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Abstract

Background: The Venezuelan migrant crisis is the largest forced displacement in the Western
Hemisphere. Venezuelan migrants face numerous challenges during the migration and resettle-
ment process, negatively impacting their mental and physical health. Migrants who are care-
givers face additional vulnerabilities and health needs, particularly women of reproductive age.
However, there is limited research on the mental health of this population, including predictors
of mental health conditions. Methods: We combined two datasets, including 1,124 quantitative
telephone surveys and 28 qualitative semistructured interviews with female Venezuelanmigrant
caregivers in Colombia – the primary destination for Venezuelan migrants globally – to
characterize the prevalence of psychological distress and symptoms of depression and anxiety,
key predictors of illness, and experiences with the healthcare system, using a convergent parallel
design. Results: We found that a high number of respondents experienced symptoms of
moderate-to-severe distress (63%), depression (18%) and anxiety (28%). Across datasets,
financial stressors, experiences of discrimination, family separation experiences and history
with other health and chronic diseases significantly worsened mental health. Both datasets also
showed the protective impacts of social support and mental healthcare from informal sources.
Conclusion: This study highlights the critical mental healthcare needs of female Venezuelan
migrant caregivers residing in Colombia.

Impact statement

The present multi-study used quantitative and qualitative data to examine the prevalence,
predictors and experiences of mental health disorders among female Venezuelan migrant
caregivers. Venezuelan migrant caregivers, especially women of reproductive age, are a particu-
larly vulnerable population, due to lower rates of regularization, higher rates of reliance on
informal sector employment, and greater healthcare needs. However, the mental health burden
and experiences of this population remain under-researched to date. Therefore, we used a
convergent parallel mixed-methods approach to combine two studies of female Venezuelan
migrant caregivers to describe the self-reported experiences with mental health conditions, as
well as their key predictors. Triangulated results across both studies indicate a high burden of
mental health disorders within this population that remains largely untreated by the Colombian
healthcare system. Findings also highlight key relationships between mental health disorders
and xenophobic discriminatory experiences, financial stressors and economic vulnerability,
family separation and experiences with other health conditions, suggesting the need for
wraparound services and interventions that can address the complex needs of migrant care-
givers. Our findings are important for health and mental health practitioners, donors and
policymakers who are responsible for providing healthcare and other supportive services to
Venezuelan migrants in Colombia, as well as those in other countries grappling with similar
displaced populations. Findings should be used to inform future research on the burden of
mental health disorders in this population and how the levels of mental health for Venezuelan
migrant caregivers compare with other migrant and Colombian host populations, as well as to
inform effective interventions to address the high burden of mental health disorders among this
group of migrants.
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Introduction

Social, political and economic factors have led more than 7.7
million Venezuelan migrants and refugees to leave Venezuela,
making this the largest displacement crisis in the Western hemi-
sphere (IOM, 2022). Colombia, which neighbors Venezuela, has
served as the primary destination for Venezuelan migrants, with
more than 3 million Venezuelan migrants settling in Colombia
(Fernández-Nino and Bojorquez-Chapela, 2018; UNHCR, 2024).
Nearly half of Venezuelan migrants arriving in Colombia are
women and/or caregivers, many arriving with children or preg-
nant (Timoney, 2019; UNHCR 2019, 2024).

Venezuelan migrants, and in particular female caregivers who
have a minor under their care, are likely to face numerous chal-
lenges arising from the eroding public health system in Venezuela,
the migration journey, experiences of xenophobic discrimination
and the process of integrating into the Colombian population, all
of which can negatively impact their health and mental health
(Carroll et al., 2020; Gallo Marin et al., 2021; Profamilia, 2020;
Schwartz et al., 2018; Villalba, 2018). Prior research has shown a
high prevalence of depressive and anxiety symptoms among
Venezuelan migrants in various contexts (Carroll et al., 2020;
Espinel et al., 2020; Salas-Wright et al., 2022). The coronavirus
disease 2019 (COVID-19) pandemic further intensified mental
health risks for this population, with studies documenting
increased rates of depression and anxiety among migrants and
women caregivers due to prolonged stress, social isolation and
disruption of services (Connor et al., 2020; Vindegaard and Ben-
ros, 2020). It has been estimated that upwards of 59% of Vene-
zuelan migrants experience symptoms of anxiety and 38%
experience symptoms of depression (Alarcon et al., 2022), with
certain groups, such as unregularized women, likely experiencing
even higher levels (Acosta-Reyes et al., 2023). Additionally, an
estimated over 20% of migrants have been diagnosed with post-
traumatic stress disorder (Espinel et al., 2020).

