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Introduction: Latina immigrant women are exposed to potentially traumatic events (PTE)
before, during, and after migration to the US. These experiences can contribute to the
presence of Post Traumatic Stress Disorder (PTSD) symptoms, which include reliving
difficult memories, avoiding situations reminiscent of past trauma, or feeling on edge.
These symptoms often cooccur with depression symptoms, anxiety symptoms, and
somatic symptoms. The association between somatic symptoms, like headaches, back
pain, chest pain, or sleep disturbances, and PTSD symptoms is not well understood among

Latina immigrant women.

Objectives: The goal of this study was to describe PTSD symptom severity in a sample of
Latina immigrant women from King County, Washington. Additionally, this study examines
the association between PTSD symptoms and other mental health symptoms in this

population with an emphasis on somatic symptoms.



Methods: We used baseline survey data, including demographic and mental health
symptom information for 223 participants recruited from community-based organizations.
A trained, bilingual member of the research team collected data in person or over the
phone. Validated mental health measures were used to assess symptom severity,
including PTSD (PCL-6), somatic (PHQ-15), depression PHQ-9, and anxiety (GAD-7).
Descriptive analysis, t-tests, ANOVA, and Tukey HSD test were used to conduct this

secondary analysis of the data.

Results: Almost all (84%) participants reported at least one potentially traumatic event and
42% endorsed PTSD symptom severity exceeding the 14-point cutoff. Mean PTSD severity
was higher among those living alone and those with cooccurring symptoms of depression
and anxiety. There was a weak linear correlation between PTSD symptom severity and
somatic symptom severity (R? = 0.21) and participants who endorsed back pain, chest
pain, feeling tired or having low energy, or trouble sleeping were more likely to have high

PTSD symptom severity.

Conclusions: Exposure to PTEs was relatively common among his population of Latina
immigrants living in King County. The prevalence of PTSD symptoms and their association
with other mental health symptoms suggest the need for preventative mental health
treatment addressing the full scope of Latina immigrants’ mental health needsin a

comprehensive manner.



Introduction

Latino immigrants are the largest immigrant group currently living in the United
States (US) (Moslimani & Passel, 2024). According to the Census Bureau’s 2023 American
Community Survey, about 24 million current US residents were born in a Latin American
country (U.S. Census Bureau, 2023). There are about 350,000 foreign-born people from
Latin America in Washington State and about two thirds of them are from Mexico (U.S.

Census Bureau, 2023).

Latinos who immigrate to the US arrive by a variety of pathways. Some immigrants
apply for visas, refugee status, or asylum which can lead to opportunities for permanent
residency and ultimately, naturalization. Others may enter the country without
authorization and legal pathways to citizenship. In 2023, The US granted 241,583 immigrant
visas to Latinos (Bureau of Consular Affairs, n.d.). It also granted 6,320 Latinos with refugee
status, and 15,760 with asylum (Schofield & Yap, 2024; Executive Office for Immigration
Review, n.d.). Meanwhile, U.S. Customs and Border Protections reported about 2.5 million
encounters with people trying to enter the country along the southwestern border without
authorization throughout 2023 (US Customs and Border Protection, 2025). In 2021, The
number of women immigrating was slightly below parity (48%) with the number of men

after increasing in recent years (up from 44% in 2000) (Haner & Lopez, 2023).

Women have migration experiences that are distinct from men and those with other
gender identities. Some research has shown that women living in Mexico may be less likely

to immigrate than men, likely due to their decision-making power in families and their



access to financial capital (Nobles & McKelvey, 2015). The mental health of Latina
immigrants may be at greater risk upon experiencing family separation, including leaving
family behind in their country of origin (Arenas et al., 2021). While traveling, women may
carry an unequal burden for domestic labor and childcare (Leyva-Florez et al., 2019). They
are more likely to become the victims of sexual violence while men are more likely to be

subjected to other forms of violence (Leyva-Florez et al., 2019).

Latina immigrant women are frequently exposed to potentially traumatic events
(PTE) before migrating, while in transit, and after arriving in the US (Ornelas & Perreira,
2011). Those who are compelled to migrate may be experiencing poverty or may need to
escape violence (Mercado et al., 2024, Ornelas &Perreira, 2011). While traveling toward the
border and waiting to cross, migrants are tested physically by harsh environmental
conditions including extreme heat and cold (Mercado et al., 2024). They may fall victim to
theft or financial coercion as well as physical assaults or separation from loved ones
(Cleaveland & Kirsch, 2020). After arriving in the US, migrants often experience distress due
to discrimination and threats of deportation, especially if they are undocumented (Garcini

etal., 2018).

