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Recasting the Immigrant Health Paradox Through Intersections 
of Legal Status and Race

Adrian Matias Bacong1, Cecilia Menjívar2

1Department of Community Health Sciences, UCLA, Fielding School of Public Health, Los 
Angeles, CA, USA

2Department of Sociology, UCLA, Los Angeles, CA, USA

Abstract

Immigrant health research has often noted an “immigrant health paradox”, the observation that 

immigrants are “healthier” compared to their native-born peers of similar demographic and 

socioeconomic profile. This paradox disappears as immigrants stay longer in the host country. 

Multiple arguments, including migrant selectivity and cultural and behavioral factors have been 

proposed as reasons for the apparent paradox. Recently, the field has focused on immigrant legal 

status, especially its racialization. We review the literature on the immigrant health paradox, legal 

status, and racialized legal status to examine how this debate has taken a more structural approach. 

We find that immigrant health research has taken a needed intersectional approach, a productive 

development that examines how different markers of disadvantage work concurrently to shape 

immigrants’ health. This approach, which factors in immigration enforcement practices, aligns 

with explanations for poor health outcomes among other racialized groups, and promises a fruitful 

avenue for future research.

Keywords
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Introduction

Although the United States (U.S.) self-proclaims to be a “nation of immigrants”, in 

May 2019 the Trump administration considered an expansion of the definition of “public 

charge” for immigrants [1]—specifically legal permanent residents who use government 

social services for subsistence—with the aim of discouraging immigration and expanding 

conditions of deportability for low income immigrants. Research indicates that immigrants 

are less likely to use government, social, and healthcare services [2–5], and that use of 
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welfare services has declined since the enactment of the 1996 Illegal Immigration Reform 

and Immigrant Responsibility Act [5]. However, debates about whether immigrants are 

“deserving” of admission or whether they are a “public charge” have been around since the 

country’s foundation. [6, 7].

These debates on “deservingness” also have followed racialized lines. In our definition 

of racialization, we refer to Eduardo Bonilla-Silva, who outlined this concept as the 

stratification of people based on physical features and proximity to those who appear 

“white” [8]. We also look toward the work of scholars of Critical Race Theory [9, 10], such 

as Kimberlé Crenshaw and Richard Delgado, who emphasize that law and policy are not 

race-neutral. Finally, we look toward permutations of Critical Race Theory that are applied 

to health, such as Chandra Ford’s and Collins Airhihenbuwa’s Public Health Critical Race 

Praxis, [11–13] that center racialization and race relations at the core of qualitative and 

quantitative analysis.

Therefore, it is important to consider how race and racism have functioned in the proposal 

and passing of U.S. immigration policy. For example, the 1790 Naturalization Act required 

that only “free white persons” be allowed to become citizens after a two year residence 

in the U.S. and one year residence in their state [14, 15]. Although citizenship was later 

expanded to formerly enslaved people and to Native Americans, the U.S. has regularly 

enacted laws that deny certain groups citizenship (e.g. Chinese Exclusion Act of 1882), 

based on racism [15]. Moreover, policymakers used health as a justification to exclude 

immigrant groups, claiming that immigrants would bring disease and moral degeneracy into 

the U.S. [6, 16]. Today’s alarms, however, are mixed with threats of invasions, terrorism, 

more veiled but still deeply rooted racist rhetoric, and embedded in vast technologies of 

surveillance and enforcement [17–20]. What is worth noting is that regardless of which 

political party is in office, these concerns continue to translate into restrictive laws; at least 

since the 1970s this trend has been amplified wide and deep [21]. Thus, although the Trump 

administration has notably drawn from anti-immigrant and xenophobic rhetoric to enact an 

unprecedented number of harmful immigration policies in just four years [6, 22], it has 

built and expanded on the enormous architecture of exclusion and punishment that each 

previous administration from the past three decades expanded [23, 24]. The racialization of 

immigration policies becomes evident when a spillover effect reaching various subgroups 

of a target group is detected [18]. For instance, a study showed that undocumented, 

lawful permanent resident (LRP), and U.S. citizen Latino/a/x residents reported feeling less 

safe and were less likely to go to an emergency room compared to non-Latino residents 

during the Trump administration’s anti-immigrant campaign and rhetoric [25]. This situation 

contributes to impact their health negatively. Thus, Latino/a/x adolescents have been found 

to experience increased cortisol levels, a stress hormone, during and after the 2016 U.S. 

presidential election [26] and Latina immigrants also get sick under increased stress, a 

situation compounded by their fear of seeking medical care [27]. Thus, racialization, by its 

nature, has historically affected all races, though its manifestations have differed across time.

