  Their quality of life is highly improved when they become naturalized citizens.  

Individuals who are at the LPR status can legally work, travel in and out of the U.S. (with 
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some restrictions because they do not have a U.S. passport), and have access to various 

public/government services (Lewis, Paik, & Tseng, 2017).  They do not have the 

constitutional rights granted to citizens nor can they vote.  However, they are eventually 

eligible to become naturalized citizens of the U.S. 

 The non-immigrant status group consists of multiple visa categories such as, B1, 

B2, H1-B, F1, T, U, etc (Teke & Navarro, 2018).  Each category has its own 

requirements and processes.  For some, their stay in the U.S. in temporary while for 

others, they are eligible to go through a lengthy process of obtaining an employment 

authorization document (EAD) or work permit and eventually obtain LPR status and then 

become naturalized citizens.  Each status has some restriction that limits what the 

individual can or cannot do while in the U.S.  For example, individuals on the H1-B 

status have to renew their visas every three years to be eligible to work in the U.S. while 

individuals on the F1 status are not eligible to work more than 20 hours on campus while 

being a full-time student (Teke & Navarro, 2018).  Additionally, there are financial 

hardships and legal costs associated with renewing the status or moving towards 

becoming a naturalized citizen (Zong, Batalova, & Hallock, 2018).  Many times, 

individuals overstay or go out of status and become unauthorized or undocumented 

because of the lengthy legal processes and costs associated with staying in status.  Some 

immigrants decide to come to the U.S. illegally without going through the visa 

application process. 

 Unauthorized or undocumented immigrants are the lowest in the immigration 

status hierarchy because they are unlawfully present in the U.S. (Lewis, Paik, & Tseng, 

2017). These individuals are not allowed to attend colleges or universities, work, or drive.  
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However, they are sometimes able to obtain false identification, driver’s license, social 

security cards, etc, that allow them to live their lives in the U.S. and pay taxes.  Some 

work for employers who are able to pay them “under the table” or cash as opposed to 

checks.  Some may even drive cars without a license using a car registered in another 

individual’s name.  There are ways for undocumented individuals to apply for 

nonimmigrant status, EAD, or LPR by either finding an employer who can sponsor them 

or marrying a U.S. citizen who can sponsor them.  Another group that has recently been 

able to move from unauthorized to a lawfully present status is DACA. 

 DACA came into place in 2012 when children of immigrants, who migrated to the 

U.S. before the age of 16 years and were unauthorized, got the opportunity to apply to the 

lawfully present or DACA status based on certain eligibility criteria (Fetler & Renwick, 

2018).  This status allows individuals to attend colleges or universities and work as well 

as drive.  However, the EAD or work permit that is granted to these individuals has to be 

renewed every two years and requires lawyer and/or government fees with each renewal.  

In turn, the driver’s license also has to be renewed every two years.  Furthermore, this is a 

temporary reprieve from deportation and does not grant pathway to citizenship unless 

these individuals find an employer or spouse to sponsor them and change their 

immigration status (Felter & Renwick, 2018).  A lot of times these individuals are not 

eligible for financial aid and pay taxes without being eligible for social security benefits 

when they retire. 

 The U.S. is the top resettlement country for refugees and asylees.  In 2016, 

approximately 84,994 refugees resettled in the U.S. (Zong & Batalova, 2017).  In 

response to the global humanitarian crisis, the Obama administration increased the 
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number of refugees to be accepted by the U.S. from 85,000 to 110,000.  However, the 

refugee admission cap was cut drastically under the current Trump administration.  

Nearly 80% of refugees admitted in 2017 were from Africa or South Asia (Zong & 

Batalova, 2017).  Refugees are required to apply for LPR status after one year of their 

admission into the U.S.  Asylees can also apply for LPR status after one year but are not 

required to apply.  Both refugees and asylees can apply for citizenship 5 years after 

receiving their LPR. 

Immigration Status and Mental Health 

 With multiple requirements and processes to keep in mind with different 

immigration statuses, it is possible that the stressors and the restrictions impact 

immigrants’ mental wellbeing.  Although naturalized citizens may have mental health 

issues, it is less likely that being a citizen of the U.S. contributes to those mental health 

issues.  Additionally, LPRs, and to some extent refugees/asylees, may also be less likely 

to face mental health issues due to their immigration status because they are simply 

restricted from certain constitutional rights and have to obtain visa for various countries 

before being able to travel there (Lewis, Paik, & Tseng, 2017).  They also have the hope 

that after five years or so, they are eligible to apply to become a naturalized citizen.  

Individuals on a nonimmigrant visa status, unauthorized status, or DACA status are more 

likely to experience mental health issues as a result of their immigration stressors.  The 

financial and other requirements to remain in status and the fear of having the status 

taken away or denied from renewal can cause psychological distress leading to symptoms 

of depression and anxiety (Zong, Batalova, & Hallock, 2018). 
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The research is limited in how various immigration statuses impact mental health 

in adults.  Additionally, the research is even more limited in discussing immigration 

status and mental health issues among South Asians.  For example, majority of the 

DACA recipients are from the Mexican and Latino populations, which is reflected in 

much of the research that exists on these individuals.   Additionally, there is more 

research on children, adolescents, and young adults than any other age group.  Siemons, 

Raymond-Flesh, Auerswald, and Brindis (2017) found that mental health and wellbeing 

was the greatest health concern among DACA eligible Latinos in California.  In this case 

the participants were individuals who were either undocumented or had already obtained 

a DACA status.  Patler and Pirtle (2018) found that receiving DACA reduced the odds of 

distress, negative emotions, and worry about self-deportation compared to participants 

without DACA status in Latinos in California.  Due to the heavy presence of Latinos in 

California who may be immigrants that are not citizens or LPRs, it appears that the 

research related to the undocumented status and the DACA status population is primarily 

focused on Mexicans and Latinos.  Garcini, Pe, Thania, Fagundes, and Klonoff (2017), 

conducted a case study with an undocumented Mexican immigrant who obtained DACA 

and found the participant was experiencing anxiety, fear, depression, and extreme distress 

regarding the limited educational and employment opportunities available to him and his 

inability to help his family advance along the social and economic ladder.  Although the 

participant was no longer undocumented, DACA is a catch-22 policy.  On the one hand, 

DACA permits temporary reprieve from deportation but on the other hand, it limits what 

DACA recipients are eligible to do (Patler & Pirtle, 2018).  Mukherjee, Diwan, and 

Mukherjee (2016), on the other hand, looked at the impact of immigration status of Asian 
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Indian adults who immigrated to the US later in life on their quality of life.  However, the 

study only focused on individuals with a permanent residence or citizenship status and 

not individuals that are undocumented, nonimmigrants, or on DACA.  

Purpose and Significance of Study 

 Currently there is a political disagreement related to immigration policies between 

the Republican and Democratic political parties (Fetler & Renwick, 2018).  This 

disagreement not only affects the employees who are U.S. citizens and working in 

different areas as well as contributing to the U.S. economy, but it also affects the 

immigrants that currently reside in the U.S. and those considering to migrate to the U.S. 

(Rocha, Wagner, Ries, & Willis, 2019).  The decisions made by the congress will decide 

the future of these immigrants in the U.S.  Hence, the disagreements can cause 

immigrants to feel insecure and anxious about their privilege to work and live in the U.S. 

and possibly lead to feeling hopeless and helpless.   

Asian Indians may be facing mental health issues due to their legal status and may 

have fears and stressors related to it.  There is a gap in literature when it comes to 

identifying the impact of immigration status and the length of stay in the U.S. on Asian 

Indians, specifically as it relates to quality of life and the symptoms of depression and 

anxiety.  This study aimed to add to the literature by providing data and information 

regarding the relationship between immigration status, length of stay, quality of life, and 

depression as well as anxiety among Asian Indians.  Exploring this topic with this 

particular population would be beneficial to the mental health providers as well as policy 

makers so that there could be more cultural competency and appropriate advocacy 

efforts.   The purpose of this study was to explore the impact of immigration status on 
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mental health in adults within the Asian Indian community located in the United States.  

Specifically, this study examined whether there is a significant difference in the quality of 

life and symptoms of depression and anxiety across different immigration status and 

length of stay in this population. 

Research Questions 

 Is there an impact of immigration status on the presence of symptoms of 

depression, the presence of symptoms of anxiety, and quality of life among Asian Indians 

in the U.S.? 

 Is there an impact of length of stay on the presence of symptoms of depression, 

symptoms of anxiety, and quality of life among Asian Indians in the U.S.? 

 Is there an interaction effect of immigration status and the length of stay in the 

U.S. on the presence of symptoms of depression, the presence of symptoms of anxiety, 

and quality of life among Asian Indians in the U.S.? 

Research Hypotheses 

 There is a significant impact of immigration status on the presence of symptoms 

of depression, the presence of symptoms of anxiety, and quality of life among Asian 

Indians in the U.S. 

 There is a significant impact of length of stay on the presence of symptoms of 

depression, the presence of symptoms of anxiety, and quality of life among Asian Indians 

in the U.S. 

 There is an interaction effect of immigration status and the length of stay in the 

U.S. on the presence of symptoms of depression, the presence of symptoms of anxiety, 

and quality of life among Asian Indians in the U.S.? 
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Definition of Terms 

 The explanation of terms below is provided to help with the understanding of 

various concepts throughout the study. 

The following terms have been adopted from the U.S. Citizenship and 

Immigration Services (2017, 2018a, 2018b, 2018c):  

United States Citizenship and Immigration Services (USCIS): the agency in 

charge of processing immigration related applications. 

Immigration and Customs Enforcement (ICE): an agency that is part of homeland 

security whose mission is to promote public safety by enforcing U.S. federal criminal and 

civil laws concerning immigration, border control, trade, and customs. 

 Naturalized citizenship: a process in which an eligible legal immigrant applies for 

citizenship and is accepted. 

 Lawful Permanent Residents (LPR): also known as “green card” holders, are non-

citizens who are lawfully authorized to live permanently within the U.S. and can apply to 

become naturalized citizens if they meet certain eligibility requirements. 

 Employment authorization document (EAD): also known as “work permit”, is a 

document issues by USCIS that provides temporary employment authorization to 

noncitizens in the U.S. 

 The terms that include a form of Visa Status will be placed under the Non-

immigrant category:  

H-1B Visa: a nonimmigrant visa that allows a foreign national to work 

temporarily in the U.S. The immigrant can hold the H-1B status for up to six years, after 

which it is renewable every three years if approved by USCIS. 
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 F1 Visa: a nonimmigrant visa issued to international students who are attending 

an academic program at a U.S. college or university. The student must maintain the 

minimum course load for full-time student status.  

  South Asian: ethnic group or population that comes from the nations of India, 

Afghanistan, Pakistan, Bangladesh, Nepal, Bhutan, Maldives, and Sri Lanka. 

 Asian Indian: ethnic group or population that comes from the country of India. 

 Length of stay: the duration of consecutive residence in the U.S.   

The following terms have been adopted from the 5th edition of the Diagnostic and 

Statistical Manual of Mental Disorder (DSM-5) by the American Psychiatric Association 

(2013: 

 Depression: a mood disorder where people display excessive sadness that 

negatively affects how you feel, the way you think, and how you act. 

 Symptoms of depression: persistent sad, anxious, or “empty” mood; feelings of 

hopelessness; irritability; feelings of guilt, worthlessness, or helplessness; loss of interest 

or pleasure in hobbies and activities; decreased energy or fatigue; moving or talking more 

slowly; feeling restless or having trouble sitting still; difficulty concentrating, 

remembering, or making decisions; difficulty sleeping, early-morning awakening, or 

oversleeping; appetite and/or weight changes; thoughts of death or suicide, or suicide 

attempts; aches or pains, headaches, cramps, or digestive problems without a clear 

physical cause. 

 Anxiety: a mood disorder where people display excessive worry that can cause 

significant problem in areas of their life, such as social interactions, school, and work. 
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 Symptoms of anxiety: feeling restless, wound up, or on-edge; being easily 

fatigued, having difficulty concentrating, mind going blank; being irritable; having 

muscle tension; difficulty controlling feelings of worry; having sleep problems, such as 

difficulty falling or staying asleep, restlessness, or unsatisfying sleep. 

 Quality of life: an individual’s perception of his/her position in life in the context 

of the culture and value systems in which he/she lives and in relation to goals, 

expectations, standards, and concerns; affected by the person’s psychological state, social 

relationships, relationships to features of their environment, physical health, and personal 

beliefs (World Health Organization, 2019). 

Synopsis of Methodology 

 This study was a quantitative research study that used the survey design method 

for collecting self-report data. The participants included individuals over the age of 18 

years who were born in India.  The participants were recruited using stratified random 

sampling in which the Asian Indian population was divided into subgroups based on 

immigration status because this sampling method guarantees inclusion of all participants 

and is effective in examining between group differences.  The survey consisted of a 

demographic questionnaire, the Depression Anxiety Stress Scale (DASS) - 21, and the 

World Health Organization Quality of Life (WHOQOL) – BREF. The survey was 

available on Qualtrics provided an anonymous link to send to Indian organizations via 

email to post on their listservs.  Two one-way and one two-way multivariate analyses of 

variance (MANOVA) were used to analyze the collected data.  This form of analysis 

used the immigration status as the independent variable, with three groups, and the length 

of stay in the U.S. as another independent variable, with three groups, while the 
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depression and anxiety scores from the DASS-21 and the total sum of the transformed 

scores from the four domains on the WHOQOL – BREF were the dependent variables. 

The grouping of the immigration status independent variable was as follows: naturalized 

citizens, lawful permanent resident (LPR)/employment authorization card (EAD), and 

non-immigrant visa. The non-immigrant visa category could include: H1-B and F1 visas. 

The grouping of the length of stay independent variable was as follows: 1-10 years, 11-20 

years, and 21 years or more. For more details on methodology view chapter three. 

Organization of Dissertation 

 This chapter has presented the introduction, rationale of the study, purpose of the 

study, research question and hypothesis, definition of terms, and brief synopsis of 

methodology.  Chapter two consisted of the review of related literature to immigration 

trends in U.S., Asian Indian population in U.S., immigration’s impact on economy, 

current political immigration environment, depression and anxiety trends among 

immigrants, depression and anxiety trends among Asian Indians, concerns related to 

immigration status, and impact of immigration status on mental health and quality of life. 