Trauma can sometimes lead to adverse mental health symptoms and physiological
changes when people adapt to cope with the extreme stress of the event. Post Traumatic
Stress Disorder (PTSD) is defined by the American Psychiatric Association’s (APA)
Diagnostic and Statistical Manual of Mental Health Disorders (DSM-5) (American
Psychiatric Association, 2013). Itis precipitated by first or secondhand exposure to the real

possibility of death or serious injury, including the consequences of physical and sexual



assault. The condition is associated with reexperiencing, avoidance, negative cognition,
and hyperarousal symptoms that are severe enough to impair quality of life for one month

or more.

PTSD can manifest in many ways, and its presentation may be complicated by the
presence of other mental health conditions. The PTSD symptoms commonly endorsed by
civilian populations include reliving difficult memories, avoiding activities that remind a
person of trauma, feeling irritable, having difficulty concentrating, and feeling on edge
(Weathers et al., 1993). Diagnosed cases of PTSD are commonly comorbid with
depression and, to a lesser extent, anxiety (Brady et al., 2000; Eghaneyan et al., 2023;
Kaltman et al., 2010; Pérez Benitez et al., 2014). There is no clear, singular causal pathway
that leads to PTSD with comorbidities. Instead, the relationship between conditions is
likely bidirectional and may be influenced by genetic factors that predispose people to
higher risk for multiple mental health conditions at once (Angelakis & Nixon, 2015; Smoller,
2016). Comorbid diagnoses can make PTSD treatment less tractable and require special
consideration from treating clinicians in some cases (Angelakis & Nixon, 2015; Sripada et

al., 2019).

Additionally, having PTSD or experiencing traumatic stressors is sometimes
associated with comorbidities and somatic symptoms such as chronic pain, sleep
disturbance, or headaches (Abarca et al., 2023; Gupta, 2013). One investigation of Latino
immigrants’ health beliefs about trauma suggests that Latino immigrants may feel that their
traumatic experiences influence a variety of psychological and somatic symptoms

including cardiovascular illness and chronic pain (Eisenman et al., 2008). These somatic



symptoms may warrant additional treatment considerations (Benitez et al., 2013). It is
unclear how much the presence of somatic symptoms can indicate about underlying

mental health conditions.

Latina immigrants are resilient. In general, the majority do not meet criteria for PTSD
diagnosis despite high levels of exposure to traumatic events (Abarca et al., 2023; Mercado
et al., 2024). It is believed that individual characteristics, social support, and cultural
factors allow many to go through the trauma of migration without developing symptoms in
the llonéterm (Cardoso & Thompson, 2010). But the prevalence of PTSD symptoms in this
population is still notable. A recent study of Mexican immigrant women in Chicago found
that 38% endorsed clinically significant PTSD symptoms during psychiatric interviews
(Kimmell et al., 2021). There is some clinical evidence that PTSD and somatic symptom
comorbidity may be common among Latinos and at least one pilot program has been
tested to treat the two disorders in conjunction (Abarca et al., 2023; Benitez et al., 2013).
However, there have been no recent studies assessing the relationship between PTSD
symptoms and somatic symptoms among Latino immigrants in the US. ”I'he\goal of this
study is to provide evidence about the presentation of PTSD among Latina immigrants and
provide a description of the relationship of somatic symptoms to PTSD symptoms among a

sample of Latina immigrants from King County.



Methods
Study Sample

[We used data from a study evaluating the %migas Latinas Motivando el Alma (ALMA)
program, a community-based mental health intervention designed prevent and reduce
depression among Latina immigrants in King County (Ornelas et al., 2023). Participants
were identified through partnerships with community organizations using a convenience
sampling method. Potential participants were screened by trained, bilingual interviewers
who were a part of the research team to determine that they were older than 18 years,
spoke Spanish, identified as a Latina immigrant, and did not have severe mental health
symptoms that required more advanced intervention. Candidates completed the Patient
Health Questionaire-9 ([PHQ—9) \(Kroenke et al., 2001) to confirm eligibility. Those who
scored in the mild to moderate range (0-20) Mere\ recruited to participate in the program
while those who scored labove 20 out of 27 possible points Mere referred to consultation

with a mental health counselor on the research team.

[In\total, 226 women participated in the study. For the first half of the study (N=107)
surveys were conducted by a bilingual member of the research team in person while in the
second half of the study (N=119) surveys were conducted by phone due to restrictions
associated with the COVID-19 pandemic. This study used data from baseline surveys
collected from all participants. This included demographics and mental health measures,

like the PHQ-9 which measures depression symptoms, the GAD-7 which measures anxiety



symptoms, and others detailed below (Kroenke et al., 2001, Spitzer et al. 2006).