In contrast to popular narratives is a pervasive academic discussion about an “immigrant 

health paradox”, the idea that immigrants have better health compared to the native-born, 

despite lower socioeconomic attainment [28]. The immigrant health paradox has been seen 
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in numerous chronic conditions [29] including hypertension [30], obesity, and heart disease 

[30], all major conditions that require medical management. Thus, popular and political 

accounts portray immigrants as social, public health, and economic liabilities [15, 31, 32] 

whereas academic research points to immigrants’ greater need of social support [2, 4, 33, 

34]. Despite these contrasting narratives, research today points to declining health among 

immigrants [27, 35, 36], particularly among those who are in vulnerable legal statuses 

(i.e. illegalized immigrants)1 in the context of expanded enforcement [37–41]. Given this 

evidence, the foundational logics for the immigrant health paradox call for reexamination.

In this review, we examine the foundations of the immigrant health paradox as well as 

alternative perspectives to account for current developments. First, we review the origins, 

explanations, and critiques of the immigrant health paradox. Second, we turn to the literature 

on race and immigrant legal status and the effects of these factors on the health of 

immigrants. Finally, we explore applications of an alternative framework, racialized legal 
status, proposed by Asad and Clair [42], which incorporates historical and structural factors 

to understand mechanisms behind the immigrant health paradox. We argue for including 

legal status, but more precisely, its racialization, to modify the immigrant health paradox 

for today’s context. Immigration enforcement has expanded dramatically and legal avenues 

for legalization have shrank significantly in the past two decades [17, 18, 43], and research 

has identified important effects of these shifts on a variety of health outcomes, including 

pre-term birth [44, 45], birthweight [46], psychological distress [47, 48] and self-rated health 

[41, 49, 50].

On its own, legal status is insufficient in understanding health outcomes among immigrants 

[29, 42]. However, its racialization, intertwined with “legality” as this intersection impacts 

immigrants’ health and shapes their access to resources, plays a critical role [46, 42]. We end 

our discussion with implications for future research in examining how the racialization of 

legal status can expand or modify the immigrant health paradox.

Theories on the Immigrant Health Paradox

Despite the expansive scholarship on the relationship between socioeconomic attainment 

and health [51, 52] and stress and health [53, 54], the immigration literature has 

historically espoused the “immigrant health paradox” [55–57]. The immigrant health 

paradox is predicated on two main patterns. First, the statistical tendency showing that first-

generation immigrants tend to have more favorable health outcomes compared to native-

born individuals of the same age, gender, and race, despite having lower socioeconomic 

attainment on average [57]. This pattern has been found for numerous health outcomes, 

including cardiovascular disease [28], mental health [56, 58], and mortality [59]. It also 

emerges intergenerationally, specifically in low birth weight-term births [44, 60]. Moreover, 

immigrant children (1.5 generation) and the children of immigrants (2nd generation) have 

better mental health outcomes on certain measures compared to later generation (3rd and 

above) children [61, 62]. And second, this paradox disappears with longer time immigrants 

1We use the term illegalized immigrants to convey the idea that immigrants are made undocumented through law. We also use this 
term to emphasize how government policies create scenarios where immigrants may not be protected under the same laws as lawful 
permanent residents or citizens.
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spend in the receiving country, eventually converging with the health profiles of native-born 

residents of the same ethnic group [61, 63–65]. These trends have been mostly studied 

among Latino/a/x immigrants [55, 66, 67], with some studies including Asian [56, 68] and 

Black immigrants [65, 69, 70].

Why are Immigrants Healthier? Mechanisms of the Immigrant Health 

Paradox

Four mechanisms have been proposed to explain the immigrant health paradox: cultural 

and behavioral factors, migrant selectivity, a salmon bias, and data artifacts. Cultural and 

behavioral explanations posit that immigrants bring with them positive cultural values or 

behaviors that predispose them to eat healthily and engage in healthier behaviors, compared 

to native-born individuals [59, 71–73]. These explanations also suggest that immigrants 

are more likely to consume their “traditional” foods instead of more westernized foods 

[73]. And there has been some evidence that cultural and behavioral factors may be behind 

immigrants’ better health compared to native-born people. Abraído-Lanza, Chao, and Flórez 

found that Latino immigrants were less likely to smoke and drink alcohol compared to 

native-born people. However, this healthiness was not seen for all health behaviors; Latino 

immigrants were less likely to be physically active and had higher body mass index (BMI).