Chapter three presented the methodology including: design and procedures used to recruit 

participants, instruments used to gather data, and the purpose for using a qualitative 

survey research design.  Chapter four presented the analyses and the results from the data.  

Lastly, chapter five discussed the findings and implications of the study as well as 

recommendations for future research. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

 This chapter reviews and discusses relevant past and current literature as it relates 

to immigration, Asian Indians, legal status, depression, anxiety, and quality of life. The 

investigation included various peer reviewed articles and dissertations found in Mercer 

University’s library databases as well as Google Scholar. Various government and 

organizational websites were included in the search as part of this study.  The exploration 

of various components of immigration and legal status as well as trends of depression, 

anxiety, and quality of life among Asian Indians can help with the understanding of how 

one can impact the other as well as contribute to the cultural knowledge of mental health 

professionals and policy makers.  The review of the literature is divided into four main 

sections that include a) immigration b) Asian Indians c) quality of life, d) depression and 

anxiety.  The breakdown within each section will help clarify the importance of filling 

the gap in the literature. 

Immigration 

 Immigration is the process of individuals traveling from their native countries or 

the countries in which they were born to another country for a specific purpose.  This 

purpose could be tourism, education, employment, or settlement (Abramitzky & Boustan, 

2017).  People have to follow different application processes, fulfill different 

requirements, and present varying evidence in order for them to successfully migrate to a 
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new country (Androff, Ayon, Becerra, & Gurrola, 2011).  Even after taking the 

appropriate steps that are required, people could come across decision makers or agents 

in the embassy or at the airport that control their success in migration and can change the 

route of their journey (Teke & Navarro, 2018).  Although immigration is quite common 

around the world, the natives living in the Western industrialized countries assume more 

immigrants exist than what is true (Felter & Renwick, 2018).   

People that are more likely to migrate are individuals seeking a better economic 

opportunity.  They move to the U.S. and parts of Europe hoping to make better wages 

and are generally are from Central and South America, India, Sub-Saharan Africa, and 

Middle East (Migration Policy Institute, 2019).  Many individuals choose to move to 

another part of the same country or continent.  There is a trend around the world in terms 

of countries that are ranked as the destination country or the sending country in terms of 

immigrants and emigrants.  According to the United Nations Department of Economic 

and Social Affairs (2017), the U.S. is ranked first as the destination country, followed by 

Saudi Arabia, Germany, Russia, and United Kingdom.  This means that the U.S. has the 

highest immigrant population compared to other industrialized countries around the 

world.  India is ranked first as the sending country, followed by Mexico, Russia, China, 

and Bangladesh (United Nations, 2017).  This means that India has the highest migrant 

population compared to other countries around the world.  

Immigration Trends in United States 

 The U.S. was founded on July 4, 1776.  Prior to that, it was under the rule of 

Great Britain.  Hence, many people who came to the U.S. before the declaration of 

independence were British.  This explains why even after the U.S. became independent, 
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the first people to migrate into the U.S. were British (Alchin, 2018).  Immigration in the 

U.S. has happened in waves (Martin, 2014).  According to Martin (2014), initially, 

mostly English-speaking people from European countries arrived to the U.S. in the early 

1800s. Next, in the mid 1800s, more Irish and German immigrants came into the U.S.  

This was followed by a civil war between the Protestant and the Catholic church leading 

to a halt into immigration.  Then, in the late 1800s and early 1900s, more southern and 

eastern European immigrants came to the U.S. and began working in the factories.  When 

World War I began in 1914 followed by the Great Depression, European immigration 

began to slow and eventually paused until the mid 1900s (Martin, 2014).  However, 

according to Martin (2014), once World War II ended in 1945, many veterans returned 

with European spouses and Europeans resumed migrating into the U.S.  Finally, after 

1965, immigrants from Latin America and Asia began relocating to the U.S. with the 

number of immigrants coming into the U.S. increasing every year and decade.   

Immigration’s Impact on U.S. Economy 

 Immigrants generally arrive to the U.S. with the hopes of better economic 

opportunity (Peri, 2015).  People moving to the U.S. are generally those that can afford to 

come from their native countries as they have to cover the cost of the visa application, 

travel, and stay in the U.S (Lewis, Palk, & Tseng, 2017).  Hence, those moving to the 

U.S. generally belong to the working class or middle-class groups in their native 

countries. Additionally, in order for individuals to come to the U.S. undocumented, they 

have to be able to afford paying people helping them come into the U.S. undetected (Peri, 

2015).   
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Immigrants consist of low-skilled as well as high-skilled workers (Davies & 

Harrigan, 2018).  The low-skilled workers generally may not speak English and may get 

paid below minimum wage making less than the native low-skilled workers.  These 

immigrants generally are uneducated, live in poverty, lack health insurance, and may or 

may not be on welfare depending on their immigration status (Davies & Harrigan, 2018).  

Many immigrants, on the other hand, have modest levels of education and are considered 

high-skilled workers.  They join the labor market already knowing and having specialized 

skills allowing them to work alongside the American natives.  However, even in working 

with American born citizens, first generation immigrants may not make the same wages 

as American natives until second or third generation members of their family join the 

workforce (Camarota & Zeigler, 2016).  This may be because the gap in income leaves 

immigrants living in poverty for many years preventing children to receive high 

education and work white collar jobs.  Additionally, the process of acculturation, where 

second and third generation immigrants speak English without an accent and have 

adapted to the American way of life, allows them to fit into the U.S culture and society 

better without worries of immigration (Abramitzky & Boustan, 2017).   

 Immigrants contribute to the economy in various ways, even when they are 

unauthorized (Davies & Harringan, 2018).  In order to continue to reside in the U.S., 

individuals spend money on basic necessities, such as shelter, food, clothing, etc.  

Additionally, those that have a social security card and hold a job, pay taxes like most of 

the American natives (Kosten, 2018).  Many of these immigrants, based on their 

immigration status, may never receive the benefits of paying these taxes as they may not 

be eligible for social security benefits or welfare.  Hence, the taxes they are paying help 
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with state and federal resources that they may not be eligible to receive (Kosten, 2018).  

Along with paying various taxes, immigrants, who are actively working on obtaining or 

maintaining a legal status, continue to pay the government and lawyers for the 

immigration process (Lewis, Palk, & Tseng, 2017).  Immigrants who receive their 

education in the U.S. also contribute to the economy by paying for their education.  

Additionally, depending on their income once they graduate, they may pay more taxes 

due to higher income than their first-generation immigrant parents (Kosten, 2018).  

Immigrants are filling in the jobs that would be left unfilled if they did not exist in the 

U.S. (Davies & Harrigan, 2018).  Immigrants tend to spend more on goods and services 

than American born natives where much of the revenue goes back into the economy, in 

turn creating more jobs. 

 If immigrants, authorized or unauthorized, were not part of the U.S., the economy 

would suffer.  Small U.S. businesses as well as some of the large Fortune 500 businesses 

were founded by immigrants or children of immigrants (Davies & Harrigan, 2018).  

These businesses contribute towards creating more jobs in the U.S. that Americans may 

occupy.  Many of the crimes committed in the U.S. are done so by American natives as 

opposed to immigrants (Davies & Harrigan, 2018).  Some legislators focus on select 

crimes committed by immigrants and blame immigration for the high crime rates.  

However, the trends show that although the immigration rates have steadily increased in 

the U.S., the crime rates have not increased with the immigration rates (Davies & 

Harrigan, 2018).  Overall, immigrants leave their countries and homes and come to the 

U.S. for a better life and in doing so, they impact the U.S. economy positively allowing 

American natives to benefit from the taxes they pay. 
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Immigration Policies in United States 

 Several different immigration policies were developed in the U.S. during the 

1900s and early 2000s impacting various immigrant populations.  During 1921 and 1924, 

the Republican Party passed laws, National Origin Acts, to restrict the number of 

immigrants coming into the U.S. by setting low quotas or spots (Totten, 2018). The 1948 

Displaced Persons Act made 100,000 spots available for WWII refugees while the 1953 

Refugee Relief Act played an important role in allowing refugees from over populated 

countries to resettle in the U.S. to help stabilize and help with the recovery of countries 

after WWII (Totten, 2018).  According to Alchin (2018), the 1965 Hart-Cellar Act 

brought in an influx of immigrants because no quota or per-country limitations were 

placed on immigrants from the Western Hemisphere, bringing in immigrants from Asia, 

the Caribbean, and the Latin American countries.  The Refugee Act of 1980 allowed 

persecuted individuals to seek asylum in the U.S., bringing more immigrants from 

various parts of Asia and Latin America (Totten, 2018).  

In 1982, Plyler v. Doe decision in the Supreme Court guaranteed education for 

undocumented children.  However, differences in state legislation as compared to federal 

policy seems to threaten undocumented children’s access to education (Davidson & 

Burson, 2017).  Furthermore, Pierotte, Xie, and Baumer (2018) have found that there is 

state-level variation when it comes to implementing federal immigration policies based 

on the specific state’s experiences with immigration and the political party in control of 

state legislatures.  The 1986 Immigration Reform and Control Act granted legal status to 

all qualifying immigrants who entered the U.S. illegally before January 1, 1982.  The 

Immigration Act of 1990 focused on additions and changes to immigrant and 
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nonimmigrant visa programs, creation of Temporary Protected Status, and revised some 

mandated enforcement policies (Chishti & Yale-Loehr, 2016).  This led to an increased 

employment-based immigration in turn benefiting the U.S. economy.  The original 

version of DREAM Act was introduced to congress in 2001.  The purpose of the 

DREAM Act was to allow qualifying immigrant minors, referred to as DREAMers, to 

obtain conditional and then permanent residency (Cisneros & Lopez, 2016).  Several 

versions of the DREAM Act have been introduced in the congress since but none of them 

reached enough votes.  Various terrorist threats and attacks in the late 1990s and early 

2000s led to the passing of laws that impacted immigrants living in the U.S. as well as 

those attempting to come to the U.S.   

Current Political Environment Around Immigration in United States 

Since the 1900s, there has been a debate on whether the immigration system is 

beneficial to the U.S. as a whole.  The debate has focused on dealing with U.S. employers 

who request to sponsor foreigners to fill their jobs, and prevent entries of terrorists as 

well as unauthorized immigrants (Felter & Renwick, 2018).  Today, the immigration 

concern focuses mainly on unauthorized immigrants.  Although the number of 

unauthorized immigrants may have fallen during the recession in 2008, there may have 

been an increase again with economic improvement (Kosten, 2018).  There have been 

continuous debates between the Republicans and the Democrats on how to prevent 

unauthorized migration and deal with those unauthorized immigrants already residing in 

the U.S. (Felter & Renwick, 2018).  Many immigration reforms have been suggested but 

congress has not been able to a reach an agreement due to divide amongst members of the 

House and Senate.  According to Felter and Renwick (2018), the comprehensive 
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immigration reform that legislators came close to passing in 2013 addressed the issues of 

border security, interior enforcement, legal status of unauthorized immigrants residing in 

the country, and demand for low-skilled and high-skilled labor.  This bill would have 

provided a pathway to citizenship for many undocumented immigrants.  However, the 

bill did not receive a vote by the Republicans in congress.  

During his term, President Barack Obama took several actions such as Deferred 

Action for Childhood Arrivals (DACA) in 2012 and Deferred Action for Parents of 

Americans (DAPA) in 2014 (Felter & Renwick, 2018).  DACA allowed qualifying 

individuals below the age of 31 years who came to the U.S. before the age of 16 years to 

obtain a renewable work permit (Patler, & Laster, 2018).  DAPA, which was to benefit 

undocumented parents, was short lived as the Supreme Court ruled against it in 2016 

(Felter & Renwick, 2018).  The Obama administration was seen as ineffective in 

enforcing the removal of unauthorized immigrants.  During the elections, President 

Donald Trump made promises to take actions against unauthorized immigration and 

immigrants by deporting the existing undocumented immigrants, building a wall to 

secure the Mexico and U.S. border, and issuing a travel ban against Muslims (Felter & 

Renwick, 2018).    

While in office, President Trump has signed several executive orders.  According 

to Gomez (2018), these orders focus on border security by instructing to build a physical 

wall, interior enforcement increasing enforcement personnel and removal facilities, and 

terrorism prevention by issuing a travel ban preventing immigrants from countries such 

as Iran, Iraq, Libya, Somalia, Sudan, and Yemen from entering in to the U.S. for at least 

ninety days and indefinitely from Syria.  The annual quota for refugee admissions was 
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cut in half and the administration ended temporary protected status for Haitians, 

Nicaraguans, Hondurans, Salvadorans, and Nepalis.  In 2017, President Trump threatened 

to phase out DACA by early 2018 but was prevented to do so by the courts.  This was 

followed by the zero-tolerance policy at the southern border where authorities arrested 

and prosecuted unauthorized immigrants (Gomez, 2018).  Additionally, many children 

were detained and separated from their parents.  The family separation policy ended in 

June 2018.  Most recently in late 2018 and early 2019, the disagreements, related to 

immigration reform and border security, within congress led to the longest government 

shutdown in the history of U.S. impacting federal workers around the U.S. (Gomez, 

2018). In 2019, President Trump proposed a merit-based immigration bill proposes 

favoring applicants with desirable labor-market attributes using a selection system. 

According to Chishti and Bolter (2019), the selection system gives points for the 

following categories: youth, having a valuable skill, having an offer of employment, 

having an advanced degree, planning to create jobs, and earning higher wages. The 

immigrants under this status would need to learn English, demonstrate financial self-

sufficiency, and complete as well as pass a civics exam prior to entering the U.S. This 

proposal moves the U.S. away from a family-based approach similar to the RAISE Act 

bill proposed in 2017 that seeks to reduce the categories for family-sponsored 

immigration quota, approximately 1 million a year, in half (Gelatt, 2017).  