Participants received $30 for completing the baseline measures.
Measures

Post-Traumatic Stress Disorder Symptoms: We assessed PTSD symptoms using
the six-item [PCL—C‘designed for civilian populations (Lang & Stein, 2005). Participants are
asked to rate how much they have been bothered by a set of six symptoms in the past
month. Answers ranged from 1 (Not bothered at all) to 5 (extremely bothered). The
maximum possible score was 30, and an overall score of 14 or higher indicates symptom
severity consistent with significant risk for PTSD (Han et al., 2016; Lang & Stein, 2005).
Spanish versions of the longer PCL-C survey have demonstrated similar performance to

their English counterparts on an item-by-item basis (Miles et al., 2008).

[Somatic\ Symptoms: The PHQ-15 is a 15-question survey which asked participants
to rate the severity of a range of symptoms over the past 4 weeks. Responses range from
zero (not bothered by the symptom at all) to 2 (Bothered by the symptom a lot). The
maximum score possible is 30. Scores were binned into 4 categories of severity: 0-4
(minimal), 5-9 (mild), 10-14 (moderate), and 15 to 30 (severe). This particular measure has
been validated among Spanish-speaking populations in Spain (Montalban et al., 2010).
Subsequent studies attempting to adapt the measure for cultural specificity to Mexico
produced a very similar survey with only two differences in wording (Doddoli & Rivera,
2023). In this study, the PHQ-15 was administered to the first half of participants (N =107)

who completed the measures in person.



Traumatic Life Events: Participants completed an adjusted version of the Life
Events Checklist which was developed and validated by the National Center for PTSD (Gray
et al., 2004; Weathers et al., 2013). The survey measure listed 14 potentially traumatic
events and provided a space to describe any additional events that the participants
considered [significant\. Examples of potentially traumatic experiences include medical
procedures that caused fear or stress, the sudden, unexpected death of someone close,

and serious accident or injury. Possible answers include “yes”, “no”, and “unsure”. Scores

can range from zero to a maximum of 15.
Data Analysis

We calculated descriptive statistics for all study variables, including means and
frequencies. The average severity of PTSD symptoms for different sets of demographic
factors was calculated and compared using t-tests and analysis of variance (ANOVA). The
association of PTSD symptoms with depression and anxiety symptoms was calculated
using an ANOVA test followed by a Tukey HSD test.[The association between PTSD
symptoms and somatic symptoms was examined using a t-test, linear regression, and
ANOVA. The relative risk for severe PTSD symptomology was calculated using individual
somatic symptoms as the exposure. Data analysis was completed using R statistical
software (R Core Team, 2021). The parent study was approved by the Human Subjects
Division at the University of Washington. This analysis used a de-identified data set from

the parent study.



Results

In the study sample (N=223), 84% of participants endorsed having at least one of
the traumatic experiences on the Life Events Checklist, and the average number of
different traumatic experiences endorsed was 4. The most commonly reported
experiences were medical procedures that caused fear or stress (46%), the sudden,
unexpected death of someone close (45%), and serious accident or injury (40%). A large
percentage (42%) of the sample reported high levels of PTSD symptom severity, while 58%

had low levels of symptom severity.

Demographic characteristics of the sample and mean levels of PTSD symptoms
across categories are reported in Table 1. A two-sample t-test revealed that those who
were not living with a partner had significantly higher average PTSD symptom scores than
those who were living with a partner (difference = 1.9, p = 0.02). There were no other

significant differences in PTSD symptoms scores across demographic characteristics.

Table 2 displays PTSD symptom scores across levels of depression, anxiety, and
somatic symptom severity. In all cases, average PTSD symptom severity increased as the
severity of the corresponding symptoms increased. The average PTSD symptom severity
score increased by about three points from minimal to mild, by two points from mild to
moderate, and by 4 points from moderate to moderately-severe levels of depression
symptomology. Average PTSD symptom severity score increased by 3 points from minimal
to mild, by 5 points from mild to moderate, and by 1 point from moderate to severe levels of

anxiety symptomology. Average PTSD symptom severity score increased by 3 points from



minimal to mild, by 1 point from mild to moderate, and by 4 points from moderate to severe
levels of somatic symptomology. Every one-pointincrease in PTSD symptom severity is
equivalent to going from “not at all bothered” by a symptom in the past month to “bothered
a little bit.” Those with minimal and moderately-severe levels of depression symptoms
showed significantly different average PTSD severity than all other levels of depression.
Those with minimal and mild levels of anxiety symptoms significantly differed from all other
levels of anxiety. None of the levels of somatic symptom severity were significantly

different than all other levels.