Despite the Colombian government’s progressive policies on
regularization and social protection for Venezuelan migrants,
including providing access to public health and mental health
services, barriers to services persist, especially for caregivers. Not-
ably, the Estatuto Temporal de Protección para Migrantes Venezo-
lanos (ETPMV), enacted in February 2021, allowed Venezuelan
migrants who had been residing in Colombia before the ETPMV’s
enactment, as well as those who entered the country legally
through May 2023, to obtain a temporary permit for residency
for up to 10 years, enabling access to formal employment, public
education and healthcare services (Bowser et al., 2022; Welsh,
2021). Once enrolled in a residency permit through the ETPMV,
Venezuelan migrants could register with one of Colombia’s public
health insurance schemes, which offered insured individuals a
standardized health benefits package, including access to mental
healthcare services. However, even in this context, Venezuelan
migrants still experience multiple barriers to accessing healthcare
due to multiple legal and administrative challenges required to
obtain regularization and health insurance enrollment, a lack of
information on services and entitlements, economic precarity and
fears of deportation due to unregularized status, among other
factors (Abubakar et al., 2018; Bowser et al., 2022; Chatruc and
Rozo, 2021; Danish Council for Refugees, 2021; IFRC, 2020; Mora,
2021; Profamilia, 2020; WHO Region of Americas, 2018; Wolfe,
2021). These barriers are more salient for Venezuelan migrant
caregivers due to their reliance on informal work, lower regular-
ization rates and additional health and mental health needs

(Bowser et al., 2022; Carroll et al., 2020; Trentin et al., 2023;Weigel
and Armijos, 2023). Additionally, studies have documented the
double burden caregivers face in needing to manage their health,
work and childcare needs, and the likelihood of facing family
separation in their migration journey (Pérez-Flores et al., 2023).

However, despite the large number of migrants arriving with
minors in Colombia (UNHCR, 2019), there is currently no research
to the authors’ knowledge examining how these compounding
vulnerabilities may contribute to the mental health of female Vene-
zuelan migrant caregivers. Therefore, the purpose of this study is to
characterize the mental health needs of female Venezuelan migrant
caregivers residing in Colombia, converging findings from two
separate quantitative and qualitative studies with this population.

Methods

We used amixed-methods convergent parallel design, where quan-
titative and qualitative data were collected and analyzed separately
(Creswell andClark, 2017). Through this approach, the results from
two independent studies (Study 1 and Study 2) were merged to
create a more comprehensive understanding of the psychological
distress that female Venezuelan migrant caregivers of minors,
henceforth caregivers, experienced (Creswell and Clark, 2017).
Specifically, Study 1 (N = 1,124) provided information on the
prevalence and predictors of psychological distress, while Study
2 (N = 28) corroborated these findings by identifying a similarly
high prevalence of depression and anxiety symptoms in a similar
migrant population and offering qualitative insights into the mech-
anisms underlying these experiences.

The decision to merge Study 1 and Study 2 was grounded in
methodological and theoretical considerations. Although conducted
independently, both studies examined psychological distress among
similar populations using aligned conceptual frameworks and com-
plementary methodologies. Study 1 was designed to quantify the
burden of disease, including psychological distress, while Study
2 focused on exploring the lived experiences of distress in depth.
The integration of these datasets enhances the richness of the find-
ings, allowing for amore nuanced and contextually grounded under-
standing of caregiver mental health. Additionally, the inclusion of
caregivers from distinct cities in Colombia broadens the representa-
tiveness of the sample and supports the generalizability of the results.