Commonly Found Immigration Statuses in United States 

 Although many immigration statuses exist within the U.S., for the purpose of this 

research the explanation of commonly found statuses will be divided into three 

categories: naturalized citizens, lawfully permanent resident (LPR), and non-immigrant 
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visa.  According to the Migration Policy Institute (2019), the immigrant population in the 

U.S. has increased overtime in number, going from approximately 2,250,000 million in 

the 1850s to approximately 45,000,000 million in 2017, 9.7% to 13.7% of the population 

respectively.  Approximately 700,000 immigrants went through the naturalization process 

in 2017, over 1,000,000 million immigrants became LPRs in 2017, and approximately 

700,000 are DACA recipients, although more than 1,000,000 million are eligible.  An 

estimated 11,300,000 million people make up the unauthorized or undocumented 

population in the U.S. Approximately 88.2% of the children born in the U.S. in 2017 had 

at least one immigrant parent.  Meanwhile the annual ceiling for refugees went from 

approximately 231,000 in 1980 to 45,000 in 2018 when only approximately 22,500 

refugees were admitted into the U.S. 

 The non-immigrant visa category consists of various temporary visa codes.  Of 

these, the most common ones to enter the U.S. include: B1Visa, B2 Visa, F1 Visa, and 

H1-B Visa.  In 2016, approximately 42 million individuals entered the U.S. on a 

nonimmigrant visa (Teke & Navarro, 2018).  At this time, most individuals, 

approximately 34 million, entered on B2 Visa which is the tourist visa where individuals 

are permitted to and within the U.S. for a period of time while approximately 4 million 

individuals entered on B1 Visa or the business visa.  Additionally, approximately 1 

million individuals entered on F1 Visa or student visa and close to 300,000 entered on 

H1-B visa or highly skilled worker visa (Teke & Navarro, 2018).   

 Individuals belonging to any of the non-immigrant visa category have the option 

of changing their visa status while only one can apply to be LPR.  People entering the 

U.S. on B1, B2, or F1 Visa are expected to return back to their native countries.  
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However, many either decide to overstay while others apply to switch their status to H1-

B visa (Zong, Batalova, & Hallock, 2018).  Switching to H1-B visa successfully can 

eventually allow individuals to apply to be LPR.  There are issues associate with applying 

to the H1-B visa status.  According to Zong, Batalova, and Hallock (2018), there is a cap 

by the government in terms of employment-based visas of 140,000 per year worldwide.  

Additionally, only 7 percent of the total visas can be given to applicants from any one 

country, approximately 25,600 visas. Another issue is related to backlog in processing 

applications.  For example, in February 2018, the U.S. was still processing employment-

related visa application from 2006 (Zong, Batalova, & Hallock, 2018).  Furthermore, 

there were approximately 150,000 individuals whose employment-sponsored applications 

were on the waiting list, generally because no visas were available for the U.S. to grant to 

these individuals based on their country or type of employment.  Additionally, issues of 

backlog can also be found for individuals seeking to apply for LPR status while on H1-B 

visa status causing individuals to keep renewing their H1-B visa status, become 

undocumented, or return back to their native countries (Zong, Batalova, & Hallock, 

2018). 

Asian Indians 

 South Asia is the most southern region of the continent of Asia. Great Britain 

controlled most of Asia until the 20th century when most countries gained independence.  

South Asia is made up of eight countries that include: Afghanistan, India, Pakistan, 

Bangladesh, Sri Lanka, Nepal, Bhutan, and Maldives. South Asia has a population of 

approximately 2 billion people. India is the largest country of South Asia and currently 

has the second highest population in the world.  Pakistan is the second largest country in 
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South Asia and has the sixth highest population in the world (Lopez, Cilluffo, & Patten, 

2018).  As mentioned earlier, India is ranked first as the sending country.  Meaning, 

Indians are the primary migrants in the world. 

Asian Indians in the United States  

 Asians are the second largest immigrant population in the U.S. (Lopez, Cillufo, & 

Patten, 2018).  Nearly 4.3 million South Asians live in the U.S.  South Asians make up 

one of the largest Asian American ethnic groups in the U.S. and are the fastest growing 

population (South Asian American Leading Together, 2015). Indians make up 80% of the 

South Asian population in the U.S. There were close to 4 million Indians, 500,00 

Pakistanis, 200,000 Bangladeshis, 60,000 Sri Lankans, 140,000 Nepalese, and 24,00 

Bhutanese living in the U.S. in 2015 (Lopez, Cillufo, & Patten, 2018). 

Immigration Status Among Asian Indians in United States 

Approximately 95,000 immigrants from South-Central Asia went through the 

naturalization process in 2017, 150,000 immigrants from South-Central Asia became 

LPRs, and there is a total of approximately 1,800,000 immigrants in the U.S. from Asia 

that are unauthorized (Migration Policy Institute, 2019).  There is limited data on 

immigration for South Asian countries other than India.  According to Martin (2014), 

there are approximately 450,000 undocumented Indians living in the U.S., out of which 

20,000 Indians are eligible for DACA.  From the eligible Indians who could have applied 

to DACA, only 28% applied.    

Asian Indians in the Labor Force within United States  

 As mentioned above, there is limited data on immigrants from South Asian 

countries other than India.  Indians began arriving to the U.S. in the early 19th century as 
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low-skilled farm laborers.  According to Zong and Batalova (2017), migration from India 

increased between 1965 and 1990 due to legislative changes that removed quotas and 

introduced H1-B and F1 visas.  In 2016, Indians were the second largest group to enter 

the U.S. on F1 visa and the largest group to enter the U.S. on H1-B visa.  Many Indian 

immigrants are highly educated and have strong English skills.  Indian immigrants are 

represented in the fields of science, technology, engineering, and math (Zong & Batalova, 

2017).  Indian immigrants are better educated, more likely employed in management 

positions, and have higher household incomes compared with overall foreign- and native-

born populations.  With Indians having high educational attainment, they are able to use 

this to their advantage and enter the U.S. on F1 or H1-B visa status and often stay to 

pursue permanent residence.  Approximately 68% Indian immigrants were in the labor 

force with in the U.S. in 2015 and were twice as likely to be employed in management, 

business, science and arts (Zong & Batalova, 2017).  

Quality of Life 

 Quality of life is the overall well-being and life satisfaction of individuals. It 

could include areas such as: physical health, family education, employment, wealth, 

safety, security, freedom, religious beliefs, and environment (World Health Organization, 

2019).  It is a sense of happiness that is subjective and could vary based on personal 

preference.  However, family life, health, safety, employment, and financial security can 

play a crucial role in determining an individual’s satisfaction with life.  Culture and value 

system can be salient features in the context in which the person lives and can determine 

the individual’s goals, expectations, standards, and concerns (World Health Organization, 

2019). Quality of life can be complex to measure due to the various components 
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involved.  However, it evaluates a person’s overall well-being as opposed to just one 

aspect of the person’s life. Since this concept is subjective, it is possible for a person 

suffering in one area to have a lower quality of life compared to a person suffering in 

more areas depending on the importance of those components in their lives.  

Quality of Life in United States 

 Quality of life in the U.S. is based on the cities and states in which people live.  

The general areas that help determine quality of life is based on health care, cost of 

living, crime rate, pollution, climate, traffic commute time, and property values compared 

to income (Bouvier, 1996).  Hence, the quality of life is inconsistent in the U.S. as each 

city and state differs in these areas.  For example, the climate varies in different states and 

that can impact the environment.  Additionally, the population size, the traffic, pollution, 

and air and drinking water quality can also impact the environment in which people.  

Further, the more industrialized and heavily populated the state, the higher the cost of 

living.  Although the income may be high, the property value and cost of living may also 

be high. The states that have a lower quality of life also generally have poorer education 

and health care system impacting the overall quality of life (Bouvier, 1996). 

Quality of Life of Immigrants in United States 

 Learning English, obtaining education, having a strong work ethic, and 

integrating into the U.S. culture and society are important goals for immigrants living in 

the U.S. in order for them to have a successful life (Farkas, 2003; Gee & Ponce, 2010). 

Wallace and Wu (2018) found that immigration and quality of life in the U.S. are based 

on immigrant concentration and immigrant diversity.  Specifically, the authors found that 

when there is a presence of large and concentrated populations of immigrants, there tends 
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to be negative effects on urban quality of life: economic well-being, social well-being, 

healthy living, and urban mobility.  Additionally, they found that when there is a 

presence of large and diverse populations of immigrants, there tends to be positive effects 

on all four dimensions of urban quality of life.  The opposite is also true that immigrant 

diversity is higher when urban quality of life is higher.   

Quality of Life of Asian Indians in United States 

 Asian Indians find several benefits of living in the U.S. compared to the countries 

from which they come. The positive aspects of residing in the U.S., as related to quality 

of life, for Asian Indians include: more money, educational and employment 

opportunities, and lower pollution (Farkas, 2003). One of the reasons Asian Indians move 

to the U.S. is for better income and more money. The conversion rate of U.S. dollars to 

Asian Indian currencies allows them to be able to send money back home to other family 

members and cover the costs of living in the U.S. Although there are good colleges and 

universities in India, the other South Asian countries lack a good education system (Daga 

& Raval, 2018). Asian Indians tend to go into the fields of science and technology for 

which there is a need of employees in the U.S. (Zong, Batalova, & Burrows, 2019). 

Pollution and the living environment in India are poor compared to the U.S. where the air 

quality is better.  

The negative aspects include: lack of social life, cultural differences, monotony, 

connection with Americans, and immigration issues which could also limit travel to home 

country (Farkas, 2003). Immigrants may leave their friends and families to migrate to the 

U.S. Resettlement can be lonely while impacting social interaction with loved ones 

(Outten & Schmitt, 2015). Communication with friends and families back home is 
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possible with the use of technology but immigrants are cut off from physical interaction. 

Cultural differences, such as celebration of specific holidays relevant to the countries 

from which they come, create a sense disconnect. Immigrants can celebrate the holidays 

of their culture but since it is not recognized as a holiday in the U.S., people do not get a 

day off from work and the celebration generally ends up being small (Jimenez, 2011). 

Life in the U.S. can become routine, especially based on immigration status, to where 

individuals may wake up, go to school or work, and go back home. The relationship 

immigrants have with people who are from the same country as them versus the U.S. 

natives can look different to where immigrants may feel out of place until the 2nd or 3rd 

generation of immigrants (Outten & Schmitt, 2015). Immigrants, depending on their legal 

status, cannot easily travel back to their home countries to visit their families or friends. 

This can also impact their quality of life because they may feel cut off from the country 

and culture that they were born into.  

Quality of Life Based on Immigration Status in United States 

How well immigrants integrate into American life is indicated by language 

proficiency, socioeconomic attainment, residential locale, social interaction, and political 

participation (Jimenez, 2011). Full integration into U.S. society and economy generally 

takes more than one generation. Furthermore, progress among different immigrant groups 

is uneven especially when taking immigration status into account.  The unauthorized 

population, for example, faces a barrier in integration socially, economically, and 

politically (Jimenez, 2011). Immigrants who are not naturalized citizens in the U.S. are 

not eligible to vote and therefore, cannot participate in political decisions. Immigration 

status also contributes to level of formal education and English-language ability 
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impacting employment status and income (Gee & Ponce, 2010). This, in turn, impacts 

access to health care and social integration.  The poverty rates are also higher among 

immigrants based on their legal status limiting their resources and the type of 

environment in which they can live. 

Depression and Anxiety 

 Depression is a commonly occurring mood disorder around the world. According 

to the World Health Organization (2018), approximately 300 million people around the 

world have depression and it is the leading cause of disability globally.  Depression, 

when severe, can lead to suicide, which is the second leading cause of death in 15-29-

year-olds.  Generally, more women are affected by depression than men.  The DSM-5 

provides a clear definition for a major depressive episode by specifying the duration and 

the symptoms (American Psychiatric Association, 2013).  The symptoms can include 

sleep issues, change in appetite, decreased energy, difficulty concentrating, psychomotor 

agitation, and recurrent thoughts of suicide.  In addition to at least five of the symptoms, 

the person has to experience at least two weeks of depressed mood or loss of interest or 

pleasure.  Depression can impair the person’s functioning in social, occupational, or 

educational settings.  Although there are effective treatments for depression, many people 

around the world do not receive treatment due to lack of resources, lack of trained 

providers, and social stigma related to mental disorders (World Health Organization, 

2018).  Additionally, people are often misdiagnosed as either having or not having 

depression.  Depression can result from numerous factors, social, psychological, 

biological, and environmental.  Physical health issues can also lead to depression and 



 

 

35 

vice versa.  Counseling using various theoretical approaches and/or antidepressant 

medication can be used to treat symptoms of depression.   

 Depression can be caused by a many different factors. Common causes for 

depression include: genetics, stressful life events, loss and trauma, seasonal changes, 

medical issues, and medications (World Health Organization, 2018).  According to 

Harvard Health Publishing (2017), temperament, which is based on genetics, can 

determine how resilient a person is during difficult life events.  Additionally, its 

mentioned that stressful life events can play an important role in depression. Stress can 

trigger a chain of chemical reactions and responses in the body resulting in depression.  

Trauma and loss can increase stress which, in turn, can lead to depression.  Furthermore, 

people can develop depression with the season’s change to where limited exposure to 

daylight can impact mood. In addition, certain medical issues can impact hormone levels 

as well as the severity of treatment and the risks involved with the medical issue can be 

associated with and trigger depression.  Sometimes the side effects of certain medications 

can affect mood and lead to depression.   

 Nearly 50% of all people diagnosed with depression are also diagnosed with 

anxiety disorder (National Institute of Mental Health, 2017b).  1 in 13 people globally 

and an estimated 275 million people suffered from anxiety in 2016 (Ritchie & Roser, 

2018; World Health Organization, 2018).  Similar to depression, more females than 

males suffer from anxiety.  Anxiety comes in many forms including generalized and 

social anxiety, panic disorder, specific phobias, obsessive-compulsive disorder, and 

posttraumatic stress disorder.  Occasional anxiety is normal but also temporary. The 

DSM-5 provides a clear definition for various forms of anxiety and how they impact 
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social, occupational, and educational areas of a person’s life (American Psychiatric 

Association, 2013).  Anxiety is excessive worry about personal health, school, work, 

social interactions, and everyday routine.  The symptoms can include restlessness, 

fatigue, difficulty concentrating, irritability, muscle tension, difficulty controlling feelings 

of worry, and sleep problems. Anxiety can be more severe and cause panic where an 

individual can experience elevated heart rate, sweating, shaking, shortness of breath, and 

feelings of being out of control.   