Among participants who had complete data for PTSD symptoms and somatic
symptoms (N =104), 57% scored low on the PTSD symptoms questionnaire while 43%
endorsed high PTSD symptoms. Those with high PTSD symptom severity had significantly
higher average somatic symptom scores (8 points versus 11 points on the somatic
symptoms severity scale) (Figure 1). There was a weak positive association between PTSD
symptoms and somatic symptoms. For every three-point severity difference in PTSD
symptoms (equivalent to moving one symptom from “not at all” bothered by the symptom
in the past month to bothered “quite a bit”) there was a one-point difference in somatic
symptom severity (equivalent to moving from “not bothered at all” by the symptom in the

past 4 weeks to “bothered a little”) (Figure 2).

We calculated the relative risk for severe PTSD symptomology using endorsement of
individual somatic symptoms as the exposure status (see Table 3). Those who reported
back pain, chest pain, feeling tired or having low energy, and having trouble sleeping were

significantly more likely to endorse severe PTSD symptoms. The relative risk for severe
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PTSD symptomology was 5.24 (Cl = 1.40 - 19.67) times greater for those who endorsed
feeling tired or having low energy, 3.31 (Cl =1.13 - 9.75) times greater for those who
endorsed back pain, 3.01 (Cl =1.49 - 6.06) times greater for those who endorsed having
trouble sleeping, and 2.59 (1.93 - 3.48) times greater for those who endorsed any level of

chest pain.

Discussion

The incidence of severe PTSD scores in this sample was similar to the incidence
found in some studies of Latina immigrants and immigrants from all countries of origin
(Kaltman et al., 2010; Kimmell et al., 2021). Increased PTSD symptoms were positively
associated with symptoms of depression and anxiety, but this analysis failed to find a
robust, dose-dependent relationship between the occurrence of somatic symptoms and
PTSD. Analysis of somatic symptoms among those with severe PTSD revealed a set of
symptoms that may have contributed to the complexity and overall severity of participants'
mental health symptoms. These findings suggest the need for additional research that
would further elucidate the relationships between different clusters of mental health

symptoms among Latina immigrants.

The severity of PTSD symptoms was relatively evenly distributed across most
demographic variables in this study, except for those living without a partner having higher
levels of PTSD (Table 1). This is consistent with previous research indicating that social
support may moderate-the severity of PTSD symptoms (Kaltman et al., 2010). Other studies

of PTSD symptoms in similar populations have shown mixed results about which



demographic variables are associated with higher average PTSD symptom severity.
(Eghaneyan et al., 2022; Kaltman et al. 2010; Kimmell et al., 2021; Pérez Benitez et al.,
2021). Kaltman et al. (2010) find that marriage status and time spent living in the US was
associated with higher PTSD symptom incidence among a sample of Latina immigrants
with depression. lPérez‘ Benitez et al. (2014) find that those who are unemployed are more

likely to endorse PTSD symptoms among a mostly non-immigrant Latino sample.

PTSD symptoms in this study were associated with symptoms of depression and
anxiety. This relationship is fairly well established in literature about the cooccurrence of
these conditions (Brady et al., 2000; Eghaneyan, 2023; Kaltman et al., 2010; Pérez Benitez
et al., 2014). This finding supports the idea that the immigration experience is associated
with a variety of mental health symptoms which merit recognition and preventative
treatment. Despite finding evidence of clear relationships between PTSD symptoms and
depression or anxiety symptoms, the relationship between PTSD and somatic symptoms

was less clear.

Participants with severe PTSD symptoms had significantly higher somatic symptom
severity on average (Figure 1), but the correlation coefficient of the linear relationship
between the two types of symptoms was weak and it did not support the existence of a
dose-response relationship (Figure 2). Participants with certain somatic symptoms like
back pain or trouble sleeping had a higher relative risk for endorsing severe PTSD
symptoms (Table 3). These findings add to existing evidence of an association between
certain somatic symptoms and PTSD symptoms (Benitez et al., 2013; Sharp & Harvey,

2001). Overall, absolute incidence of somatic symptoms was similar to rates reported by



Benitez et al. (2013) in a small sample of mostly women Latino immigrants with PTSD who
were mostly from Central America. Back pain, in particular, has a long history of
association with PTSD (Keller & Chappell, 1996; Pinheiro et al., 2016; Suri et al., 2019).
However, the observation that people exhibiting these somatic symptoms demonstrate
more severe PTSD symptoms is somewhat ambiguous. The causal direction of the
relationship cannot be inferred from the evidence available, and the potential for
confounding cannot be ruled out. For eﬂxample, it could be the case that a degenerative
back injury, which did not cause psychological distress, leads to decreased quality of sleep
and increased symptoms like irritability or confusion. It cannot be assumed that the

presence of these symptoms indicates PTSD symptoms.
Limitations

This study examines the presentation of PTSD symptoms in a relatively homogenous
sample of Latina immigrants. Most participants were from Mexico, had lower income, and
lower levels of education. As a result, these findings may not be generalizable to Latina
immigrant women from all countries of origin or socioeconomic status. Additionally,
s[ample size ]may have limited the ability of this analysis to find significant results, at least
for the investigation of the relationship between somatic symptom severity and PTSD

symptom severity.