However, these healthy behaviors are assumed to disappear over time as immigrants become 

more sedentary [74], eat larger amounts of fatty foods [75, 76], or adopt greater drug 

and alcohol use [77]. However, the larger historical and structural factors within which 

individual behaviors and cultural practices are enacted, and which could help us understand 

the roots of the health paradox, have remained largely underexplored.

Migrant selectivity, a competing explanation, assumes that only the healthiest and hardiest 

of migrants can overcome the immigration bureaucracy, the hardships of the migration itself, 

and the destabilization of the move. Once in the host country, immigrants’ hardiness and 

resourcefulness allow them a health advantage when compared to native-born individuals 

of similar demographic profiles [57, 78]. However, selection is often based on higher 

educational attainment, regardless of whether immigrants came from poorer or wealthier 

countries; immigrants with higher levels of education tend to engage in less unhealthy 

behaviors (e.g. smoking) or have fewer chronic conditions compared to the average in their 

sending countries [78]. Immigrant selectivity need not be based on individual agency or 

personal level factors; it can also be based on structural and institutional factors. Selective 

visas (e.g., employment-based and fiancé visas), which reflect contextual inequalities at exit, 

has been found to impact immigrants’ health [15, 73, 79]. Morey et al. found that Filipinos 

with marriage visas had fewer health conditions compared to non-migrants who remained. 

Interestingly, Filipinos with family reunification visas or employment visas had a similar 

number of health conditions compared to non-migrants.

The “salmon hypothesis,” accounting for immigrants’ home country, posits that the 

population health advantage observed when comparing immigrants to non-immigrants is 

the result of return migration—less healthy immigrants return to their countries of origin. 

Because data on health outcomes are often collected in cross-sectional studies, they may 
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not fully capture those who have returned to their country of origin and thus may bias the 

results. Originally a speculative idea, the literature on the salmon hypothesis is relatively 

mixed. Though the hypothesis still holds for some groups, some scholars note that the 

contribution of the salmon hypothesis is relatively minimal [59, 80–82]. For example, using 

the National Longitudinal Mortality Study, Abraido-Lanza et al. found little evidence of the 

salmon hypothesis in differences in morality among Latinos when compared to non-Latino 

whites. However, in a recent study using data from the Mexican Migration Project, Cheong 

and Massey find that health status did not predict return migration. Instead, migrants who 

had multiple roundtrips to the U.S. had poorer health, especially those who were illegalized 

immigrants. Thus, it appears that while health itself may not account for the salmon bias, 

return migration certainly warrants consideration.

Finally, the “data artifact hypothesis” purports that immigrants, as a potentially marginalized 

community, may be less likely to participate in major surveys for fear of outing themselves 

[83]. Moreover, there may be some misclassification error with respect to one’s racial or 

ethnic identity or age [59]. However, in a study of linked mortality data with the National 

Health Interview Survey (NHIS), Palloni and Arias found inconsistency with the data artifact 

hypothesis.

A Critique of the Immigrant Health Paradox

Several studies have noted the fallibility of the paradox, of both of its key assumptions.2 

Regarding the tendency for immigrants to be healthier when compared to native-born 

individuals of the same demographic profile, studies have found discrepancies in infectious 

[28] and chronic disease [56, 68]. Moreover, using a nationally representative sample of 

Mexican immigrants, Goldman et al. found that recent Mexican migrants experienced an 

overall health decline within the first two years of migration when compared to non-migrant 

Mexicans and earlier migrants. Importantly, when factoring in legal status, one study found 

that undocumented immigrants, regardless of time spent in the United States, continued to 

have higher blood pressure than recently documented immigrants [84]. Thus, regardless of 

some paradoxical outcomes, the immigrant health paradox has been found to be generally 

inconsistent across health outcomes and within specific racial and ethnic groups [30, 41, 

85]. Recent findings hint at the need for additional nuance, particularly regarding the 

changing legal and enforcement context for immigrants, in examining immigrant health. 

The immigrant health paradox may not capture current realities, as it was developed at a 

different historical moment of immigration law and enforcement. By generally not attending 

to structural factors, the immigrant health paradox may fall short in explaining the health 

outcomes of contemporary immigrants who face an enhanced enforcement context where 

legal status has become a new axis of stratification [86, 87].