 Risks for anxiety can be associated with multiple factors (National Institute of 

Mental Health, 2018).  Genetic and environmental factors can trigger an individual to 

have anxiety.  Temperamental traits, such as shyness, can increase anxiety symptoms.   

Stressful live events and exposure to trauma can increase worry and irrational beliefs.  

Fear of an object, a place, a person, or an activity, can also create unmanageable anxiety.  

Similar to depression, medical issues can lead to anxiety.  Furthermore, the use of 

substances, caffeine, or medications can trigger symptoms of anxiety.   

Overall Prevalence of Depression and Anxiety in United States 

 Depression is one of the most common mood disorders found within the U.S.  

According to Ritchie & Roser (2018), approximately 5.17% of the total population 

suffered from depression in 2016.  Depression is more common among females than 

males.  6.44% females suffered from depressive disorders in 2016, while only 3.81% 

males suffered from depressive disorders.  16.2 million adults, approximately 6.7% 

adults, in the U.S. have experienced depression in the past year (National Institute of 

Mental Health, 2017b).  The prevalence of adults with a major depressive episode was 

highest among individuals between the ages of 18 and 25 years, approximately 10.9% 
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(Brody, Pratt, & Hughes, 2018).  Furthermore, the prevalence was highest among adults 

who were biracial or multiracial, approximately 10.5%.  Approximately 37% of adults 

suffering from depression in 2016 did not receive any form of treatment.    

 Anxiety is another common mental illness in the U.S. impacting approximately 

18.1% or 40 million adult population every year (National Institute of Mental Health, 

2017a).  People suffering from anxiety are more susceptible to using alcohol and drugs.  

Women are twice as likely than men to suffer from generalized anxiety.  Of all the 

various forms of anxiety listed earlier, specific phobia is the most common while 

obsessive compulsive disorder is the least common.  Approximately one third of the 

affected U.S. population seeks treatment for anxiety and only 10% of those individuals 

receive appropriate and effective treatment. 

Trends Among Immigrants in United States 

 There appears to be a difference of the prevalence of mental illness among the 

foreign-born population living in the U.S. as compared to the people from different ethnic 

groups born within the U.S.  Shekunov (2017) completed a review of existing literature to 

find the prevalence of psychiatric disorders among immigrants. The author found that 

foreign-born Mexican Americans and Asian Americans had higher prevalence rates for 

mental illness as compared to U.S-born individuals.  Risk was lowest for foreign-born 

Asian Americans in the years before immigration as well as if the arrival to the U.S. was 

after the age of 13 years.  Furthermore, the author found that immigrant Black Caribbean 

men had higher rates of mood and anxiety disorders than African American men.  It was 

also discovered in the author’s review that lifetime prevalence rates increased with each 

generation.  
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 Lindert, Ehrenstein, Priebe, Mielck, and Brahler (2009) completed a meta-

analysis to examine the prevalence rates of depression and anxiety among refugees and 

labor migrants.  In the meta-analysis, it was found that the combined prevalence rates for 

depression was 44% among refugees while 20% among labor immigrants.  Additionally, 

it was found that the combined prevalence rates for anxiety was 40% among refugees 

while 21% among labor immigrants.  Furthermore, it was found that when there were 

fewer financial stressors for labor immigrants, the prevalence of depression and anxiety 

symptoms was lower.   

Trends Among Asian Indians in United States 

 The research is limited in studying Asian Indians and the prevalence of mental 

health issues among them.  Inman, Devdas, Spektor, and Pendse (2014) completed a 

content analysis of psychological research over a span of approximately 30 years (1980-

2012) to understand what exists, in terms of literature, in regards to the Asian Indian 

American community.  It was found that this is an understudied group and the research 

that exists for this group, focuses on acculturative stress, identity, domestic violence, 

interpersonal dynamics, and psychological health.  It was also found that among the 

South Asians, the Asian Indians were studied more often than people from other parts of 

that region.   For example, Nath, Ahmad-Stout, and VanLeer (2018) took research 

findings from the United Kingdom in order to apply it to the South Asian community in 

the U.S.  In their study regarding the beliefs of suicide among Asian Indians in the U.S., 

they found that various demographic variables impacted individuals’ beliefs about 

suicide.  Specifically, attitudes towards help seeking contributed to the relationship of 
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reasons for living and beliefs about suicide but level of acculturation did not have a 

significant contribution to the relationship.   

Masood, Okazaki, and Takeuchi (2009) used the data from the National Latino 

and Asian American study to examine the prevalence rates of disorder and distress for 

Asian Indian Americans.  They found gender differences when examining psychological 

distress among Asian Indian Americans.  Specifically, they found that women had higher 

levels of distress when they lacked extended family support while men had higher levels 

of distress when they had a lower community social position and greater conflict with 

family culture.  In order to have a better understanding of Asian Indians and mental 

health, this author also searched for literature that examined this topic in North America 

as a whole.   

According to Islam, Khanlou, and Tamim (2014), Asian Indian population is also 

understudied in Canada in terms of the prevalence rates of mental health issues.  In their 

study, the authors found that Asian Indian immigrants experience higher rates of anxiety 

and distress from life stress as compared to the Canadian-born populations.  They found 

that socioeconomic status, acculturative, and health as well as behavioral factors were 

important in determining mental health outcomes among Asian Indians in Canada.  

Further, they found that the mental health outcomes in Asian Indians varied based on 

immigration status.  Veenstra and Patterson (2016) examined health inequalities in 

Canada among Asian Indians and Whites as it relates to gender and immigration status.  

They found that Asian Indian immigrants had poor overall health regardless of gender 

compared to White Canadians due to acculturative stress, including language barrier and 

discrimination. 
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Trends Based on Immigration Status in United States 

There is limited research on how immigration status may impact the mental health 

of immigrants, specifically as it relates to anxiety and depression, in the U.S.  The Asian 

Indian population, further, is understudied in terms of this topic.  Schools, colleges, 

universities, and places of employment may turn immigrants away due to their 

immigration status or due to their ethnicity.  In addition, individuals may fear deportation 

for themselves or their family members who may be undocumented.  The fear of 

deportation can cause social isolation and lead to trauma (Benuto, Casas, Gonzalez, & 

Newlands, 2018). This could present itself with symptoms of anxiety and depression 

impacting different aspects of their lives.  The refugee population, for example, 

especially children, are at a high risk of mental health difficulties including: social 

withdrawal, inattention, nightmares, behavioral issues, depression, anxiety, and 

posttraumatic stress disorder (PTSD) (Thomas & Stubbe, 2017).  Furthermore, the 

refugee children, compared to other immigrant or U.S. born children, have experienced 

more types of trauma exposure and have higher rates of dissociative symptoms, grief, 

phobias, and violence exposure. 

Much of the research related immigration and mental health is done with the 

Mexican and Latino population in the U.S. and does not always focus on depression and 

anxiety.  Cano, et al. (2016) examined the relationship between immigration stress and 

alcohol use severity among recently immigrated Hispanic adults.  They found that 

immigration status did not moderate the relationship between immigration stress and 

alcohol use severity potentially because of the city, Miami, where the study was 

conducted.  This implies that immigration status could play more or less of a role 
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depending on the geographical location of the immigrant within the U.S.  Lyubansky, 

Harris, Baker, and Lippard (2013) conducted structured interviews with the Latino 

population in Georgia to identify the experiences of undocumented immigrants with their 

counterparts who were documented.  The authors found significant differences in 

education, income, and access to health and other services as well as higher levels of 

poverty.  Additionally, they found that those with undocumented status were more likely 

to face increased amounts of legal barriers and prejudice.  Enriquez (2015) completed a 

qualitative study with a Latino population in California to examine how immigration laws 

affect undocumented parents and their U.S. citizen children.  The author found that the 

limitations of being undocumented, such as threat of deportation, inability to obtain a 

driver’s license or employment, and limited opportunities to travel also serve as a 

multigenerational punishment for the citizen children due to the relationship they have 

their parents.   

Garcini, Pe, Thania, Fagundes, and Klonoff (2017) completed a case study with 

an 18-year-old immigrant from Mexico. They found DREAMers are at a higher risk for 

psychological distress and diminished quality of life and live in constant fear of 

deportation and experience voicelessness, invisibility, and limited opportunities.  

Stacciarini, et al. (2015) completed a case study with a 30-year-old immigrant from 

Mexico. They found themes of fear, depression, social isolation, family stressors, 

discrimination, geographic mobility, belonging on a community level, and fear of status 

and deportation.  Raymond-Flesch, Siemons, Pourat, Jacobs, and Brindis (2014) 

conducted 9 focus groups in California with DACA-eligible Latinos aged 18-31 years. 

They found that participants avoid health care system, first seeking help from family 
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members and community healers due to cost, have limited knowledge, lack of driver’s 

license, mistrust providers and fear discrimination and deportation.  Benuto, Casas, 

Gonzalez, and Newlands (2018) interviewed 8 Latinos ages 19-27 years from a city in 

Western US on DACA status. They found that undocumented youth experience many 

hardships such as psychological distress, concerns with educational success, and cultural 

vacillation but persevere due to their resiliency.   

Patler and Pirtle (2018) used cross-sectional survey data from 487 Latino 

immigrant young adults in California. They found that there are positive emotional 

consequences of transitioning out of undocumented status.  Venkataramani, Shah, O-

Brien, Kawachi, and Tsai (2017) did a quasi-experimental study using nationally 

representative, repeated cross-sectional national survey data that included non-citizen, 

Hispanic adults ages 19-50 years with a sample size of approximately 20,000. They 

found that introduction to DACA led to meaningful reductions in symptoms of 

psychological distress among DACA-eligible individuals. However, no improvements in 

self-reported overall health was found.  De Trinidad Young and Pebley (2017) conducted 

a quantitative analysis to examine the extent to which mental and physical health varied 

among the Latino population in an area of California based on their legal status.  The 

authors also took duration of time in the U.S. into account as one of the variables.  They 

found no significant differences between health of undocumented, documented, and U.S.-

born Latinos, when duration was not considered.  However, they found that the self-

reported health was worse for shorter duration for undocumented Latinos compared to 

U.S. born.   
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Sudhinaraset, Ling, To, Melo, and Quach (2017) conducted a study in Northern 

California which included 4 focus groups and 24 in-depth interviews with 32 Asians and 

Pacific Islander young adults. They found high community distrust due to high levels of 

discrimination and threats of deportation as well barriers in access health services.  On 

the other hand, Filion, Fenelon, and Boudreaux (2018) used a cross-sectional national 

survey data from 39,918 adolescents ages 10-17. They found that non-citizen adolescents 

experience better mental health outcomes than US born citizens. The mental health status 

of foreign-born citizens is indistinguishable from that of the US born.  Im, et al. (2015) 

explored the relationship between immigration transition and depressive symptoms 

among Hispanic, Asian, African American, and White women in the U.S.  The authors 

found that immigrants reported fewer depressive symptoms than nonimmigrants, 

supporting the healthy migrant effect (explained in the following section).  Additionally, 

the authors stated that immigration status may not be enough to reflect on immigration 

transition of women due to other aspects that may influence their moods and emotions.  

Further, there were no significant differences in individual depressive symptoms by 

immigration status except in the Asian ethnic group.  Asian immigrant group reported 

lower depressive symptoms than Asian non-immigrants.  Allen, McNeely, and Orme 

(2016) also found no difference in the relationship between depressive symptoms and 

self-reported health across all racial/ethnic groups and immigration generation groups.  

Migration and Acculturation Theories 

Moving to a new country can be positive as well as negative.  The process of 

migrating to the U.S., although could come with better economic opportunities and a 

sense of safety, can be challenging (Gielen & Roopnarine, 2016).  In searching the 
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literature on depression and anxiety among immigrants, the concepts and theories related 

to acculturation appeared quite often.   Acculturation is the change in an individual’s 

cultural context that is experienced firsthand and can affect the individual’s psychological 

and social well-being (Fang, Friedlander, & Pieterse, 2016; Titzmann & Lee, 2018; Ward 

& Geeraert, 2016).  Acculturation can look different for different immigrants and can 

create identity confusion (Lui, 2018).  Children may feel torn between following the 

family’s cultural values and the values of the country in which they now live.  

Additionally, acculturation can be accompanied by prejudice and discrimination making 

it difficult for children to adapt and causing mental health issues (Gielen & Roopnarine, 

2016).  On the other hand, acculturation can be positive if children are educated, 

supported, and accepted by those around them (Fiske, Gilbert, & Lindzey, 2010).  It can 

allow them to be tolerant of different cultures and be open to learning and experiencing 

the best of both worlds.    

Children and adolescents as well as adults may face discrimination on various 

ecological levels causing them anxiety and stress (Barajas-Gonzalez, Avon, & Torres, 

2018).  They may be criticized because of their language and appearance.  They may be 

teased for being from another country because of the socialization taking place currently 

in the U.S. against immigrants.  They may hear negative messages or witness acts of 

violence against other immigrants.  Marginalization can also occur on systemic levels 

limiting opportunities for a better future (Stacciarini, et al., 2015).   

Acculturation can have an impact on an individual on various levels in an 

ecological context.  According to Ward and Geeraert (2016), acculturation can create 

stress between children and parents on a family level, influence schooling and 
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employment opportunities on an institutional level, and impact policies and prejudice on 

a societal level.  Negative acculturation effect theory assumes that immigrant health 

declines with longer stay in the U.S. because of adaptation to the American lifestyle (Ro, 

2014).  Ro (2014) reviewed studies to find support for negative acculturation theory and 

found that it is unclear whether length of stay in the U.S. impact Asian immigrants’ 

health patterns.  More research needs to be done to determine if acculturation and 

assimilation truly level out for immigrants the longer they stay in the U.S. because they 

become accustomed to the American culture.   

Another concept to consider when talking about acculturation is acculturation 

stress. Cervantes, Gattamorta, and Berger-Cardoso (2018) examined the difference in 

immigration related acculturation stress impacting the mental health of Hispanic/Latino.  