This study used a culturally validated and abbreviated version of a common PTSD
symptom measure. The full-length version of this and other PTSD measures assess for a

wider variety of potential PTSD symptoms and may offer greater sensitivity in situations



where it is practical to use them. The results reported here are only directly comparable
with other studies that use the same measures as this study. Additionally, there are other
measures or metrics that may have been helpful to include in this analysis. This study did
not examine the impact of insurance status, access to mental health care, or frequency of
traumatic events on the outcome of interest. These could be major factors in ongoing

symptom severity that should be addressed in future analyses.

This analysis found several significant associations between cooccurring groups of
mental health symptoms but could not establish the direction of causality for any of these
relationships due to the data having been collected at the same time point. It could be the
case that the cooccurring mental health conditions observed are an intermediary to the

relationship between traumatic events and PTSD symptoms or secondary to it.

Conclusion

Trauma exposure and PTSD symptoms were relatively common experiences for this
sample of Latina immigrants. PTSD symptoms can contribute to significant impairment to
quality of life and require increased healthcare utilization in the long term (Kartha et al.,
2008; Tuerk et al., 2013). For these reasons, ensuring access to mental health care for
Latina immigrants who are likely to be exposed to traumatic events should be considered a
priority. Additionally, it may be helpful to study the impact of repeated trauma and different
types of trauma as these conditions can result in complex PTSD which has unique

treatment implications (Courtois et al., 2024). Additional studies of this population with a



larger sample of participants could elucidate insights about the factors that moderate

PTSD symptom severity.

PTSD symptoms are likely to coincide with symptoms of depression and anxiety
among Latina immigrants. Somatic symptoms like back pain are also connected to PTSD
symptoms in some cases, but this study did not find evidence of a set of somatic
symptoms that is uniquely indicative of PTSD symptomology. Future research can further
investigate the association of individual symptoms of PTSD, somatic symptoms, anxiety,
and depression l(ﬂ.liang etal., 2020; Kratzer et al., 2022D. Mental health care providers should
be aware that somatic symptoms may be negatively impacting the mental health of their
Latina immigrant patients with PTSD. Depending on the preferences and needs of the
patient, supporting them in addressing symptoms like back pain or trouble sleeping could

be an essential part of making progress toward alleviating PTSD symptoms like irritability.



Table ]1\: Mean PTSD symptom scores for different demographic segmentations of the
ALMA sample population. (N = 223)

N (%) Mean PTSD | SD
Score

Agel
Under 40 115 12.9 5.2
Over 40 108 13.3 5.4
Years in the US
<10 48 12.6 5.6
10-20 116 13.0 5.3
>20 59 13.7 5.1
Country of Birth
Mexico 183 13.3 5.4
Other! 40 12.3 4.6
Immigrant Status
Naturalized (1) 14 12 3.6
Current Visa / Permission (2, 3, 6, 7) 48 13.9 5.9
Entry and/or stay without permission (4, 5) 131 12.9 5.2
Preferred not to or did not answer (8) 22 12.6 5.9
Language
Only Spanish 131 12.6 5.5
More Spanish than English 57 13.7 5.2
Same or mostly English 35 13.7 4.6
Education
Less than high school degree (1,2,3) 75 13.6 5.4
High School Degree or Equivalent (4) 94 12.5 4.9




N (%) Mean PTSD | SD
Score

Employment
Working 100 13.2 4.9
Not working 121 13.0 5.6
Partner living in home *
Currently living with partner 141 12.4 4.7
Not living with partner 78 14.3 6.2
Total 223 13.1 5.3

* Indicates statistically significant difference between categories at p <0.05

i) Other countries include El Salvador (n = 6), Columbia (n = 3), the United States (n = 2),
Argentina (n = 1), Ecuador (n = 1), Guatemala (n = 1), Peru (n = 1), and Venezuela (n =1).



Table 2: lMean\ PTSD symptom score and proportion of participants reporting High

PTSD symptoms by severity of other mental and physical health conditions

N Mean PTSD | SD Percent High
Score PTSD

PHQ-9

Minimal (0-4) * 87 10.1 3.5 18.4
Mild (5-9) 80 13.5 4.8 50.0
Moderate (10-14) 34 15.2 5.0 52.9
Moderately-Severe (15-27) * 22 19.6 5.4 86.4
GAD-7

Minimal (0-4) * 75 9.5 3.0 13.3
Mild (5-9) * 82 12.6 4.4 39.0
Moderate (10-14) 48 16.4 5.3 64.6
Severe (15-21) 18 19.0 5.6 77.8
PHQ-15