Finally, issues remain with respect to assumptions of healthiness of behavior. One study 

of Mexican–American women found that they viewed traditional Mexican foods as 

“unhealthy” and preferred American foods as “healthier” alternatives [88]. Others [89] note 

2Although most work on the paradox is U.S.-based, the discrepancies found in the U.S. also have been observed in other countries, 
especially in Europe (see Speciale and Regidor [60] and Villaonga-Olives et al. (2017)).
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that food behaviors could be more than perceptions of healthiness. Instead, adjustments to 

living in the U.S. (i.e. busier lifestyles, greater stress) and, especially food insecurity could 

lead immigrants to consume diets high in fat and sugar and low in fruits and vegetables.

Placing the Immigrant Health Paradox in an Institutional and Structural 

Context

The structural conditions in the place where immigrants arrive could alter the picture 

depicted through the immigrant health paradox. First, an implicit assumption in the paradox 

is that the socioeconomic gains that can accrue with integration/assimilation could be 

harmful for health. Second, the paradox relies on a unidirectional lens, focusing on 

the experiences of immigrants who are already in the host country, and assuming that 

immigrants bring with them behaviors and cultural practices from home to affect their 

current lives. Both expectations are premised on immigrant health as being primarily an 

individual phenomenon that can exist independently of larger social and political structures. 

However, considering broader structural factors of the context where immigrants arrive 

can disentangle both the seeming paradox and processes of immigrant integration that are 

accompanied by wellbeing.

A focus on individual and cultural factors veils an understanding of how racialized 

immigration policies, structural racism, and discrimination may ultimately contribute to 

declining health among immigrants [15, 42, 71]. It follows then that the longer immigrants 

are exposed to racist structures and experiences, individually or as a group, the more their 

health will tend to decline [90–92]. Even the racism embedded in immigration policies 

may alter the selectivity process [15]. Moreover, the context of the sending country matters 

[77, 93], as policies that encourage emigration have created globalized workforces [94–97]. 

However, the introduction of temporary work visas in regions such as the Middle East 

and countries such as the U.S. have created precarious working conditions for temporary 

immigrants [96, 98, 99]. These workers may not be entitled to the same protections as lawful 

permanent residents or citizen workers, making them targets for exploitation [96, 99].

Additionally, the paradox is based on the notion that immigrants adopt an “American-like” 

lifestyle only upon arrival which does not consider that with globalization immigrants were 

already practicing U.S. consumption lifestyles, foods and behaviors, before arrival. Indeed, 

some have suggested that acculturation occurs prior to migration [100–102]; however, 

given extensive communication and exposure to U.S. lifestyles, immigrants today may 

not necessarily arrive to the U.S. as “blank slates” [77, 93, 103]. Immigrants’ ties in the 

receiving country allow for easier transitions during the migration and integration process 

but are also sources of knowledge and information before immigrants arrive [77, 104].

Finally, assumptions behind the immigrant health paradox often do not consider the 

historical context that propels people to migrate [93], especially from contexts where 

the U.S. has played a key role through military intervention, such as the large-scale U.S.-

bound migration from Central America [105]. More importantly, the process of formal 

immigration to the U.S. has historically required that immigrants be medically screened 

both prior to migration and upon entry, which may contribute to the healthy trend seen 
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in the paradox [106]. Physicians who screen immigrants for admission to the U.S. act as 

immigration brokers, one of the final bureaucratic steps in a long journey [106]. Above 

all, immigration enforcement policies and the legal landscape for immigrant health have 

changed dramatically from the time when the health paradox was conceptualized (see 

Markides and Coreil [28]). Immigrant legal status today determines access to resources, 

including health care [2, 107, 108], shaping immigrants’ trajectories in similar ways as 

other axes of stratification [17, 86, 105], and immigration enforcement has been found to 

negatively affect immigrant mental and emotional health, especially among Latinos/as/x [38, 

40, 109–112]. The dramatic change in this legal context, and especially its racialized nature, 

calls for a reevaluation of the main assumptions behind the immigrant health paradox to 

reflect the health care outcomes that today’s immigrants, particularly Latinos/as/x, are likely 

to experience.