Acculturation stress is the distress individuals experience when adopting to a country 

other than their native country.  The authors defined acculturation stressors to include: 

language efficiency, gender roles, employment expectation, and modifying their 

behaviors and characteristics from their country of origin to the country in which 

immigrants now live. The authors found that the presence of acculturation stress among 

Mexican and Latino immigrants was highly associated with depression symptoms.   

Acculturation has also been viewed from the developmental perspective as it 

relates to immigrants and their health.  Ramakrishna, Barker, Vervoordt, and Zhang 

(2018) used Maslow’s hierarchy of needs to examine how the developmental stage, in 

terms of acculturation, can contribute to immigrant adaptation.  They found that low-

acculturated immigrants have lower needs and operate at a lower stage while individual 

that are high-acculturated immigrants have higher needs and are exposed to more diverse 
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interests.  Titzmann and Lee (2018) used the developmental psychology theory to view 

the process of acculturation in adolescent immigrants to help with the understanding of 

how biological, social, and psychological changes in development are associated with 

healthy adaptation.   

Another theory to consider when discussing acculturation is the acculturation gap-

distress theory.  This theory states that parent and child mismatch can lead to greater 

conflict among immigrant families increasing the risk for psychological problems.  Lui 

(2018) studied how acculturation conflict among Asian American families may be 

explained by the acculturation gap-distress theory.  The author found that during 

development, Asian Americans who presented with depression, anxiety, or behavioral 

issues were more likely to experience intergenerational conflict and perceive discrepant 

acculturation statuses; hence, this did not support the acculturation gap-distress theory.  

The diathesis-stress model of social anxiety states that the environmental stressors 

contribute to the onset and maintenance of social anxiety.  Keeping that in mind, Fang, 

Friedlander, and Pieterse (2016) found that first-generation Chinese immigrants 

experience high social anxiety as they navigate through the U.S. culture, language, and 

social environment.  The authors found that acculturation, enculturation, perceived 

English fluency, discrimination, and personality traits (neuroticism and extraversion) 

predicted self-reported social anxiety among Chinese immigrants.  Tummala-Narra, 

Alegria, and Chen (2012), on the other hand, focused on how the experiences of 

acculturative stress and discrimination could be associated with depression among South 

Asians.  They found that perceived discrimination was positively associated with 



 

 

47 

depression for South Asians but family support appeared to have moderated the 

relationship between the two.   

In addition to acculturation, the healthy migrant effect was another theory that 

was used to explain mental health among immigrants.  However, in research it appears 

that this theory has mainly been examined in countries other than the U.S.  The healthy 

migrant effect assumes that immigrants have better overall health compared to the native 

people of the country.  The research related to this hypothesis in the U.S. has been 

contradictory in terms of finding higher rates of psychosis among immigrants while those 

rates contradict the presence of psychiatric disorders in the countries from which the 

immigrants came (Shekunov, 2017).  Dhadda and Greene (2018) found that the 

immigrant participants, comprised of Black-Caribbean, Indian, Pakistani, and 

Bangladeshi ethnic groups, were significantly less likely than non-immigrant participants 

in England to have a common mental disorder, such as depression and anxiety.  

Additionally, Rivera, Casal, and Currais (2015) found that immigrants living in Spain for 

less than 10 years have better mental health than the national population.  However, the 

mental health for immigrants tended to decline with longer stay.  Lee (2018) also found 

that although immigrant groups vary in their mental health outcomes among Australian 

adults, the disparities among immigrants and the healthy immigrant effect decreased as 

immigrants adapt to the new culture and based on generational differences.   

Gaps in Literature 

 Part of acculturation includes stressors related to immigration, such as 

immigration status.  Much of the literature found focuses on the impact of acculturation 

and immigration stress on the mental health of immigrants.  However, there is limited 
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research on how different immigration statuses vary in the prevalence of depressive and 

anxiety symptoms as well as quality of life.  Additionally, the research seems to focus 

heavily on the Latino and Mexican population while the Asian, specifically the Asian 

Indian, population is understudied.  For example, Torres, Santiago, Walts, and Richards 

(2018) reviewed immigration policies as it related to the Mexican and Central American 

immigrant population and its relationship to mental health among documented and 

undocumented immigrants.  The authors provided ways in which positive policies and 

interventions can help change the impact of immigration stress on mental health in this 

population.  However, their review is limited to a specific immigrant population.  With 

India being the number one sending country, in terms of people migrating to other 

countries from within this area of the South Asian region, the presence of this group 

continues to increase in the U.S.  Refugees from countries such as Sri Lanka, Bangladesh, 

Bhutan, and Afghanistan, found in the South Asian region, continue to relocate to other 

parts of the world, including the U.S.  Examining the impact of immigration status and 

the length of stay on the prevalence of depressive and anxiety symptoms as well as 

quality of life among Asian Indians can add to the literature in a significant way by filling 

in the gap.  It can allow mental health professionals as well as immigration policy makers 

to search for better approaches and solutions in helping the Asian Indian population as 

well as the immigrant population as a whole. 
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CHAPTER 3 

METHODOLOGY 

 The purpose of this study was to determine if there is a difference between 

various immigration statuses and length of stay on the quality of life, the presence of 

symptoms of depression, and the presence of symptoms of anxiety among Asian Indians 

in the U.S.  The present study attempted to answer the following research questions to 

examine the impact of immigration status and length of stay on Asian Indians as it relates 

to the symptoms of depression and anxiety as well as quality of life: 

 Research Question 1: Is there an impact of immigration status on the presence of 

symptoms of depression, the presence of symptoms of anxiety, and quality of life among 

Asian Indians in the U.S.? 

 Research Question 2: Is there an impact of length of stay on the presence of 

symptoms of depression, symptoms of anxiety, and quality of life among Asian Indians 

in the U.S.? 

 Research Question 3: Is there an interaction effect of immigration status and the 

length of stay in the U.S. on the presence of symptoms of depression, the presence of 

symptoms of anxiety, and quality of life among Asian Indians in the U.S.
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Research Hypothesis 1: There is a significant impact of immigration status on the 

presence of symptoms of depression, the presence of symptoms of anxiety, and quality of 

life among Asian Indians in the U.S. 

 Research Hypothesis 2: There is a significant impact of length of stay on the 

presence of symptoms of depression, the presence of symptoms of anxiety, and quality of 

life among Asian Indians in the U.S. 

 Research Hypothesis 3: There is an interaction effect of immigration status and 

the length of stay in the U.S. on the presence of symptoms of depression, the presence of 

symptoms of anxiety, and quality of life among Asian Indians in the U.S.? 

Rationale for Quantitative Study 

This study used a quantitative survey method design for data collection.  This 

design allowed the researcher to measure the findings using SPSS when the data 

collection is complete.  This design is beneficial because the turnaround rate for data 

collection is faster and it is not as time consuming compared to other methods.  Although 

this design was first used in natural sciences through scientific methodology, it can bring 

objectivity to this study (Harwell, 2011). The postpositivist approach allows the 

development of numeric measures in studying human behavior in which causes can affect 

the outcome and the ideas can be reduced to specific variables that are testable (Creswell 

& Creswell, 2018). Additionally, the researcher was able to reach a wider pool of 

subjects via the Internet allowing the researcher to obtain a large sample size in a short 

period of time.  Finally, the researcher was able to use Qualtrics available through Mercer 

University. This platform allowed the researcher to design a self-report survey that 

utilized existing instruments as well as created restrictions to where only eligible 
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participants meeting the set criteria were able to continue the survey. The limitation of 

this design included sampling error where the individuals included in the sample may not 

represent the characteristics of the population of study making it difficult to generalize 

the results. Another limitation was the nonresponse error creating missing data from the 

lack of response from all individuals in the sample. Additionally, there could also have 

been some influence from the social desirability effect leading the respondents to 

misreport or falsify responses as the survey was a self-report. Participants also had 

limited response choices and the researcher was unable to control the environment in 

which the participants responded to the survey. 

Chapter Organization 

 This chapter presents the methodology used in the study.  The chapter will begin 

with a discussion of the participants including the inclusion criteria, recruitment, and 

selection.  This section will also clarify the rationale for number of participants.  Next, 

the instruments section will provide an explanation of the demographic questionnaire as 

well as the instruments used in the study including the Depression Anxiety Stress Scale 

(DASS) - 21, and the World Health Organization Quality of Life (WHOQOL) – BREF. 

This section will justify the use of these instruments by discussing reliability, validity, 

appropriateness, and how each links to the dependent variables.  Then, the procedures 

section will outline the IRB process including confidentiality, recruitment, and data 

collection.  Finally, the data analysis section will discuss the rationale for using a 

multivariate analysis of variance (MANOVA).   

Participants 
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 Participants in this study were categorized into three groups based on their current 

immigration status as they reside in the U.S.: naturalized citizens, lawful permanent 

resident (LPR including EAD), and non-immigrant visa.  Naturalized citizens were 

individuals who are considered U.S. citizens and have a U.S. passport as well as rights, 

similar to the U.S. born citizens, and were born in India.  LPRs were individuals who 

have been granted a green card, allowing them to travel out of the country, and were born 

in India.  Individuals with EADs have a work permit authorizing them to work in the U.S. 

The non-immigrant visa group included individuals currently on B1, B2, H-1B, F1, T, 

and U visas. The length of stay consisted of three groups: 1-10 years, 11-20 years, and 21 

or more years.  

The participants were recruited using stratified random sampling and snowball 

sampling. Stratified random sampling is a technique which involves dividing the 

population into subgroups or strata and randomly selecting participants from the different 

strata. In this study, the Asian Indian population was divided into subgroups based on 

immigration status because this sampling method guarantees inclusion of all participants 

and is effective in examining between group differences. Snowball sampling is a 

technique in which participants are asked to help identity other potential subjects.  In this 

case, the participants were asked to simply pass on the survey announcement to those 

potential subjects without providing identifying information to the researcher. Only 

individuals who were currently residing in the U.S. who were born in India and belonging 

to one of the three immigration status categories (naturalized citizens, LPR/EAD, and 

nonimmigrant visa) were recruited.  Additionally, each participant had to be at least 18 

years of age or older and understand the English language. 
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 The researcher recruited participants by sending invitations to participate 

primarily through email by reaching out to Indian organization across the United States.  

Here, the researcher briefly explained the purpose of the study and provided the survey 

link in a recruitment script for the organization leaders to pass on to their members 

through email or their online listservs. The recruitment script provided to the 

organizations also encouraged eligible participants to complete the survey or forward the 

information to eligible participants that they know.   

 A total of five components were examined in this study, two independent 

variables and three dependent variables (see Table 1).  The first independent variable was 

the immigration status, which had three groups: naturalized citizens, LPR/EAD, and non-

immigrant visa. The second independent variable was the length of stay in the U.S., 

which had three groups: 1-10 years, 11-20 years, and 21 or more years. The dependent 

variables were quality of life, symptoms of depression, and symptoms of anxiety.  A 

G*Power analysis was completed using alpha of 0.05, power of 0.80, 3X3 or 9 groups 

with 3 response variables, and effect size of 0.15 to determine the sample size. Based on 

the calculation, the total sample size of 63 was required for this study. The effect size was 

also calculated using the Pillai V of 0.4.    

Table 1 

Independent and Dependent Variables 

Independent Variable 1 

Immigration Status  

Independent Variable 2 

Length of Stay 

Dependent Variables 

Naturalized Citizens 1-10 Years Quality of Life 

Lawful Permanent 

Residents 

11-20 Years Symptoms of Depression 

Non-Immigrant Visa 21+ Years Symptoms of Anxiety 
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Instrumentation 

 Instruments were chosen to measure the symptoms of depression, the symptoms 

of anxiety, and quality of life among participants.  The instruments used in this study 

include a demographic questionnaire, the Depression Anxiety Stress Scale (DASS) – 21 

developed by Lovibond and Lovibond in 1995, and the World Health Organization 

Quality of Life (WHOQOL) – BREF developed by the WHOQOL group in 1998. 

Demographic Questionnaire 

 A demographic questionnaire was included to gather information about 

participants for data analysis.  The researcher asked for information pertaining to age, 

nationality or country of birth, gender, marital status, household income, education level, 

current employment status, length of stay, and current immigration status.    

Depression Anxiety Stress Scale – 21 

 The Depression Anxiety Stress Scale (DASS) – 21 was used to measure the 

participants’ depression and anxiety. The total score from the items related to depression 

in the assessment was used as one of the dependent variables and the total score from the 

items related to anxiety in the assessment was used as another dependent variable. The 

DASS-21 is a brief version of the original version of DASS consisting of 42 items. The 

DASS-21 consists of 21 items making up three scales that measure the negative emotion 

of depression, anxiety, and stress. Each item is rated on a 4-point (0-3) severity/frequency 

scale as it applies to the participants over the past week (Cellucci & Isenhart, 1995). The 

scales have been designed for research and screening, making them appropriate for this 

study. Scoring requires multiplying DASS-21 scale totals by 2. It is a self-report measure 

that can be completed within 5 minutes and can be used with ages 18 and older. Sample 
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items include rating the following over the past week: “I couldn’t seem to experience any 

positive feeling at all”; “I experienced breathing difficulty (eg, excessively rapid 

breathing, breathlessness in the absence of physical exertion)”; “ I found it difficult to 

work up the initiative to do things”, and “I was worried about situations in which I might 

panic and make a fool of myself”.  

The DASS test manual provides normative data using a sample of 1,044 male and 

1,870 female university students, students from adult education classes, and employees 

from airlines, banks, naval dockyard, and railway workshop (Cellucci & Isenhart, 1995). 

The DASS-21’s normative information is based on sample of 503 U.S. adults selected 

based on sample matching in Census data for 2004. The means and standard deviations of 

the normed scores, respectively, are as follows: Depression 5.7, 8.2; Anxiety 4.0, 6.3; and 

Stress 8.1, 7.6. The reliability research shows high alpha coefficients for each of the three 

scale, typically between .90s and .80s. A 2-week test-retest reliability shows a reliability 

coefficient of .71, .79, and .81 for depression, anxiety, and stress, respectively. 

Convergent and discriminant validity have been demonstrated by administering DASS-21 

along with the Beck Depression Inventory (BDI) and the Beck Anxiety Inventory (BAI). 