Minimal (0-4) 15 9.5 3.3 13.3
Mild (5-9) 41 12.9 4.8 36.6
Moderate (10-14) 36 14.1 5.0 52.8
Severe (15-30) 12 18.2 6.3 75.0
Total 223 13.1 5.3 41.7

* Indicates statistically significant difference with all other categories at p <0.05




Table 3: Relative risk of severe PTSD where the exposure is endorsing the somatic

symptom
ltem Description Relative 95%

Risk Confidence

Interval

1 Stomach pain 1.75 1.04-2.95
2 Back pain* 3.31 1.13-9.75
3 Pain in your arms legs or joints 1.72 0.81-3.65
4 Menstrual cramps 1.28 0.73-2.25
5 Headaches 1.23 0.62-2.41
6 Chest pain* 2.59 1.93-3.48
7 Dizziness 1.52 0.65-3.53
8 Fainting spells' N/A N/A
9 Feeling your heart pound or race 1.86 1.11-3.12
10 Shortness of breath 2.60 1.96-3.44
(| Pain or problems during sexual intercourse 1.35 0.33-5.53
12 Constipation, loose bowels, or diarrhea 1.28 0.67 -2.44
13 Nausea, gas, or indigestion 2.06 1.12-3.77
14 Feeling tired or having low energy* 5.24 1.40-19.67
15 Trouble sleeping* 3.01 1.49-6.06

* Indicates statistically significant difference between categories at p < 0.05

i) none of the people who endorsed this symptom had high PTSD symptom severity
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Figure 1: Difference in somatic symptom score by PTSD symptom severity group
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Figure 2: Linear model for the relationship between PTSD and somatic symptom severity
score

Somatic symptom severity by PTSD score
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A scatter chart plotting participants by PTSD symptom severity across the horizontal axis
and somatic symptom severity across the vertical access. The equation for the linear
regression modelisy=0.39x +4.3, R?=0.21.



Works Cited

Abarca, G. J., Tornberg-Belanger, S. N., Ryan, D., Price, C., Rao, D., & Ornelas, I. J. (2023).
Understanding the relationship between social stressors, trauma, and somatic symptoms
among Latina immigrant women. Journal of racial and ethnic health disparities, 10(1), 387-
394.

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental
disorders (5th ed.). https://doi.org/10.1176/appi.books.9780890425596

Angelakis, S., & Nixon, R. D. (2015). The comorbidity of PTSD and MDD: Implications for
clinical practice and future research. Behaviour Change, 32(1), 1-25.

Arenas, E., Yahirun, J., Teruel, G., Rubalcava, L., & Gaitan-Rossi, P. (2021). Gender, family
separation, and negative emotional well-being among recent Mexican migrants. Journal of
Marriage and Family, 83(5), 1401-1419.

Benitez, C. I. P., Zlotnick, C., Gomez, J., Renddn, M. J., & Swanson, A. (2013). Cognitive
behavioral therapy for PTSD and somatization: An open trial. Behaviour research and
therapy, 51(6), 284-289.

Brady, K. T., Killeen, T. K., Brewerton, T., & Lucerini, S. (2000). Comorbidity of psychiatric
disorders and posttraumatic stress disorder. Journal of clinical psychiatry, 61, 22-32.

Bureau of Consular Affairs. (n.d.) Report of the Visa Office 2023. US Department of State.
Accessed on June 2™, 2025 from: https://travel.state.gov/content/travel/en/legal/visa-
law0/visa-statistics/annual-reports/report-of-the-visa-office-2023.html

Cardoso, J. B., & Thompson, S. J. (2010). Common themes of resilience among Latino
immigrant families: A systematic review of the literature. Families in Society, 91(3), 257-
265.

Cleaveland, C., &Kirsch, V. (2020). “They took all my clothes and made me walk naked for
two days so | couldn’t escape”: Latina immigrant experiences of human smuggling in
Mexico. Qualitative Social Work, 19(2), 213-228.

Courtois, C. A., Frewen, P., Barach, P. M., Brand, B., Chu, J., Cloitre, M., Dalenberg, C.,
Draijer, N., Follette, V., Ford, J. D., Herman, J. L., Kinsler, P., Kira, I., Laddis, A., Lanius, R.,
Paivio, S., Pearlman, L. A., Pole, N., Shapiro, F., Spinazzola, J., Steele, K., Kurkus, J. A.
(2024). APA Guidelines for Working with Adults with Complex Trauma Histories. American
Psychological Association.

Doddoli, A. B., & Rivera, P. E. D. (2023). Validation of the PHQ-15 questionnaire version for
the Mexican population to assess psychosomatic symptoms. Nova scientia, 15(30), 1-12.



Eghaneyan, B. H., Killian, M. O., & Sanchez, K. (2023). The integration of behavioral health
and primary care for Hispanic/Latino patients with depression and comorbid PTSD. The
Journal of Behavioral Health Services & Research, 50(1), 95-107.