The Role of Race and Legal Status in the Immigrant Health Paradox

A burgeoning scholarship explores the role of legal status as a critical factor affecting 

immigrants’ health. [29, 82, 113–116]. Previous work has emphasized the effects of 

legal status on access to health care, flexible resources for health, and exposure to 

immigration enforcement [18, 115–118]. But we argue that it is the racialized nature 

of legal status, that is, the concentrated targeting of Latinos/as/x for enforcement today 

and their narrower avenues to regularize their legal status, that is key to factor in. The 

larger groups of Latino/a/x immigrants have higher chances to fall out of status and be 

detected in a context that targets them for enforcement. For instance, the overwhelming 

majority of immigrants in detention and deportation are Latinos/as/x (90%). However, 

Latinos/as/x make approximately 60% of the undocumented population, making this group 

a disproportionately targeted [119]. Public opinion has greatly contributed to this anti-

Latino/a/x bias of immigrants. A report by the Pew Research Center found that although 

public views of immigrants have grown more positive since the 1990s, there are racial 

differences. Asian and European immigrants are viewed more favorably than Latino/a/x 

immigrants [120]. Interestingly, the same report found that immigrants from Africa and the 

Middle East were also viewed just as unfavorably as Latino/a/x immigrants [120].

Considerations of Race

Much of the impetus behind restrictive of immigration policy has been influenced by 

a preoccupation with maintaining a white nation and other racist tendencies [15, 43]. 

Thus, some of the most telling in the nascent literature exploring the racialized nature 

of immigration has focused on the experiences of Black immigrants [30, 85]. In the 

U.S. context, understanding the experience of Black immigrants can provide a deeper 

understanding of how race and immigration intersect. For example, Read et al. [30] using 

the 2000–2001 National Health Interview Survey found that U.S.-born and European-born 

Black people had worse health due to hypertension compared to U.S.-born white people. In 

contrast, African-born Black immigrants had better health than all groups. A similar, more 

recent study by Commodore-Mensah et al. [85] found that African immigrants had higher 

prevalence of diabetes compared to European immigrants. Both studies point to how the 
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racialization of certain immigration streams today contributes to poorer health when racial 

classifications are taken into account.

In Read et al., we see an initial immigrant health advantage, where immigrants have a 

positive outcome compared to U.S.-born people. However, in the second study, we see 

racial disparities among immigrant groups, such that Black people from majority non-white 

regions had the least hypertension while Black people from majority white regions had most 

hypertension [30]. It is possible that the since racialization of legal status affects: almost 

exclusively on Latinos/as/x, that it might not have had a large effect for Black immigrants. 

In the second study however, the effects of racialization of Latinos becomes clearer. For 

instance, the study [85] found that immigrants from Mexico and Central America had 

higher prevalence of overweight/obesity and diabetes compared to European immigrants. 

Thus, these discrepancies by the intersection of race and immigration status warrant further 

exploration.

Considerations of Legal Status

Examining the immigrant health paradox from a racialized legal status standpoint could 

provide greater clarification on the structural mechanisms that either facilitate or hinder 

immigrant health. How does legal status affect immigrants’ health? The Theory of 

Fundamental Causes of Health Inequality has remained a popular explanation for why 

immigrants in less protected legal statuses (e.g. illegalized immigrants) may have worse 

health compared to those with more protected statues (e.g. lawful permanent residents) or 

citizenship [29, 42]. Legal status acts as a fundamental cause of health inequality because it 

limits access to health promoting/health protecting resources [115, 121, 122]. It also affects 

health directly, the association between less protected legal statuses and health has been 

found in numerous health outcomes including mental health [111, 121, 123, 124], self-rated 

health [41, 125], and some chronic conditions [84, 124].

One important consideration is to observe legal status before and after migration to provide 

a nuanced, broader picture of immigrant health incorporation [15, 93]. Immigration via visas 

(“lawful” migration) make up the majority of migration to the U.S. [37, 126]; three fourths 

of the foreign-born population are either lawful permanent residents or naturalized citizens 

[107]. However, as immigrants go through the process of obtaining lawful permanent 

residence (LPR), they spend increasingly longer times waiting for their status, and about 

half of those adjusting to LPR status already reside in the U.S. [127]. Thus, longer waiting 

times delay access to resources but also place additional stress as processes of integration 

are delayed [128, 129]. And because the Illegal Immigration Reform and Immigrant 

Responsibility Act of 1996 made even lawful permanent residents ineligible for a host of 

benefits in their first five years in the U.S., these immigrants have narrow access to most 

forms of assistance, except emergency medical care. The legal incorporation of immigrants 

has been further threatened as the Trump administration considered expansion of situations 

under which immigrants can become a “public charge,” placing additional bureaucratic 

hurdles to access resources.