The BDI had the highest correlation with the DASS-21 Depression scale (.74 to .77) 

while the BAI has the highest correlated with the DASS-21 Anxiety scale (.81 to .84). 

Overall, the DASS-21 appears to be reliable and valid in the three independent 

dimensions of depression, anxiety, and stress (Cellucci & Isenhart, 1995). It is publicly 

available and free to use. There is also developing research suggesting that DASS-21 may 

be effective in its use with the cross-cultural populations, however national differences 

have to be taken into consideration. DASS-21 is limited in that the literature does not 
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provide details regarding its use across genders and ethnicities. Additionally, it does not 

assess vegetative and behavioral symptoms of depression. Further, there is no online 

version of the scale which could make it easier to administer and score the scale (Cellucci 

& Isenhart, 1995).  

World Health Organization Quality of Life – BREF 

 The World Health Organization Quality of Life (WHOQOL) – BREF was used to 

measure the participant’s quality of life. The total score from the assessment was used as 

one of the dependent variables. The scores for each domain were also analyzed to 

examine the impact on individual areas of quality of life. The WHOQOL-BREF is a brief 

version of the original version of WHOQOL-100. The WHOQOL-BREF consists of 26 

items making up four domains of quality of life: physical, psychological, social, and 

environmental. The sum of the raw scores under each domain are transformed in a scale 

from 0 to 100 due to the unequal number of items under each domain. It is a self-report 

measure that can be completed within 5-10 minutes and can be used with ages 18 and 

older. The instrument uses a 5-point Likert scale asking “how much”, “how completely”, 

“how often”, “how good”, or “how satisfied” (Skevington, Lotfy, & O’Connell, 2004). 

Sample items include choosing the most appropriate response for following over the past 

four weeks: “to what extent do you feel that physical pain prevents you from doing what 

you need to do?”; “how much do you enjoy life?”; “how safe do you feel in your daily 

life?”; and “how satisfied are you with your personal relationships?” 

The instrument was normed and standardized using cross-sectional data obtained 

from a survey of 11,830 adults carried out in 23 countries. The normed scores for the 

mean raw domain scores for the total sample were found to be relatively similar with 
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means ranging from 13.5 to 16.2 (SD: 2.6 – 3.2). The internal consistency reliability was 

calculated for all four domains and were found to be acceptable for three domains: 

physical health 0.82, psychological health 0.81, environment 0.80 and marginal for social 

relationships 0.68 (Skevington, Lotfy, & O’Connell, 2004). Overall, the WHOQOL-

BREF is based on a cross-cultural concept that consists of items that are concerned with 

the meaning of different aspects of life to the participants and how satisfactory or 

problematic is their experience of them. Although the instrument was been found to be 

reliable and can be beneficial in research, there is not enough data to demonstrate the 

properties of validity. Additionally, sex and age differences were found to be significant 

during the psychometric analysis.  

Procedures 

A proposal was submitted to Mercer University’s Institutional Review Board 

(IRB) for approval to conduct the study.  After the IRB approved the proposed study, the 

researcher briefly explained the purpose of the study and provided the survey link in a 

recruitment script for the Asian Indian organization leaders to pass on to their members 

through email or their online listservs. The recruitment script provided to the 

organizations also encouraged eligible participants to complete the survey or forward the 

information to eligible participants that they know. The researcher searched for Asian 

Indian organization in the U.S. on Google to compile a list of organizations to contact. 

The organizations were contacted twice, once in the beginning when the survey was 

made available and again at the midpoint of the data collection process to follow-up. A 

total of 30 organizations were contacted out of which 8 responded informing the 

researcher that they had shared the survey link. The 30 organizations that were contacted 



 

 

58 

were found to be the ones that reoccurred throughout the search and had an online 

presence with an email address for contact. The online survey was made available on 

November 28, 2019 and was closed on January 5, 2020. Although 147 participants began 

to the survey, only 73 participants completed the survey to its entirety. Data for 74 

participants were removed due to missing components where many participants clicked 

on the survey link but did not continue after providing consent. The sample for this study, 

therefore, consisted of 73 participants. It seems highly likely that the participants’ non-

responsiveness took place as a result of them not being born in India since much of 

missing data took place after individuals provided consent and before they had to confirm 

the country of birth. The following measures were used to decrease or prevent loss of 

date due to attrition: the inclusion and exclusion criteria were clarified to the Asian Indian 

organizations in the recruitment script; the informed consent and the title of the study 

identified the characteristics of the participants needed for the study; and a tracking 

system was used to keep a track of the organization that were contacted. 

Ethical Considerations 

 Participation was voluntary and participants were required to consent to 

participate.  Participants were at least 18 years of age or older, born in India, and 

currently residing in the U.S.  The informed consent provided participants with a brief 

description on the purpose of the study as well as provided any necessary information 

related to participation in the study.  It also explained the participants’ right to withdraw 

or stop their participation in the survey at any time. The instruments and the informed 

consent were created as a survey in an online web-based format on Qualtrics.  An active 

anonymous survey link was included in the invitation to participate email.  When 



 

 

59 

interested participants clicked the link, they were directed to the study survey on 

Qualtrics.  Once participants completed the consent form, confirmed they were at least 18 

years of age or older, and were born in India, they were directed to proceed to the study 

survey within Qualtrics. The survey took approximately 15 - 20 minutes to complete.  No 

compensation was provided for completing the survey.  

 Participant data was protected throughout the study.  The data collected on 

Qualtrics was be entered onto an SPSS file that was protected by security firewalls and 

two-factor authentication requiring login and password information twice to prevent 

confidentiality breaches.  Further, no identifying information was collected from the 

participants and each participant received a numeral code as identification.  After a 

designated time period, the data will be destroyed. 

 Overall, the participant had to provide informed consent, had the right to 

withdraw from the study at any time, and were not asked to provide identifying 

information to maintain anonymity. The data remained confidential and was protected 

using measures mentioned above. The participants were given the researcher’s and the 

faculty advisor’s information on the informed consent should they need any resources to 

deal with any emotional discomfort caused by the questionnaires. 

Data Analysis 

 The collected data was analyzed using IBM SPSS (Statistical Package for the 

Social Sciences) version 25 available at Mercer University. Descriptive statistics such as 

the measures of central tendency (mean), dispersion (standard deviation), and distribution 

were used to analyze the demographic data.  A one-way multivariate analysis of variance 

(MANOVA) was used as the statistical analysis to answer the first two research questions 
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and a two-way MANOVA was used to answer the third research question in order to 

determine whether there was a significant impact of immigration status and length of stay 

on the symptoms of depression, the symptoms of anxiety, and the quality of life.  

MANOVA has numerous assumptions including normal distribution, linearity, and 

homogeneity of variances (Steinberg, 2011). The actual distributions of a MANOVA are 

difficult to calculate, so it relies on approximations based on the F-distribution with 

means equal to zero since a MANOVA is an extension of a common ANOVA (analysis 

of variance). Additionally, in a case where the data collected consists of unequal sample 

size among the six groups, SPSS would be able to make an adjustment for unequal 

sample size in MANOVA using the equality of covariance matrices using Box’s M test 

and/or Levene’s Test of Equality of Error Variances.  Further, to ensure representation of 

the totality of the variation in the population being studied, the alpha would be changed to 

.01 or .001 if significant results are found when alpha of .05 is used.  

One of the limitations of using a MANOVA is that it is robust to modest amounts 

of skewness in the data caused by outliers. In this situation, the data would be screened 

for outliers and normality tests and plots will be used to determine the normality 

assumption. A MANOVA was an appropriate analysis for this study because this study 

consists of three dependent variables, symptoms of depression, symptoms of anxiety, and 

quality of life, each of which are on a continuous scale.  The study also consists of two 

categorical independent variables: 1) immigration status, consisting of three groups: 

naturalized citizens, lawful permanent resident (LPR), and non-immigrant visa; and 2) 

length of stay, consisting of eight groups: 1-10 years, 11-20 years, and 21 or more years.  
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A post hoc will be done as follow up analysis to determine which specific dependent 

variables are affected. 
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CHAPTER FOUR 

RESULTS 

 The purpose of this study was to examine the impact of immigration status and 

length of stay on the symptoms of depression, symptoms of anxiety, and quality of life 

among Asian Indians living in the U.S. This chapter describes and summarizes the 

statistical analyses used to evaluate the research questions and hypotheses mentioned in 

the previous chapters. The first section includes descriptive statistics, which will look at 

the demographic variables including immigration status, and a report on the mean 

depression and anxiety scores from the DASS-21 and mean scores from the WHOQOL-

BREF. The second section includes inferential statistics derived from the results of the 

one-way MANOVAs and two-way MANOVA.  

Descriptive Statistics 

 The participants were recruited using a stratified random sampling and snowball 

sampling method. An invitation to complete an online survey was sent to Asian Indian 

organizations around the U.S. to share with their members using their listservs. A total of 

30 organizations were contacted out of which 8 responded informing the researcher that 

they had shared the survey link. The 30 organizations that were contacted were found to 

be the ones that reoccurred throughout the search and had an online presence with an 

email address for contact. The online survey was made available on November 28, 2019 

and was closed on January 5, 2020. Although 147 participants began to the survey, only  
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73 participants completed the survey to its entirety. Data for 74 participants were 

removed due to missing components where many participants clicked on the survey link 

but did not continue after providing consent. The sample for this study, therefore, 

consisted of 73 participants. A G*Power analysis was completed using alpha of 0.05, 

power of 0.80, 3X3 or 9 groups with 3 response variables, and effect size of 0.15 to 

determine the sample size. Based on the calculation, the total sample size of 63 was 

required for this study. The effect size was also calculated using the Pillai V of 0.4.  

Hence, the sample of 73 participants was sufficient.  

A demographic questionnaire was created to examine different variables. These 

variables included: age, nationality or country of birth, gender, marital status, household 

income, education level, current employment status, length of stay, and current 

immigration status. Participants were only included in the study if they were born in India 

and were above the age of 18 years. In other words, only Asian Indian adults were 

included in the study. Table 2 and Table 3 present the descriptive statistics including 

frequencies and percentages for the different demographic variables. 

Demographics 

The youngest participant was 22 years old and the oldest participants was 67 

years old. The mean (M) age was 37.62 with a standard deviation (SD) of 8.38. Length of 

stay in the U.S., in other words, how long participants had been living in the U.S. was 

also collected on a continuous scale in years. The years ranged from 1 to 40 with M of 

14.68 years and SD of 7.23. In terms of gender, 50 (68.5%) participants were male and 23 

(31.5%) participants were female. It appears that most participants were married or in a 

domestic partnership (n = 62, 84.9%). In terms of highest degree earned, approximately 
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half of the participants had a Master’s degree (n = 37, 50.7%) with the second highest 

number of participants had a Bachelor’s degree (n = 22, 30.1%). Most participants had a 

full-time job of 32 hours or more per week (n = 54, 74%). The highest household income 

was over $100,000 (n = 42, 57.5%), which could be explained by the highest degree 

earned among participants. Current immigration status was collected using 3 categories: 

naturalized citizen, legal permanent resident or employment authorization document, and 

nonimmigrant Visa. More than half of the participants belonged to the nonimmigrant visa 

status group (n = 44, 60.3%).  

Table 2 

 

Descriptive Statistics for Age and Length of Stay 

 

 Age 

Length of 

Stay  

N Valid 73 73 

Missing 0 0 

Mean 37.62 14.68 

Median 36.00 13.00 

Mode 42 12 

Std. Deviation 8.379 7.226 

Variance 70.212 52.219 

Minimum 22 1 

Maximum 67 40 

 

Table 3 

 

Descriptive Statistics for Demographic Variables (N = 73) 

Demographic N Percentage 

Gender   

Male 50 68.5 

Female 23 31.5 

   

Marital Status   

Single, never married 9 12.3 
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Married or domestic 

partnership 

62 84.9 

Divorced 1 1.4 

I prefer not to answer 1 1.4 

   

Highest Degree Earned   

High School Diploma 8 11.0 

GED 2 2.7 

Associate’s Degree 1 1.4 

Bachelor’s Degree 22 30.1 

Master’s Degree 37 50.7 

Doctoral Degree 2 2.7 

I prefer not to answer 1 1.4 

   

Current Employment Status   

Full-time (32 hrs or more) 54 74.0 

Part-time (less than 25 hrs) 1 1.4 

Self-employed 10 13.7 

Unemployed 4 5.5 

Other 4 5.5 

   

Household Income   

Less than $20,000 2 2.7 

20,000 to 34,999 1 1.4 

35,000 to 49,999 3 4.1 

50,000 to 74,999 6 8.2 

75,000 to 99,999 12 16.4 

Over 100,000 42 57.5 

I prefer not to answer 7 9.6 

   

Current Immigration Status   

Naturalized Citizen 16 21.9 

Legal Permanent Resident 

or Employment 

Authorization Document 

(green card or work permit) 

13 17.8 

Nonimmigrant Visa, which 

one? (example: F1, H1-B, 

B1, B2, U, T, etc) 

44 60.3 

 

Independent and Dependent Variables 

 The descriptive statistics, namely mean (M), was also calculated for the different 

dependent variable scores across the two independent variables’ categories. In other 
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words, Figures 1-6 provide the mean for depression scores, anxiety scores, average 

quality of life (QoL) scores for the three immigration status groups as well as the three 

length of stay groups. The highest total depression and anxiety scores possible were 28, 

lowest being 0. The highest QoL transformed score possible was 100, lowest being 0. 

The nonimmigrant visa status group had the highest average depression and anxiety 

scores (M = 13.41, SD 4.84 and M = 12.55, SD = 3.98, respectively). They also had the 

lowest average QoL transformed scores (M = 61.48, SD = 17.12). Participants with a 

length of stay between 1-10 years had the highest average depression and anxiety scores 

(M = 13.71, SD = 5.42 and M = 13.14, SD = 3.72, respectively). They also had the lowest 

average QoL transformed scores (M = 60.80, SD = 18.57). 

 
 

Figure 1. Immigration status and mean depression scores. 