Study 1

Telephone surveys were conducted between September and
December 2023 with 1,207 Venezuelan migrant women residing
in Colombia, including 1,124 caregivers. The survey comprised
91 questions (~30 min to complete) and collected information on
individual demographics, health insurance status, economic
activity, healthcare access and utilization, self-reported health
outcomes and out-of-pocket (OOP) payments. Participants were
sampled from municipalities with the largest population of Vene-
zuelan migrants, based on data from the National Administrative
Department of Statistics and Migración Colombia. The final
sample included participants from 33 municipalities and Bogota,
D.C. (see Supplementary Table S1 for a list of included munici-
palities). Surveys were developed in English and then translated,
adapted and validated in Spanish. Individual survey questions
were drawn from the Demographic and Health Survey, World
Health Survey and World Mental Health Survey, and the survey
was tested with respondents who were not part of the final sample.
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Final surveys were carefully monitored for accuracy and consist-
ency by the study team and field supervisors who were trained,
with all enumerators, on the survey tool and implementation.

Purposive and snowball sampling methods were used to recruit
telephone survey respondents in two stages. First, 25 female
migrants within each selected municipality were surveyed. Second,
individuals were purposively sampled by insurance status (insured
in any public scheme or not) to reach a necessary sample with 90%
statistical power at a 5% significance level to compare differences in
healthcare utilization between insured and uninsured individuals
eligible for the ETPMV (Bowser et al., 2025). While not the focus of
this power calculation, the variables used in this analysis were
collected with the same sample design. A secondary power analysis
confirmed that our sample was also sufficient to detect a similarly
powered difference in psychological distress, measured using the K6,
between caregivers for one of our main predictors – discrimination.
For both stages, respondents were given mobile airtime compensa-
tion of 4 USD for their own response, plus 1 USD for a referred
contact’s response until the target sample was reached in each
municipality. The inclusion criteria for participants were: (1) being
aVenezuelan national; (2) identifying as female; (3) falling within the
lowest three strata in the socioeconomic household classifications
(estrato) used to provide households with subsidies on personal
utility payments (water, sanitation, electricity and gas); (4) being at
least 18 years of age and (5) enteringColombia before the Colombian
Government’s ETPMV announcement (February 2021), and there-
fore being eligible for regularization through the ETPMV. The study
sample analyzed below was restricted to women caregivers with a
minor (under age 18 years) under their care (N = 1,124).

Mental and behavioral health measures
The telephone surveys included two measures of mental and
behavioral health. The first measure asked participants whether
they had experienced one of four mental or behavioral health
indicators in the 30 days before taking the survey (i.e., sleep diffi-
culties, anxiety, aggressive behavior and sadness). The second
measure was the Kessler Psychological Distress Scale (K6), a valid-
ated scale for assessing nonspecific psychological distress for indi-
viduals. The K6 has been used to measure psychological distress
among Latin American migrant populations (Allinson and Berle,
2023; Baggaley et al., 2007; Jurado et al., 2014). The K6 consisted of
six questions (α = 0.79), including whether in the last 30 days,
respondents ever felt (1) nervous, (2) depressed or anxious,
(3) uneasy, (4) so sad that nothing could cheer them up, (5) like
everything is hard for them and (6) useless (Kessler et al., 2010).
Responses were measured using a 5-point Likert scale ranging from
0 (never) to 4 (always). The total score was calculated by adding the
scores from all responses and ranged from 0 to 24 (Kessler et al.,
2010). Suggested cutoffs were created for scores between 1 and
7 (mild distress), 8 and 12 (moderate distress) and above 13 (severe
distress) (Kessler et al., 2010; Yiengprugsawan et al., 2020). Clinical
validation studies of this scale have demonstrated a sensitivity of
0.76, a specificity of 0.75 and a total classification accuracy of 0.74
when using cutoffs above 5 to identify patients with mental health
conditions requiring treatment. For identifying cases of severe
distress, the sensitivity and specificity are 0.36 and 0.96, respect-
ively, with a total classification accuracy of 0.92 (Kessler et al., 2003;
Prochaska et al., 2012).