Furthermore, while citizenship (by birth or naturalization) may appear race neutral, the 

rights and benefits of this status may depend on political and sociohistorical contexts. In the 
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case of immigrants of color in the U.S., laws have historically restricted their immigration 

[15] and continue to target their access to goods and resources [2, 7] so that they become 

excluded or marginalized legally and institutionally.

The growing literature exploring the association between legal status and health, especially 

among Latinos/as/x, has produced mixed results. Some studies report that illegalized 

immigrants are more likely to have poorer health in self-rated health [130] and mental 

health [47] compared to citizens and documented persons. Illegalized immigrants may 

also delay care until absolutely necessary [115]. Other studies report no association [113] 

or even a health advantage among non-citizen or illegalized persons [29, 131]. Recently, 

Hamilton et al. found that illegalized Latino farmworkers were less likely to have self-

reported chronic disease and musculoskeletal problems than documented immigrants, legal 

permanent residents, and naturalized citizens. Hamilton et al.’s finding conforms to the 

immigrant health paradox. However, these researchers conclude that this observation could 

be due to hyperselectivity for health among illegalized immigrants.

Though the work of Hamilton et al. sheds light on why the association between precarious 

legal statuses and health may not exist, a structural and intersectional perspective may 

elucidate the importance of racialized legal status on health. Van Natta et al. [115] suggest 

that the study of the association between legal status and health should consider intersections 

of legal status with other structural determinants, such as poverty, housing, and especially 

racism. Immigration law and the legal statuses it produces are not race neutral, nor do they 

occur in a social vacuum; they are intimately intertwined with race and other structural 

determinants.

An Increasing Focus on Racialized Legal Status

The seemingly contradictory findings to which we point in the previous section create an 

opportunity to consider racialized legal status as a key factor to shed light on the immigrant 

health paradox. Just as race and socioeconomic status are inextricably linked, so too are 

race and legal status. In the U.S. context, most of the immigration streams today come 

from Asia and Central America [132], where the U.S. has played a key role in military 

interventions and colonization. The predominance of immigrants of color originating in 

formerly colonized or invaded countries therefore has significant implications for how U.S. 

society sees and receives them, as these immigrants arrive to a context that has historically 

been stratified along racial lines [8]. Thus, as with domestic minorities whose health is 

poorer than the general population [66, 133], when legal status is racialized immigrant 

health becomes intertwined with experiences of race and racism [15, 42, 71]. But unlike the 

case of domestic minorities, immigrants also face the structural constraints imposed by legal 

status, which for many immigrants today translates into exclusion and expulsion by design.

Though legal status appears to be race neutral (because “law is neutral”), it is a racialized 

system that disproportionately places groups like Latinos/as/x at risk of exclusion, through 

legislative procedures in the application process to obtain visas and to regularize one’s status 

[6, 126] and through the enforcement system that overwhelmingly targets Latinos/as/x [18, 

38, 109, 134]. However, rather than treating race as a “control variable”, we propose that 
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race should serve as a lens to examine the association between immigration and health. 

As Asad and Clair observe, the racialized nature of legal status can negatively impact 

health [42]. Racialized associations with legal status (e.g. being undocumented with being 

Latino) makes legal status a racialized identity, which, based on the experiences of racialized 

minorities, can lead to greater discrimination and to greater stress and poorer health [53, 91, 

134–138].

Garcia [140] highlights the importance of context in upholding racialization processes. 

Racialized illegality unfolds in the workplace, educational and health institutions, and in 

the criminal justice system. Garcia [104] finds that a climate of anti-immigrant hostility 

and xenophobia exacerbate ideologies that underpin racialization processes that homogenize 

Mexicans, and other Latinos, regardless of nativity or legal status, as “illegal”.

How do race and immigrant legal status intersect? As immigrants become familiar with 

the U.S. racial hierarchy and are exposed to greater discrimination and nativist backlash, 

they experience greater stress that can lead to deteriorating health over time [71, 142]. 

Importantly, discrimination and racism are not only an interpersonal issue; they are 

structural and systemic [15, 71, 143–145]. The immigration system is itself racialized, 

based on seemingly neutral laws that target Latinas/os, making them synonymous with being 

undocumented [18]. This is the result of the disproportionate criminalization and policing 

of Latinas/os [20, 21, 134], carried out through state institutional practices and aided by 

the media. This institutionalization and structural racism negatively affect these immigrants’ 

health and wellbeing [15, 71].