10.44, 29%

12.15, 34%

13.41, 37%

Immigration Status Groups and Mean Depression Scores

Naturalized Citizen LPR/EAD Nonimmigran Visa
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Figure 2. Immigration status and mean anxiety scores. 

 

 
 

Figure 3. Immigration status and mean transformed quality of life scores. 
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Figure 4. Length of stay and mean depression scores. 

 

 
 

Figure 5. Length of stay and mean anxiety scores. 
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Figure 6. Length of stay and mean transformed quality of life scores. 

 

Inferential Statistics 

 A one-way multivariate analysis of variance (MANOVA) was performed to 

examine the impact of immigration status on the presence of symptoms of depression, 

symptoms of anxiety, and quality of life among Asian Indians in the U.S. Another one-

way MANOVA analysis was used to examine the impact of length of stay on the 

presence of symptoms of depression, symptoms of anxiety, and quality of life among 

Asian Indians in the U.S. Lastly, a two-way MANOVA was performed to examine the 

interaction effects between immigration status and length of stay on the presence of 

symptoms of depression, symptoms of anxiety, and quality of life among Asian Indians 

in the U.S. Three dependent variables were used: depression, anxiety, and quality of life. 

The quality of life dependent variables was further analyzed using the four domain 

groups that make up quality of life: physical health, psychological, social relationships, 

60.8, 30%

67.39, 34%

70.92, 36%

Length of Stay and Mean Transformed QoL Scores

1-10 years 11-20 years 21+ years
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and environment. The independent variables were current immigration status, with 3 

categories, and length of stay, with 3 categories. The impact of each independent variable 

was examined separately to account for homogeneity of variance error. Roy’s Largest 

Root, a multivariate test statistic, was used because it focuses on extreme eigenvalues 

(Johnstone & Nadler, 2017). An eigenvalue measures the variance of the observed 

variables. In other words, increasing values for the Roy’s Largest Root statistic 

demonstrate increasing effects. Additionally, it generally only explains the variance for 

one discriminant function or the effect associated with one dependent variable.  

Hypothesis 1 

 The first hypothesis stated there is a significant impact of immigration status on 

the presence of symptoms of depression, the presence of symptoms of anxiety, and the 

quality of life among Asian Indians in the U.S with the null hypothesis stating there is no 

significant impact. The one-way MANOVA revealed significant main effect of 

immigration status on the three combined dependent variables of depression, anxiety, and 

quality of life among Asian Indians in the U.S., F (3, 69) = 3.14, p = .03; Roy’s Largest 

Root = 14; partial eta squared = .12 and observed power of .71 indicating a medium 

effect size demonstrating that the impact could be significant and important but the small 

sample size may have decreased the impact (Table 6). Additionally, the Box’s Test of 

Equality of Covariance and Levene’s Test of Equality of Error Variances were more than 

0.05 that the assumption of equal variances was not violated. Therefore, the researcher 

rejected the null hypothesis and supported the research hypothesis.  

 A between-subjects effect test was conducted due to the significant finding. When 

results for the 3 dependent variables were considered separately, immigration status 



 

 

71 

appeared to significantly impact the average quality of life scores, F (2, 70) = 4.62, p = 

.013 (Table 7). When the dependent variable of quality of life was further broken down 

and examined using the four domains with immigration status, the results were overall 

significant, F (4, 68) = 3.51, p = 0.12; Roy’s Largest Root = 21; partial eta squared = .17 

and observed power of .85 indicating a large effect size demonstrating that the impact 

was significant. Additionally, the Box’s Test of Equality of Covariance and Levene’s 

Test of Equality of Error Variances were more than 0.05 that the assumption of equal 

variances was not violated. The between-subjects effect test showed significance where 

immigration status appeared to significantly impact domains 1, 2, and 4, namely physical 

health, psychological health, and environment, F (2, 70) = 4.58, p = .013; F (2, 70) = 

5.19, p = .008; F (2, 70) = 5.92, p = .004, respectively (Table 8). This indicates that 

individuals belonging to naturalized citizen immigration status group may experience 

poorer or greater quality of life when looking at specific aspects such as physical health, 

psychological health, and environment compared to nonimmigrant visa status group. A 

post hoc was completed using Fisher’s Least Significant Difference (LSD) to examine the 

pairs of means that were statistically different. The post hoc revealed significant main 

differences between naturalized citizens and nonimmigrant visa status groups on quality 

of life and depression scores (Table 9). Additionally, the post hoc also revealed 

significant main differences between naturalized citizens and nonimmigrant visa status 

groups on the physical health domain, the psychological health domain, and the 

environment domain (Table 10). The post hoc also revealed significant main differences 

between LPR/EAD and nonimmigrant visa status groups on the physical health domain. 
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Table 4 

 

One-way MANOVA Roy’s Largest Root Immigration Status 

                     

Effect Value F Hypothesis df Error df Sig. 

Immigration 

Status 

.137 3.140c 3 69 .031 

a. Design: Intercept + ImmigrationStatus 

b. Exact statistic 

c. The statistic is an upper bound on F that yields a lower bound on the significance level. 

 

 

Table 5 

 

Univariate F-Tests of Between-Subjects Effect Immigration Status 

 

Source Dependent Variable df F Sig. 

Immigration Status Depression 2 2.382 .100 

 Anxiety 2 1.516 .227 

 Quality of Life  2 4.618 .013 

Error Depression  70 22.232 

 Anxiety  70 15.322 

 
Quality of Life  70 264.044 

 

 

 

Table 6 

 

Univariate F-Tests of Between-Subjects Effect Immigration Status and QoL Domains 

 

Source Dependent Variable df F Sig. 

Immigration Status 

Transformed Scores 

0-100 Domain 1 - 

Physical Health 2 4.585 .013 
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Transformed Scores 

0-100 Domain 2 - 

Psychological 2 5.194 .008 

 

Transformed Scores 

0-100 Domain 3 - 

Social Relationships 2 .721 .490 

 

Transformed Scores 

0-100 Domain 4 - 

Environment 2 5.923 .004 

 

Transformed Scores 

0-100 Domain 1 - 

Physical Health 

70   

Error Transformed Scores 

0-100 Domain 2 - 

Psychological 

70  

 Transformed Scores 

0-100 Domain 3 - 

Social Relationships 

70  

 Transformed Scores 

0-100 Domain 4 - 

Environment 

70  

 

 

 

Table 7 

 

LSD Multiple Comparisons Post Hoc Test for Immigration Status 

 

Dependent 

Variable 

(I) Current 

Immigration 

Status  

(J) Current 

Immigration 

Status  

Mean 

Differen

ce (I-J) Sig. 

Quality of Life  Naturalized 

Citizen 

LPR or EAD 2.7368 .654 

Nonimmigrant 

Visa 

12.9077* .008 

LPR or EAD Naturalized 

Citizen 

-2.7368 .654 

Nonimmigrant 

Visa 

10.1709 .052 

Nonimmigrant 

Visa 

Naturalized 

Citizen 

-

12.9077* 

.008 
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LPR or EAD -10.1709 .052 

Depression  Naturalized 

Citizen 

LPR or EAD -1.72 .331 

Nonimmigrant 

Visa 

-2.97* .034 

LPR or EAD Naturalized 

Citizen 

1.72 .331 

Nonimmigrant 

Visa 

-1.26 .400 

Nonimmigrant 

Visa 

Naturalized 

Citizen 

2.97* .034 

LPR or EAD 1.26 .400 

Anxiety  Naturalized 

Citizen 

LPR or EAD -1.28 .381 

Nonimmigrant 

Visa 

-1.98 .086 

LPR or EAD Naturalized 

Citizen 

1.28 .381 

Nonimmigrant 

Visa 

-.70 .571 

Nonimmigrant 

Visa 

Naturalized 

Citizen 

1.98 .086 

LPR or EAD .70 .571 

Based on observed means. 

 The error term is Mean Square(Error) = 15.169. 

*. The mean difference is significant at the .05 level. 

 

 

Table 8 

 

LSD Multiple Comparisons Post Hoc Test for Immigration Status for 4 Domains 

 

Dependent Variable 

(I) Current 

Immigration Status - 

Selected Choice 

(J) Current 

Immigration Status - 

Selected Choice 

Mean 

Difference 

(I-J) Sig. 

Physical Health Naturalized Citizen LPR .10 .953 

Nonimmigrant Visa 3.38* .014 

LPR or EAD Naturalized Citizen -.10 .953 



 

 

75 

Nonimmigrant Visa 3.28* .026 

Nonimmigrant Visa Naturalized Citizen -3.38* .014 

LPR or EAD -3.28* .026 

Psychological Health Naturalized Citizen LPR or EAD 1.29 .456 

Nonimmigrant Visa 4.11* .003 

LPR or EAD Naturalized Citizen -1.29 .456 

Nonimmigrant Visa 2.81 .058 

Nonimmigrant Visa Naturalized Citizen -4.11* .003 

LPR or EAD -2.81 .058 

Social Relationships Naturalized Citizen LPR or EAD -.30 .742 

Nonimmigrant Visa .49 .492 

LPR or EAD Naturalized Citizen .30 .742 

Nonimmigrant Visa .80 .307 

Nonimmigrant Visa Naturalized Citizen -.49 .492 

LPR or EAD -.80 .307 

Environment Naturalized Citizen LPR or EAD 2.45 .289 

Nonimmigrant Visa 5.95* .001 

LPR or EAD Naturalized Citizen -2.45 .289 

Nonimmigrant Visa 3.50 .075 

Nonimmigrant Visa Naturalized Citizen -5.95* .001 

LPR or EAD -3.50 .075 

Based on observed means. 

 The error term is Mean Square(Error) = 37.692. 

*. The mean difference is significant at the .05 level. 

 

Hypothesis 2 

 The second hypothesis stated there is a significant impact of length of stay on the 

presence of symptoms of depression, the presence of symptoms of anxiety, and the 

quality of life among Asian Indians in the U.S with the null hypothesis stating there is no 

significant impact. The one-way MANOVA revealed no significant main effect of length 

of stay on the three combined dependent variables of depression, anxiety, and quality of 

life among Asian Indians in the U.S., F (3, 69) = 12.77, p = .289; Roy’s Largest Root = 
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56; partial eta squared = .05 and observed power of .33 indicating a small effect size 

demonstrating that there was no significance. Additionally, the Box’s Test of Equality of 

Covariance was less than 0.05 and Levene’s Test of Equality of Error Variances was 

more than 0.05, the assumption of equal variances was violated.  Therefore, the 

researcher failed to reject the null hypothesis and the research hypothesis was rejected. 

However, the researcher used line graphs (Figures 1 -3) to determine the general direction 

of the results because it is likely that the homogeneity was violated due to unequal group 

size. Figures 1 and 2 demonstrate a negative relationship between depression and length 

of stay as well as between anxiety and length of stay. In other words, the presence of 

symptoms of depression and anxiety decrease as the time in the U.S. increases. Figure 3 

demonstrates a positive relationship between quality of life and length of stay where the 

quality of life increases as the time in the U.S. increases. 

 A between-subjects effect test was conducted. When results for the 3 dependent 

variables were considered separately, length of stay did not significantly impact any one 

dependent variable. When the dependent variable of quality of life was further broken 

down and examined using the four domains with length of stay, the results were also not 

significant, F (4, 68) = 23.84, p = .06; Roy’s Largest Root = 14; partial eta squared = .12 

and observed power of .65 indicating a medium effect size demonstrating that the 

significance could have been impacted by the small sample size. However, the Box’s 

Test of Equality of Covariance and Levene’s Test of Equality of Error Variances were 

more than 0.05 that the assumption of equal variances was not violated. The between-

subjects effect test showed significance where length of stay appeared to significantly 

impact domain 4, environment, F (2, 70) = 3.57, p = .033 (Table 11).  A post hoc was 
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completed using Fisher’s Least Significant Difference (LSD) to examine the pairs of 

means that were statistically different. The post hoc revealed significant main differences 

between the three groups on the environment domain (Table 12).  

 
Figure 7. Depression levels over the length of stay time period. 

 

 
Figure 8. Anxiety levels over the length of stay time period. 
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Figure 9. Quality of life over the length of stay time period. 

 

 

Table 9 

 

Univariate F-Tests of Between-Subjects Effect Length of Stay and QoL Domains 

 

Source Dependent Variable df F Sig. 

Length of Stay Physical Health 2 1.532 .223 

Psychological Health 2 1.405 .252 

Social Relationships 2 .288 .751 

Environment 2 3.569 .033 

Error Physical Health 70   

Psychological Health 70   

Social Relationships 70   

Environment 70   
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Table 10 

 

LSD Multiple Comparisons Post Hoc Test for Length of Stay and Environment Domain 

 

Dependent 

Variable 

(I) Length 

of Stay 

(J) Length 

of Stay 

Mean 

Differenc

e (I-J) Sig. 

Environment 1-10 11-20 -3.97* .023 

21 onwards -5.15* .024 

11-20 1-10 3.97* .023 

21 onwards -1.18 .563 

21 onwards 1-10 5.15* .024 

11-20 1.18 .563 

 

 

Hypothesis 3 

The third hypothesis stated there is an interaction effect of immigration status and 

length of stay on the presence of symptoms of depression, the presence of symptoms of 

anxiety, and the quality of life among Asian Indians in the U.S with the null hypothesis 

stating there is no interaction effect. The two-way MANOVA revealed no statistically 

significant interaction effect for immigration status and length of stay on the combined 

dependent variables of depression, anxiety, and quality of life among Asian Indians in the 

U.S., F (3, 65) = 1.41, p = .248; Roy’s Largest Root = 6.5; partial eta squared = .06 and 

observed power of .36 indicating a small effect size demonstrating no significance. 

Additionally, the Box’s Test of Equality of Covariance and Levene’s Test of Equality of 

Error Variances were more than 0.05 that the assumption of equal variances was not 

violated. A between-subjects effect test was conducted. When results for the 3 dependent 

variables were considered separately, the interaction between immigration status and 
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length of stay did not significantly impact any one dependent variable. Therefore, the 

researcher failed to reject the null hypothesis and the research hypothesis was rejected. 