Data analysis
Sociodemographic characteristics and indicators for mental and
behavioral health distress were summarized for the sample of

telephone survey respondents identifying as caregivers. As prior
research had documented the negative health impacts of distress as
a continuum (Colpe et al., 2009), a Poisson regression model was
developed to estimate the likelihood of reporting higher levels of
distress utilizing incidence rate ratios (IRRs) with a continuous
measure of distress (total K6 score). Subanalysis further examined
predictors of experiencing severe distress (using aK6 cutoff above 13)
with a binary measure. The IRRs represent the ratio of the expected
K6 symptom score between groups, holding other covariates con-
stant. Predictors included age (continuous measure); estimated indi-
vidual monthly income; being a recent immigrant (arriving in
Colombia within 5 years); informal employment (without a con-
tract); education level (whether or not the respondent had completed
high school); household size (number); experiences of discrimin-
ation (whether or not individuals reported unfair treatment by a
healthcare provider or different medical care due to their immigra-
tion status); family housing (living with other family members,
including non-immediate family); insurance status (being enrolled
in either the subsidized or contributory schemes); health status (1–5,
from poor to excellent); having a chronic illness (having an ongoing
health condition that requires regular monitoring, medical care or
medication) and reported OOP expenditures (from healthcare visits
in the past 30 days). Individuals who reported having insurance
status but not legal residency in Colombia through the ETPMV or
another legal pathway required to obtain insurance were reclassified
as uninsured (N = 57). Models also included municipal fixed effects
to control for all time-invariant characteristics at the municipality
level, as well as robust standard errors.

Study 2

Thirty Venezuelan caregivers (females and males) residing in
Colombia were interviewed between October 2021 and February
2022, after COVID-19 vaccinations were rolled out in Colombia.
The final sample included 28 participants, as two interviews were
excluded due to a recording malfunction and the exclusion of one
male participant. Participants were recruited from six municipal-
ities and Bogota, D.C (see Supplementary Table S1). The study
contained a demographic questionnaire, two short mental health
screeners on depressive and anxiety symptoms and a semistruc-
tured interview, in which participants were asked different ques-
tions about their migration process to Colombia and how they felt
since migrating. Sample interview questions included: “Please tell
me more about you. When did you arrive in Colombia? What was
the hardest thing about the journey for your family?What has been
most helpful to your family since arriving in Colombia?”

Caregivers were recruited in partnership with Heartland Alli-
ance International (HAI), a US-based humanitarian agency, using a
convenience sampling approach. Potential participants were pro-
vided a flyer with study information by HAI program supervisors,
and eligible and interested participants were listed with their con-
tact information (i.e., phone number and email) by the municipal-
ity. From this list, participants were randomly selected by the
principal investigator (PI; MPL). The interviews were conducted
by three bilingual (English and Spanish) and bicultural research
assistants (RAs), which is particularly important when conducting
qualitative research (Ragavan and Cowden, 2020). The RAs were
trained and supervised by the PI. Before being interviewed, the RAs
contacted potential participants to introduce the study, confirm
eligibility and schedule a 2-h interview. To reduce attrition,
reminders were sent by text 1 day and 1 h before the interview.
The average interview length was 59 min, and participants were
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compensated with a 10 USD grocery store gift card. All interviews
were audio recorded, and field notes were collected. To preserve
meaning, all procedures were conducted in Spanish, and key quotes
and themes were later translated into English.

The inclusion criteria for participants were as follows: (1) Being
the primary caregiver of a minor between the ages of 5–17 years old
and (2) having migrated to Colombia from Venezuela within the
last 5 years. For the present study and to establish a comparable
sample with Study 1, interviews were restricted to only female
Venezuelan caregivers (97%, excluding one male caregiver).

Mental health measures
The Patient Health Questionnaire (PHQ-9) and the General Anx-
iety Disorder Scale (GAD-7) were used to measure symptoms of
depression and anxiety, respectively. These scales have been valid-
ated among migrants and Latin American populations in various
global settings (Allinson and Berle, 2023; Baggaley et al., 2007;
Jurado et al., 2014; Martinez et al., 2023). The PHQ-9 consisted
of nine questions that asked participants the degree to which they
had experienced depressive symptoms in the prior 2 weeks.
Responses were measured using a 4-point Likert scale ranging from
0 (not at all ) to 3 (nearly every day). Scores for each question were
added, with a total of 24 points. They were divided into cutoffs for
0–4 (minimal symptoms), 5–9 (mild symptoms), 10–14 (moderate
symptoms), 15–19 (moderately severe symptoms) and 20–24
(severe symptoms) (Dhingra et al., 2011; Kroenke et al., 2001).
Prior research has documented an overall pooled sensitivity of
0.86 and specificity of 0.80 for the PHQ-9 when used with the
Spanish-speaking population (Martinez et al., 2023). The GAD-7
consisted of seven questions focused on symptoms of anxiety
within the last 2 weeks. Total scores were derived by adding scores
for each question, using the same Likert scale (0–3), described
above. Total scores ranged from 0 to 21, with 0–4 indicating
minimal, 5–9 mild, 10–14 moderate and above 15 severe anxiety
symptoms (Spitzer et al., 2006). Prior research using these cutoff
levels has identified a sensitivity and specificity exceeding 0.80
when examining moderate-to-severe anxiety (Spitzer et al., 2006).