Eisenman, D. P., Meredith, L. S., Rhodes, H., Green, B. L., Kaltman, S., Cassells, A., & Tobin,
J. N. (2008). PTSD in Latino patients: Illness beliefs, treatment preferences, and
implications for care. Journal of general internal medicine, 23, 1386-1392.

Executive Office for Immigration Review. (n.d.). Asylum Decision Rates by Nationality.
Accessed on June 2, 2025 from: https://www.justice.gov/eoir/page/file/1107366/dl

Garcini, L. M., Chen, M. A., Brown, R. L., Galvan, T., Saucedo, L., Berger Cardoso, J. A., &
Fagundes, C. P. (2018). Kicks hurt less: Discrimination predicts distress beyond trauma
among undocumented Mexican immigrants. Psychology of violence, 8(6), 692.

Gray, M. J,, Litz, B. T., Hsu, J. L., & Lombardo, T. W. (2004). Psychometric properties of the
life events checklist. Assessment, 11(4), 330-341.

Gupta, M. A. (2013). Review of somatic symptoms in post-traumatic stress disorder.
International review of psychiatry, 25(1), 86-99.

Han, B., Wong, E. C., Mao, Z., Meredith, L. S., Cassells, A., & Tobin, J. N. (2016). Validation
of a brief PTSD screener for underserved patients in federally qualified health centers.
General hospital psychiatry, 38, 84-88.

Haner, J., Lopez, M. H. (2023). 8 facts about recent Latino immigrants to the U.S. Pew
Research Center. Accessed on June 2", 2025 from: https://www.pewresearch.org/short-
reads/2023/09/28/8-facts-about-recent-latino-immigrants-to-the-
us/#:~:text=In%20contrast%2C%2088%25%200f%20recent,shares%20among%20recent
%20Hispanic%20immigrants.

Jiang, W., Ren, Z., Yu, L., Tan, Y., & Shi, C. (2020). A network analysis of post-traumatic
stress disorder symptoms and correlates during the COVID-19 pandemic. Frontiers in
psychiatry, 11, 568037.

Kaltman, S., Green, B. L., Mete, M., Shara, N., & Miranda, J. (2010). Trauma, depression, and
comorbid PTSD/depression in a community sample of Latina immigrants. Psychological
Trauma: Theory, Research, Practice, and Policy, 2(1), 31.

Kartha, A., Brower, V., Saitz, R., Samet, J. H., Keane, T. M., & Liebschutz, J. (2008). The
impact of trauma exposure and post-traumatic stress disorder on healthcare utilization
among primary care patients. Medical Care, 46(4), 388-393.



Keller, T., & Chappell, T. (1996). The rise and fall of Erichsen's disease (railroad spine).
Spine, 21(13), 1597-1601.

Kimmell, J., Mendenhall, E., & Jacobs, E. A. (2021). Deconstructing PTSD: Trauma and
emotion among Mexican immigrant women. Transcultural Psychiatry, 58(1), 110-125.

Kratzer, L., Knefel, M., Haselgruber, A., Heinz, P., Schennach, R., & Karatzias, T. (2022). Co-
occurrence of severe PTSD, somatic symptoms and dissociation in a large sample of
childhood trauma inpatients: a network analysis. European archives of psychiatry and
clinical neuroscience, 1-12.

Kroenke, K., Spitzer, R. L., & Williams, J. B. (2001). The PHQ-9: validity of a brief depression
severity measure. Journal of general internal medicine, 16(9), 606-613.

Lang, A. J., & Stein, M. B. (2005). An abbreviated PTSD checklist for use as a screening
instrument in primary care. Behaviour research and therapy, 43(5), 585-594.

Leyva-Flores, R., Infante, C., Gutierrez, J. P.,, Quintino-Perez, F., Gémez-Saldivar, M., &
Torres-Robles, C. (2019). Migrants in transit through Mexico to the US: Experiences with
violence and related factors, 2009-2015. PLoS One, 14(8), €0220775.

Mercado, A., Venta, A., Morales, F., Palomin, A., Garcini, L., Silva, M., & Domenech
Rodriguez, M. M. (2024). Trauma in the American asylum process: Experiences of
immigrant families under the migrant protection protocols. Psychological trauma: theory,
research, practice, and policy, 16(S2), S379.

Miles, J. N., Marshall, G. N., & Schell, T. L. (2008). Spanish and English versions of the PTSD
Checklist-Civilian version (PCL-C): Testing for differential item functioning. Journal of
Traumatic Stress: Official Publication of The International Society for Traumatic Stress
Studies, 21(4), 369-376.