Using the Latino/a/x population as an example, the conflation of “Latino/a/x” with being 

undocumented has been associated with greater stress, discrimination, and social rejection 

[21, 140, 146] in addition to feeling unsafe [25]. These experiences translate into delays in 

seeking medical care among undocumented immigrants, documented immigrants, and even 

U.S.-born Latinos [25, 115, 140, 147, 148]. In contrast, because narratives about illegalized 

Asians are few, many assume that there are few illegalized immigrants among Asians, even 

when they are the fastest growing group of illegalized immigrants in the U.S. [149]. As a 

result, many illegalized Asians may be deterred from seeking healthcare and social services 

for fear of outing their legal status or because they believe that there may be no resources 

catering their community [121]. Therefore, the intersections of race and legal status may 

function differently depending on the axis of stratification.

The racialization of legal status for Latinos/as/x is so strong that a spillover effect has 

been detected. Even though immigration law and enforcement target the undocumented, all 

Latinos/as/x subgroups beyond “undocumented immigrants” are affected, including LPR, 

naturalized citizens, and even the native-born [138, 150–152]. At the same time, vulnerably 

legal immigrants with lighter skin tone, which in the U.S. context may be white passing, 

may not experience the same detrimental effects that legal status may have for immigrants 

with darker skin tone [138, 151, 153, 154]. Such experiences evince the racialization of 

legal status for Latinos, for whom disadvantages may manifest as increased discrimination 

in employment and wages [150, 155] in addition to interpersonal discrimination [156]. 

Research has found that poor health among Latinos, documented and U.S.-born citizens 
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alike, is likely related to disadvantage based on their racialized position rather than to their 

legal status [138]. This finding may partially explain why we continue to see an “immigrant 

health paradox” despite accounting for the role of legal status. Indeed, others have observed 

similar mechanisms regarding the role of race in understanding immigrant health [136, 154, 

157].

Racialized legal status also manifests at community and policy levels [49, 118, 154, 157] 

U.S. immigration and welfare benefit policies since the 1990s have teetered between 

hindering all immigrants’ access to social services through the Personal Work and 

Responsibility Act [2] and narrowing eligibility criteria for legalization by identifying 

immigrants who use social services as “public charges” [7] to policies expanding protections 

to support illegalized youth [50, 158]. However, even policies intended to support all 

Americans, such as President Obama’s Affordable Care Act of 2012, specifically exclude 

illegalized immigrants, who are predominantly Latina/o/x, from protection.

Finally, enforcement or the threat of enforcement of immigration policies can have profound 

effects on the wellbeing of immigrants, especially Latinas/os/x, at all contextual levels. 

At the local level, Novak et al. found that an immigratoin raid of a meat processing 

plant in Potsville, Iowa with a predominantly Latino workforce was associated with 

lower birthweight for babies of both immigrant Latina and U.S.-born Latina mothers, a 

finding not observed among white mothers [46]. At the state level, threats of punitive 

immigration policies, such as Arizona State bill 1070 (SB 1070), have also been associated 

with poorer birth outcomes among Latina mothers in Arizona [45]. Though SB 1070 was 

declared unconstitutional, Torche and Sirois observe that the mere signing of the law and 

initial discussions about implementation became a traumatic stressor for both immigrant 

and U.S.-born Latinas [45]. The effects of anti-immigrant policies are also seen at the 

national level. More anti-immigrant laws [159] and greater restrictiveness of immigrant laws 

[157] have been associated with worse health and reduced healthcare access. Overall, the 

anti-immigrant climate of today may have profound effects on the targets of immigration 

enforcement and those who belong to the same ethnoracial group.

Conclusion

Much progress has been made in the study of immigration and health. However, a 

pervasive focus remains on individual-level factors, behaviors and cultural change as 

primary explanations for shifts in health with time in the U.S., and why immigrants initially 

have better health compared to the native-born of the same demographic profile. Though 

such explanations, encapsulated in the “immigrant health paradox,” may have been valid 

earlier, they do not hold up as in the past in today’s context of increased immigration 

enforcement, racialization of legal status, and greater globalization [17, 18].

To address these limitations, we examined the origins, explanations, and critiques of the 

“immigrant health paradox”; and explored an alternative framework, focusing on structural 
constraints. We specifically underscore racialized legal status as a lens to better understand 

the association between immigration and health. Overall, the “immigrant health paradox” 

was explained through a lens of acculturation, which can partially account for the paradox 
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but ignores critical historical and structural contexts of migration (i.e. migrant legal 

stratification and structural racism) and an ever-globalizing world. Moreover, the scholarship 

on the “immigrant health paradox” has been limited by the absence of longitudinal studies 

to infer causality as well as the common use of inappropriate comparison groups (i.e. 

native-born persons instead of non-migrants). And although recently the legal status and 

health nexus have been included, it has produced mixed findings.