Data analysis
Sociodemographic characteristics and information on depressive
and anxiety symptomswere summarized for interview participants,
using the recommended PHQ-9 and GAD-7 cutoffs described
above (Kroenke et al., 2001; Spitzer et al., 2006).

All interview recordings were transcribed verbatim and verified
for accuracy. Interviews were analyzed using thematic analysis
(Braun and Clarke, 2006) by two experienced RAs, who each coded
all interviews. First, RAs reviewed all interview transcripts and
recorded main codes that were consistently brought up by the
participants (Braun and Clarke, 2006) to develop an initial code-
book using Dedoose Version 9.0.17, which was then used to sys-
tematically code all interviews. Next, the RAs and the PI clustered
the codes into broader themes to identify patterns of shared mean-
ing across what participants mentioned and also to move beyond
surface-level observations and develop more conceptually rich and
robust themes (Braun and Clarke, 2006). Although this approach is
commonly used in thematic analysis, it is interpretative and, there-
fore, may lead to the oversimplification of complex individual
experiences. To ensure the trustworthiness of the coding process,
the RAs determined the average intercoder agreement for each
code, calculated as the number of times a specific code was assigned
out of the total number of interviews (Miles and Huberman, 1994;
O’Connor and Joffe, 2020). A benchmark of 80% intercoder

reliability was used (Miles and Huberman, 1994), and in the event
this threshold was not reached, the coders and the PI discussed code
definitions to reach consensus (Miles and Huberman, 1994). The
intercoder reliability agreement reached was 85.2%. Once all inter-
views were coded, the PI verified that all the coded information
under each theme created a coherent pattern, and a thematicmap of
all the themes was developed. The thematic map was checked
against all interview transcripts to ensure that all the most prom-
inent participant perceptions were reflected in the map. These
themes were refined, and a description of each theme was created,
including a title that captured the essence of each theme. Last,
quotes that exemplified the themes were selected and translated
into English using a back-and-forth approach (WHO, 2017).

Results

Demographic characteristics of caregivers from Study 1 and Study
2 (Table 1) showed a similar sample of respondents surveyed in

Table 1. Characteristics of female Venezuelan migrant caregivers residing in
Colombia

Study 1
(N = 1,124)

Study 2
(N = 28)

Individual characteristics

Age (mean, SD) 33.4 (9.6) 36.7 (9.7)

Recent immigrant (5 years) 58.4% 100%

Time in Colombia (mean, SD) - 3.4

Migrated with children - 79%

Afro descendent - 10%

Household size (mean, SD) 5.0 (1.95) -

Monthly income (Colombian pesos)
(mean, SD)

402,395 (390,155) -

Above high school education 62% 72%

Employed 67% -

Informal employment 64% -

Insured 57% -

Discrimination 27% -

Health status

Bad 2% -

Regular/fair 33% -

Good 39% -

Very good 9% -

Excellent 18% -

Chronic illness 7% -

Mental health measures

Mental or behavioral health symptomsa 58% -

Psychological distressb (K6) 94% -

Depressionb (PHQ–9) - 47%

Anxietyb (GAD–7) - 57%

aThis variable indicates endorsement of at least one mental or behavioral health symptom
(i.e., sleep difficulties, anxiety, aggressive behavior and sadness) in the past 30 days.
bThese variables measure mild-to-severe levels of each mental health measure, respectively.
SD, standard deviation of mean values.
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both datasets. In both studies, the average respondent was in their
mid-30s, and a majority had over a high school education. Add-
itionally, in Study 1, over half of the respondents had migrated
within the last 5 years, matching the Study 2 sample criteria.