Montalban, S. R., Vives, A. C., & Garcia-Garcia, M. J. A. E. P. (2010). Validation of the
Spanish version of the PHQ-15 questionnaire for the evaluation of physical symptoms in
patients with depression and/or anxiety disorders: DEPRE-SOMA study. Actas espanolas de
psiquiatria, 38(6), 345-357.

Moslimani M, Passel J. (2024). What the data says about immigrants in the U.S.. Pew
Research Center. Accessed form https://www.pewresearch.org/short-
reads/2024/09/27/key-findings-about-us
immigrants/#:~:text=Where%20are%20U.S.%20immigrants%20from,23%25%200f%20all
%20U.S.%20immigrants.



Nobles, J., & McKelvey, C. (2015). Gender, power, and emigration from Mexico.
Demography, 52, 1573-1600.

Ornelas, I. J., Rao, D., Price, C., Chan, G., Tran, A., Aisenberg, G., ... & Nelson, A. K. (2023).
Promoting mental health in Latina immigrant women: results from the Amigas Latinas
Motivando el Alma intervention trial. Social Science & Medicine, 321, 115776.

Ornelas, I. J., & Perreira, K. M. (2011). The role of migration in the development of
depressive symptoms among Latino immigrant parents in the USA. Social science &
medicine, 73(8), 1169-1177.

Pérez Benitez, C. I., Sibrava, N. J., Zlotnick, C., Weisberg, R., & Keller, M. B. (2014).
Differences between Latino individuals with posttraumatic stress disorder and those with
other anxiety disorders. Psychological Trauma: Theory, Research, Practice, and Policy, 6(4),
345.

Pinheiro, M. B., Ferreira, M. L., Refshauge, K., Maher, C. G., Ordofana, J. R., Andrade, T. B.,
... & Ferreira, P. H. (2016). Symptoms of depression as a prognostic factor for low back pain:
a systematic review. The Spine Journal, 16(1), 105-116.

R Core Team (2021). R: A language and environment for statistical computing. R Foundation
for Statistical Computing, Vienna, Austria. URL https://www.R-project.org/.

Schofield N, Yap A. (2024). Asylees: 2023. Office of Homeland Security Statistics.
Accessed on June 2", 2025 from: https://ohss.dhs.gov/sites/default/files/2024-
10/2024_1002_ohss_asylees_fy2023.pdf

Sharp, T. J., & Harvey, A. G. (2001). Chronic pain and posttraumatic stress disorder: mutual
maintenance?. Clinical psychology review, 21(6), 857-877.

Smoller, J. W. (2016). The genetics of stress-related disorders: PTSD, depression, and
anxiety disorders. Neuropsychopharmacology, 41(1), 297-319.

Spitzer, R. L., Kroenke, K., Williams, J. B., & Lowe, B. (2006). A brief measure for assessing
generalized anxiety disorder: the GAD-7. Archives of internal medicine, 166(10), 1092-1097.

Sripada, R. K., Blow, F. C., Rauch, S. A., Ganoczy, D., Hoff, R., Harpaz-Rotem, I., & Bohnert,
K. M. (2019). Examining the nonresponse phenomenon: Factors associated with treatment
response in a national sample of veterans undergoing residential PTSD treatment. Journal
of Anxiety Disorders, 63, 18-25.

Suri, P., Boyko, E. J., Smith, N. L., Jarvik, J. G., Jarvik, G. P., Williams, F. M., ... & Goldberg, J.
(2019). Post-traumatic stress disorder symptoms are associated with incident chronic back
pain: a longitudinal twin study of older male veterans. Spine, 44(17), 1220-1227.



Tuerk, P. W., Wangelin, B., Rauch, S. A., Dismuke, C. E., Yoder, M., Myrick, H., ... & Acierno,
R. (2013). Health service utilization before and after evidence-based treatment for PTSD.
Psychological services, 10(4), 401.

U.S. Census Bureau. (2023). S0201 - Selected Population Profile in the United States. U.S.
Department of Commerce. Retrieved May 8, 2025, from
https://data.census.gov/table?qg=Foreign-Born&g=040XX00US53

U.S. Customs and Border Protection. (2025). Southwest Land Border Encounters. U.S.
Customs and Border Protection. Accessed on June 2", 2025 from:
https://www.cbp.gov/newsroom/stats/southwest-land-border-encounters

Weathers, F. W., Blake, D. D., Schnurr, P. P., Kaloupek, D. G., Marx, B. P., & Keane, T. M.
(2013). The life events checklist for DSM-5 (LEC-5).

Weathers, F. W,, Litz, B. T., Herman, D. S., Huska, J. A., & Keane, T. M. (1993, October). The
PTSD Checklist (PCL): Reliability, validity, and diagnostic utility. In annual convention of the
international society for traumatic stress studies, San Antonio, TX (Vol. 462).