Summary 

 This chapter presented the results of the descriptive and inferential statistics of 

this research study. The data analysis revealed statistically significant main effects for 

immigration status independent but not for length of stay. However, length of stay 

revealed between subject effects when examining the impact on the environment domain 

within the quality of life variable. Furthermore, no interaction effect was found between 

immigration status and length of stay independent variables.
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CHAPTER FIVE 

DISCUSSION AND FUTURE RECOMMENDATION  

 This chapter provides a summary of the research while describing the results and 

conclusions, the limitations of the research, and the recommendations for future research. 

Review of Findings 

The current study explored the impact of immigration status and length of stay on 

the presence of symptoms of depression, the presence of symptoms of anxiety, and 

quality of life among Asian Indians in the U.S. This study recruited individuals born in a 

South Asian country of India who were residing in the U.S. and were above the age of 18 

years during the time of the study.  Multiple MANOVAs were conducted to analyze the 

data collected from the Depression Anxiety Stress Scale (DASS) - 21 and the World 

Health Organization Quality of Life (WHOQOL) – BREF. Three research questions were 

investigated through three hypotheses.  

Research Questions 

 Is there an impact of immigration status on the presence of symptoms of 

depression, the presence of symptoms of anxiety, and quality of life among Asian Indians 

in the U.S.? 

 Is there an impact of length of stay on the presence of symptoms of depression, 

symptoms of anxiety, and quality of life among Asian Indians in the U.S.? 
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Is there an interaction effect of immigration status and the length of stay in the 

U.S. on the presence of symptoms of depression, the presence of symptoms of anxiety, 

and quality of life among Asian Indians in the U.S.? 

Research Hypotheses 

 There is a significant impact of immigration status on the presence of symptoms 

of depression, the presence of symptoms of anxiety, and quality of life among Asian 

Indians in the U.S. 

 There is a significant impact of length of stay on the presence of symptoms of 

depression, the presence of symptoms of anxiety, and quality of life among Asian Indians 

in the U.S. 

 There is an interaction effect of immigration status and the length of stay in the 

U.S. on the presence of symptoms of depression, the presence of symptoms of anxiety, 

and quality of life among Asian Indians in the U.S. 

The results from the one-way MANOVA supported the first hypothesis that 

immigrant status significantly impacts the presence of symptoms of depression, the 

presence of symptoms of anxiety, and quality of life among Asian Indians in the U.S. 

When looking at the between subject effects analysis, immigration status significantly 

impacted the quality of life of Asian Indians living in the U.S. Specifically, based on the 

post hoc analysis, Asian Indians with nonimmigrant visa status experience have a lower 

quality of life, particularly in the areas of physical health, psychological well-being, and 

environment, compared to naturalized citizen and LPR/EAD groups.  

The results from the one-way MANOVA did not support the second hypothesis 

that length of stay impacts the presence of symptoms of depression, the presence of 
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symptoms of anxiety, and quality of life among Asian Indians in the U.S. Furthermore, 

no significant between subject effects were found for the 3 main dependent variables. 

However, the between subject effects, when further examining the quality of life variable, 

showed that length of stay significantly impacts the domain of environment implying that 

Asian Indians with nonimmigrant visa status experience lower satisfaction with the 

quality of their environmental compared to naturalized citizen and LPR/EAD groups. 

Furthermore, the results from the two-way MANOVA did not support the 

hypothesis that there is an interaction between immigration status and length of stay 

when examining the presence of symptoms of depression, the presence of symptoms of 

anxiety, and quality of life among Asian Indians in the U.S. 

Discussion 

 The current study explored the presence of symptoms of depression, the presence 

of symptoms of anxiety, and the quality of life of Asian Indians living in the U.S. based 

on their immigration status and the length of stay. The results support the hypothesis that 

there is an impact of immigration status can lower the quality of life for the 

nonimmigrant visa status group compared to naturalized citizen and LPR/EAD groups. 

The post hoc analysis revealed that the nonimmigrant visa group is also more likely to 

have the symptoms of depression compared to naturalized citizen and LPR/EAD groups 

due to their immigration status. The results did not support the hypothesis that length of 

stay has an impact on the presence of symptoms of depression, the presence of symptoms 

of anxiety, and the quality of life for these groups. However, the line graphs demonstrate 

that as length of stay increases, depression and anxiety symptoms may decrease and 

quality of life may increase. The results also did not support the hypothesis that there is 
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an interaction between immigration status and length of stay when examining the 

presence of symptoms of depression, the presence of symptoms of anxiety, and the 

quality of life.  

The results of this study add to the literature demonstrating that immigration 

status and length of stay can impact immigrants’ mental health and quality of life in 

specific ways. Being in a new culture and environment, having limited resources and 

access to health care, going through the process of acculturation, and dealing with the 

backlogs of immigration processes can affect one’s satisfaction with self and life 

(Jimenez, 2011). Immigrants can be low-skilled or high-skilled workers. However, first 

generation immigrants may not make the same wages as American natives until second 

or third generation members of their family join the workforce (Camarota & Zeigler, 

2016). Migration from India increased between 1965 and 1990 when H1-B and F1 visas 

were introduced (Zong & Batalova, 2017). With Indians having high educational 

attainment, they are able to use this to their advantage and enter the U.S. on F1 or H1-B 

visa status and often stay to pursue permanent residence. Approximately 68% Indian 

immigrants were in the labor force with in the U.S. in 2015 and were twice as likely to be 

employed in management, business, science and arts (Zong & Batalova, 2017).  

Although many of the participants had a full-time job, had a Master’s degree, had 

a household income of $75,000 or more, and were married, more participants also 

belonged to the nonimmigrant visa status group who demonstrated symptoms of 

depression and a lower quality of life in terms of physical health, psychological health, 

and feeling safe and supported in their environment. The positive aspects of residing in 

the U.S., as related to quality of life, for Asian Indians include: more money, educational 
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opportunities, and employment options (Farkas, 2003). The negative aspects include: lack 

of social life, cultural differences, and immigration issues which could also limit travel to 

home country (Farkas, 2003). It is important to note that the domain of social 

relationships did not show any significance in any of the analyses. This may be due to the 

limitation of the instrument used to gather data on quality of life factors. This domain was 

examined using only 3 items on the instrument that were related to satisfaction with 

personal relationships, sex life, and support from friends. Immigrants are likely to face 

isolation when they first migrate because the resettlement process can be lonely and 

immigrants may leave their family and friends behind when they migrate (Outten & 

Schmitt, 2015). 

The nonimmigrant visa group had the highest average for depression and anxiety 

scores and the lowest average for QoL scores. Additionally, participants with a length of 

stay between 1-10 years also had the highest average for depression and anxiety scores 

and the lowest average for QoL scores. It is also important to note that the average 

anxiety and depression scores found in this study were also higher that the average 

depression and anxiety scores of the population that was used to norm the instrument. 

The theory of healthy migrant effect states that immigrants have better overall health 

when they first arrive to the U.S and may decline with time (Shekunov, 2017). However, 

this theory may fail to take the issues of immigration status into account as demonstrated 

by the results of this study. According to Islam, Khanlou, and Tamim (2014), the Asian 

Indian immigrants experience higher rates of anxiety and distress from life stress as 

compared to the Canadian-born populations.  The mental health outcomes in Asian 

Indians varied based on immigration status, supporting the findings of this study. 
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However, it would be beneficial to compare the anxiety and distress rates among Asian 

Indian immigrants and U.S. born populations. Veenstra and Patterson (2016) found that 

Asian Indian immigrants had poor overall health regardless of gender compared to White 

Canadians due to acculturative stress, including language barrier and discrimination. As 

such, this will be the first study that looks at immigration status as an acculturative stress 

for Asian Indian in the U.S.  

Although no significant effects were found for length of stay and the presence of 

symptoms of depression, the presence of anxiety, and the quality of life, it is possible that 

the as the length of stay increases, depression and anxiety decrease while quality of life 

increases based on the line graphs. This finding supports Ro (2014)’s review that the 

negative acculturation theory is inconclusive when examining the impact length of stay 

among Asian immigrants’ health patterns. De Trinidad Young and Pebley (2017) found 

no significant differences between health of undocumented, documented, and U.S.-born 

Latinos, when duration was not considered.  However, they found that the self-reported 

health was worse for shorter duration for undocumented Latinos compared to U.S. born. 

Although undocumented status was not part of this study, the nonimmigrant visa status 

showed poorer QoL and increased symptoms of depression and anxiety compared to 

naturalized citizens among Asian Indians. Further collecting length of stay as a 

continuous variable and then determining the categories could have added to the lack of 

significant results. It is also important to note that transitional homogeneity of variance 

measures may rely on other assumptions that might not be met, such as equal or unequal 

group size (Blanca, Alarcon, Arnau, Bono, & Bendayan, 2018). F-test is not robust with 

unequal sample sizes and can impact the results.  
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Additionally, the small sample size may have limited the effect size and the power 

causing them to be small and insignificant. It is also important to note that the specific 

domain of environment appeared to have an impact where the longer the length of stay, 

the higher the satisfaction with one’s environment, and vice-versa. The diathesis-stress 

model of social anxiety states that the environmental stressors contribute to the onset and 

maintenance of social anxiety.  Keeping that in mind, Fang, Friedlander, and Pieterse 

(2016) found that first-generation Chinese immigrants experience high social anxiety as 

they navigate through the U.S. culture, language, and social environment. Similarly, this 

study demonstrated that nonimmigrant visa status group would have poor quality of life 

due to their environment in which they live. The results of this study will add to the 

literature that length of stay impacts the satisfaction with one’s environment support and 

resources (Karasz, et. al, 2018). 

Limitations of the Study 

 There are a few limitations for this study. The overall sample was not 

representative of the population. More participants were male than female, were 

educated, and generally had a $75,000 or more in household income. Additionally, there 

were more nonimmigrant visa status participants than participants in the other two 

groups. The unequal representation of participants in the study may hinder the 

generalizability of the results (Harwell, 2011).  

 Another limitation is the self-report instruments. Self-report data can be impacted 

by the social desirability effect in the way the participants may have responded to each 

question (Pett, Lackey, & Sullivan, 2003). The respondent bias may have also played a 



 

 

88 

role in how the participants answered each question because the informed consent made 

the participants aware of the purpose of the study.  

 Sampling method could also be a limitation (Creswell & Creswell, 2018). The 

participants were recruited using a stratified sampling method where numerous Asian 

Indian organizations across the U.S. were contacted to share the survey link with their 

members. It is possible that individuals who are generally educated and have a sufficient 

household income have the resources and luxury to be a part of an organization. Hence, 

the less educated and lower SES individuals may have been less likely to participate in 

the study.  

 The researcher could not control the testing environment of each participant due 

to the research being conducted via the internet. Based on the number of participants who 

began the survey and those that completed it to its entirety, the testing environment 

contributed to the limitation of this study. Additionally, the nonresponse rate could have 

been high due to the holiday season which was the time of the year when data was being 

collected.   

Implications 

 Part of acculturation includes stressors related to immigration, such as 

immigration status. Much of the literature found focuses on the impact of acculturation 

and immigration stress on the mental health of immigrants (Cervantes, Gattamorta, and 

Berger-Cardoso, 2018). However, there is limited research on how different immigration 

statuses vary in the prevalence of depressive and anxiety symptoms as well as quality of 

life. Additionally, the research seems to focus heavily on the Latino and Mexican 

population while the Asian, specifically the Asian Indian, population is understudied. 
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Asian Indians may be facing mental health issues due to their legal status and may have 

fears and stressors related to it.   

There is a gap in literature when it comes to identifying the impact of immigration 

status and the length of stay in the U.S. on Asian Indians, specifically as it relates to 

quality of life and the symptoms of depression and anxiety. This study’s aim was to add 

to the literature by providing data and information regarding the relationship between 

immigration status, length of stay, quality of life, and depression as well as anxiety 

among Asian Indians. The results found that immigration status as well as length of stay 

can be significant contributors to the overall mental health and quality of life of Asian 

Indian immigrants. Exploring this topic with this particular population adds to the 

literature in a significant way by filling in the gap of examining specific components of 

acculturation using an understudied population of immigrants. 

The results of this study can be beneficial to the mental health providers as well as 

policy makers so that there could be more cultural competency and appropriate advocacy 

efforts. It can allow mental health professionals as well as immigration policy makers to 

search for better approaches and solutions in helping the Asian Indian population as well 

as the immigrant population as a whole. Asian Indian immigrants experience mental 

health and quality of life issues due to barriers to health care and could be fearful of 

seeking out help due to lack of resources and support as well as judgment perceived as 

part of the acculturation process (Gielen & Roopnarine, 2016). Mental health providers 

can advocate for this population on individual, community, and macro levels to increase 

awareness. They can also provide continuing education as well as develop treatment 

services surrounding the issues of immigration. Policy makers can use their 
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understanding of the contribution immigrants make to the American culture and economy 

and work towards increasing health care access and affordability for immigrants as well 

as develop a process to address the backlog issues for people who have applied for their 

greencard and citizenship.  

Future Recommendations 

 For future, it would be beneficial to conduct a study with immigrants from 

multiple nationalities using random sampling to increase the generalizability of the 

results. Additionally, having a larger sample size can help control for issues with 

sampling errors. Masood, Okazaki, and Takeuchi (2009) used the data from the National 

Latino and Asian American study to examine the prevalence rates of disorder and distress 

for Asian Indian Americans. They found gender differences when examining 

psychological distress among Asian Indian Americans.  Hence, examining the gender and 

socioeconomic differences in the results can further add to the explanation of the results.  

Furthermore, recruitment methods that include more immigration status groups, 

including those that are undocumented, can provide more variability and information on 

different the immigrant groups. Using a qualitative design or a mixed method design can 

provide more details on the findings. Interviewing the participants can provide more 

clarity and explain the findings. Analyzing the data using different statistical analyses by 

looking specifically at differences between immigrant groups can provide further 

explanations to support the findings of this study. Using instruments that have 

demonstrated cross-cultural reliability and validity with the immigrant population can 

also be valuable to future studies. Although the WHOQOL-BREF has demonstrated to be 

appropriate for cross-cultural use, there is not much research regarding the use of DASS-
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21 in a cross-cultural context. Developing interventions that can be used to advocate for 

immigrants on multiple ecological levels can also be examined.  
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