Results from Study 1 indicated that 58% of respondents reported
experiencing mental or behavioral symptoms (i.e., sleep difficulties,
anxiety, aggressive behavior and sadness) in the 30 days before the
telephone survey (Table 1). The results showed that nearly a quarter
of individuals reported severe levels of distress (23%) and an
additional 40% reported moderate distress, for a total of 63% of
the sample reporting moderate-to-severe distress (Figure 1). Not-
ably, only 6% of individuals reported having no signs of psycho-
logical distress, with a total of 94% of the sample reporting some
level of psychological distress (mild to severe).

Results from Study 2 showed that 47% of participants had either
mild (29%) ormoderate (18%) symptoms of depression (Figure 2a).
More concerning were symptoms of anxiety, which reached a
prevalence of 57% (mild to severe; Figure 2b); 29% of participants
had mild symptoms of anxiety, 21% had moderate symptoms and
7% had severe symptoms of anxiety.

Table 2 presents the results from a Poisson regression on the
likelihood of respondents to report higher levels of distress using
the K6 and IRRs. Table 2 shows a significant association between
experiencing discrimination at an individual’s last healthcare visit
and increased distress (IRR = 1.10, p < 0.05). The model also found
statistically significant impacts of higher OOP expenses, higher
monthly income, lower household size, lower self-reported health
status, having a chronic illness and lower education levels on rates

of any distress. Having higher OOP expenditures from healthcare
visits was found to be associated with 5% higher rates of any distress
(IRR = 1.05, p < 0.01). Larger household sizes predicted 3% higher
rates of any distress (IRR = 1.03, p < 0.05). Additionally, having
good, regular/fair, or bad self-reported health status, compared to
excellent health status, significantly predicted higher rates of dis-
tress, with 34, 46, and 87% higher rates of any distress compared to
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Figure 1. Prevalence of symptoms of distress (K6) among Venezuelan migrant care-
givers in Study 1 (N = 1,124).
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Figure 2. Symptoms of depression (2a) and anxiety (2b) among female Venezuelan migrant caregivers in Study 2 (N = 28).

Table 2. Poisson regression predictions for psychological distress among
female Venezuelan migrant caregivers residing in Colombia (N = 1,124)

K6 score (1–24)

Variable IRR 95% CI

Discrimination 1.10* (1.00, 1.20)

OOP (log) 1.05** (1.02, 1.09)

Income 1.00* (0.99, 1.00)

Chronic illness 1.19* (1.03, 1.40)

Above high school education 0.86** (0.78, 0.96)

Household size 1.03* (1.00,1.06)

Health status (ref: excellent)

Bad 1.87*** (1.53, 2.28)

Regular/fair 1.46*** (1.24, 1.71)

Good 1.34*** (1.14, 1.57)

Very good 1.04 (0.88, 1.23)

Age 1.00 (0.99,1.01)

Informal employment 1.17 (0.93, 1.48)

Recent immigrant 1.01 (0.88, 1.17)

Family housing 0.91 (0.64, 1.29)

Insurance 0.99 (0.88, 1.12)

Constant 4.14*** (2.18, 7.84)

Pseudo R2 0.10

AIC 2,531.35

BIC 2,723.77

Note: Statistical significance levels are displayed next to the name of each variable with
***p < 0.001, **p < 0.01 and *p < 0.05. The model includes robust standard errors and
Colombian municipality fixed effects.
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those with self-reported excellent health status, respectively. Indi-
viduals who reported having a disability or chronic illness that
impeded their daily activities had ~19% higher rates of any distress
than those without a chronic condition (IRR = 1.19, p < 0.05).
Increased monthly income was associated with a significant but
negligible impact on distress (IRR = 1.00; p < 0.05).

In terms of protective factors, the results showed that higher
education and family housing support reduced the likelihood of
experiencing distress. Higher education levels predicted 14% lower
rates of any distress (IRR = 0.86, p < 0.01). Living in housing with
other family members was found to have a protective effect against
distress, with 9% lower rates of any distress (IRR = 0.91, p = 0.59),
although this was not found to be statistically significant.

An additional logistic regressionmodel predicting the likelihood
of individuals experiencing severe distress (above a cutoff of 13) is
included in Supplementary Table S2. This subanalysis showed
similar impacts, with higher OOP healthcare expenditures, higher
household sizes and poorer health status being associated with
higher odds of experiencing severe distress, and higher education
levels having a protective effect.