To move this research forward, we argue that the analytical lens to be used should be 

the racialization of legal status, not simply including the variable legal status. Legal 

status unfavorably structures opportunities for immigrants of color, especially Latinos/as/x, 

undermining their integration process. A racialized legal status lens allows us to capture 

structural forces, their effects on the racialized group, and the consequent spillover effects 

for native-born Latinos/as/x, as they face greater stigmatization despite holding protected 

legal statuses or even U.S. citizenship. Thus, future research on immigrant health should 

engage the growing body of work examining the intersections of race and immigrant 

legal status, especially among Latinos/as/x [138, 147, 160], with attention to mixed 

methods approaches to more deeply and holistically explore this phenomenon [71, 140, 

161, 162]. Indeed, contemporary scholarship has incorporated Critical Race Theory (CRT) 

and discussions of legal status and immigration [12, 139, 160] with CRT providing 

solid theoretical ground to understand racialized legal status [42]. Indeed, some of the 

successors of CRT, such as “Lat-Crit”, have integrated discussions of how immigration law 

racializes Latinos/as/x and disrupts assimilation paradigms in an ever globalizing world 

[163, 164]. Racialization of legal status has resulted in the internalization of borders, with 

greater bureaucratic barriers (e.g. Green Cards) which creates obstacles for the racialized 

immigrants to obtain the same rights as citizens [19, 163]. When incorporating a racialized 

legal status lens, future research should attend to changes in racial classification over time, 

as who is “white” versus “non-white” has shifted with immigration regimes [8, 71, 161]. 

Racialization processes are never static; laws, racial classifications, and the immigrant 

groups have differed at various historical moments.

A significant expansion of available datasets and research now address these questions. We 

should caution however, that inserting an interaction term with race and immigrant legal 

status does not necessarily constitute examining immigrant health through a racialized legal 

status lens. Indeed, quantitative scholars have cautioned against this practice as it can be 

mistaken for intersectionality [165]. Instead, it is the racial context of immigration that 

matters. López et al. examined people’s “street race”, that is, what people would say a 

person’s race would be “on the street” [146]. This study can serve as a model for studying 

the effects of racialized legal status on health outcomes by substituting legal status for race, 

thus examining others’ perceptions of a person’s legality. This distinction is important, as it 

addresses the spillover effect posited by Asad’s and Clair’s [42] framework and the effects 

such perceptions may have on one’s mental and physical health.

Recent iterations of the California Health Interview Survey (CHIS) provide valuable data on 

both race and immigrant legal status [166, 167]. Some waves of the Survey of Income and 

Program Participation (SIPP) also provide data on legal status [168] and involve national 

level data. The SIPP has been used to evaluate insurance coverage by documentation status 
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[169]. However, more can be done to understand the intersection of race and legal status 

with respect to insurance coverage.

Researchers can also consider using data fusion or multiple imputation methods to apply 

datasets with data on immigrant legal status to larger sample datasets that lack these 

variables [168–170]. While the process itself is complex, this work has been done using 

legal status data from the SIPP to impute the American Community Survey [168] to provide 

an overview of the population of immigrants who are illegalized. We should caution on 

the utility of this technique, however, as it relies on a number of assumptions, similar to 

all imputation techniques. For example, given that some immigrants can fall in and out of 

“documented” status, this technique cannot identify these transitions. Instead, it provides a 

probability that someone is in a certain documentation status at a certain time.

Finally, we should note that focusing solely on race and legal status should not be the 

only approach incorporated in studying immigrant health. It is also important to consider 

additional factors such as gender, language, region of origin, immigrant level of education, 

characteristics of immigrant parents, and generational status. These variables function both 

independently and concurrently with race and legal status. Because they are so intertwined, 

we encourage researchers to take a comprehensive approach including such factors, as the 

data allow.

While individual agency and selectivity are still important in understanding the relationship 

between immigration and health, our review suggests that research can be strengthened by 

accounting for the historical and structural factors within which immigration decisions are 

made. Like race and socioeconomic status, race and legal status are inextricably linked, and 

the impact of their intersection on health cannot be ignored. Therefore, as both policymakers 

and researchers examine the links between health and migration, it is imperative to 

consider that the processes of migration and integration are inherently racialized, and that 

racialization structures opportunities not only for migrants, but for the native-born as well.
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