Last, Table 3 provides examples from the four main themes
identified through thematic analysis in the semistructured interviews

(Study 2).We found three main themes that further explainedwhere
the participants’mental health distress emanated from: (1) Preoccu-
pation over bullying and discrimination, (2) ongoing financial stres-
sors post-migration and (3) family separation as a main driver of
distress. Additionally, we found one theme that described protective
factors for dealing with mental health issues: (4) Informal support
systems are important coping mechanisms.

1. Preoccupation over bullying and discrimination

Most caregivers (n = 22; 79%) reported that they and/or their
children faced xenophobic discrimination due to their Venezuelan
nationality. Children experienced bullying in schools, including
physical violence and psychological harm, which impacted their
mental health. Caregivers reported that their children experienced
unjust treatment inside and outside of school, negatively impacting
their psychological health.

Caregivers also reported being afraid of being insulted while
working informally, such as selling food on the streets. More overt
discrimination experiences were also mentioned and prevalent dur-
ing everyday interactions, like renting apartments or seeking employ-
ment. Participants reported enduring derogatory comments and

Table 3. Thematic analysis of mental health experiences among female Venezuelan migrant caregivers residing in Colombia

Theme Exemplary quote

1. Preoccupation over bullying and
discrimination

My younger sibling came home crying from school because other students treated her badly and verbally insulted her.
She is a teenager, and that affects her emotionally. After that, she experienced physical aggression at school. Other
students put gum in her hair. Bullying has always existed, and now it is more widely known. Now, the issue of bullying
is more relevant. —Valentina, 37-year-old female caregiver living in Tunja.

One of the main problems that I faced was unemployment. There are employers who do not want to give jobs to
Venezuelans because of their nationality. If they give a job to a Venezuelan, they exploit you or pay you less than the
corresponding salary. For example, here, they pay you up to 15,000 pesos [approximately 3.75 USD] for 8 hours of work
when the normal rate can be up to 35, 000 pesos [approximately 8.75 USD]. This has ledme to not seek out permanent
jobs, where I have experienced this discrimination. At a past permanent job, I would go in at five thirty in the morning
or earlier and stay until nine at night. They did not pay me for overtime. On the other hand, there have been many
setbacks for peoplewhowant towork independently as it is hard to obtain the necessary paperwork to sell food on the
streets. —Gabriela, 60-year-old female caregiver living in Barranquilla.

2. Ongoing financial stressors post-
migration

Well, the pandemic ruined our lives. It wiped out everything: our jobs, the stability of having our home, and our savings.
The truth is that it turned our lives upside down, and I had to start over. It was and is a horrible thing. These are difficult
times. As a result of the pandemic, we lost our jobs, and it disrupted absolutely everything. It caused usmore debts and
more expenses. I think that it also affected us emotionally, especially because of the isolation period due to the
pandemic lockdown. —Isabella, 40-year-old female caregiver living in Santiago de Cali.

In Venezuela, we did not pay rent or utilities. That has been our challenge now in Colombia. At one point, we did not
have enough money for our necessities. My husband and I had to beg for money on the streets. That was a challenge
for me, but we did it for our children and our quality of life. Asking for money made me feel ashamed, and I cried
because of it. My husband also tried tomakemoney by selling food on buses.—Catalina, 23-year-old female caregiver
living in Bogota.

3. Family separation as a main driver of
distress

Coming to Colombia has affectedmymental health because when you leave your family, there comes a point that you
are affected psychologically. Leaving your family behind, it’s something that hits close to you.—Luciana, 29-year-old
female caregiver living in Santiago de Cali.

Sometimes I am vulnerable, because I am alone. I came from Venezuela with the goal of having a family. I hoped that I
was going to have other children and be happy. But I was shocked. I was explaining to a friend ofmine, who helpedme,
that I still get a feeling thatmakesmewant to cry […]. Leaving Venezuela has affectedmeand permeatedme. Leaving
my family behind has marked my life. That has marked my life in a tremendous way, and it has changed my life —
Tatiana, 32-year-old female caregiver living in Bogota.

4. Informal support systems are important
coping mechanisms

When I do not feel good emotionally, I really like to talk a lot with my partner. We talk about how we feel. When I have
the opportunity, I also talk tomymother, who is in Venezuela, over the phone. I also speak to Venezuelan friends I have
made here in Colombia when I am feeling down. —Sofia, 40-year-old female caregiver living in Barranquilla.

When I need support, I pray. I believe a lot in the power of God. It helps when I pray and I attend a Christian church. All
of that makes me feel very good. I also like to listen to Christian music, which also helps to calm me down. —Paola,
51-year-old female caregiver living in Florida, Santander.

Note: All the participant names have been changed to protect their privacy.
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negative stereotypes, including accusations of “ruining” Colombia.
Additionally, they reported earning lower wages than their Colom-
bian counterparts, with women experiencing even larger wage gaps.
Participants expressed that this constant and overt discrimination
heightened their stress levels.

2. Ongoing financial stressors post-migration

Several interviewees mentioned that economic stressors added to
their psychological distress. Participants mentioned that the ini-
tial transition when they arrived in Colombia exacerbated eco-
nomic challenges as many struggled to find stable employment,
afford necessities or secure stable housing in Colombia. In some
cases, the threat of homelessness and lack of resources affected
their emotional well-being. This situation was heightened by the
COVID-19 pandemic, in which caregivers reported job losses,
increased debts and social distancing, which increased their psy-
chological distress.

Living in Colombia also added new financial burdens, such as
electricity, water and rent, which were provided at no cost in
Venezuela. With a strained budget, caregivers had less ability to
enjoy basic comforts, such as dining out. Economic hardships led
caregivers to seek economic help from strangers, sell food on the
streets to make ends meet and take informal jobs that paid less than
minimum wage. The scarcity of resources and difficulty in finding
employment added to the uncertainty of the caregivers’ future.

3. Family separation as a main driver of mental health

The participants mentioned that being separated from their fam-
ilies for extended periods of time significantly impacted their
mental health. For example, caregivers reported a deep sense of
loneliness due to being distanced from family and friends in Vene-
zuela. This was exacerbated by the lack of support systems, espe-
cially during holidays and significant life events. Caregivers also
expressed nostalgia about leaving their jobs and homes behind. The
ongoing separation from family during the migration process
contributed to psychological distress, as caregivers described feeling
depressed and experiencing low levels of energy. Participants also
reported difficulties because they no longer had a reliable support
system to trust with watching their children while they worked or
someone in whom they could confide. Caregivers also shared that
their children had been emotionally impacted by separation from
family and friends.

4. Informal support systems are important coping mechanisms

The fourth theme identified support systems used by caregivers to
cope with the mental health distress they encountered. Participants
reported turning to family, friends, and faith-based support to cope
with the difficulties encountered in their new environment and with
mental health distress. Participants frequently contacted their
nuclear family members and friends to share and process their
difficult experiences. They emphasized the importance of maintain-
ing continuous communication with family in Venezuela through
phone calls and messages. In addition, some participants found
support from their co-workers or acquaintances, whom they con-
sidered “chosen family.” Although less common, some caregivers
mentioned receiving essential support from strangers during their
migration journey and the settling process in Colombia. These
instances, while not frequent, were significant for our participants.
Community involvement, such as workshops and family gatherings,

provided the caregivers with a sense of community and belonging.
Finally, faith-based support was another essential informal coping
mechanism. Participants reported turning to prayer and their faith
duringperiods of sadness and anxiety. They also experienced support
from religious communities and leaders as they migrated and settled
in Colombia.

Discussion

This study identified a high mental health burden among female
Venezuelan caregiving migrants and underscored the urgent need
for interventions to address this burden. Study 1 revealed that 63%
of caregivers experienced symptoms ofmoderate-to-severe psycho-
logical distress. Study 2 similarly showed elevated depressive (18%)
and anxiety (28%) symptoms among caregivers. This multi-study is
among the few that identify the prevalence of mental health distress
along with predictors for the Venezuelan migrant population, and
especially for the female caregiver population. This information is
critical for health practitioners, donors and policymakers respon-
sible for providing healthcare and other supportive services to
Venezuelan migrants in Colombia.

A key strength of this study is the cross-validation of self-
reported responses across two sources of quantitative and qualita-
tive data, which provide a more reliable and comprehensive under-
standing of the experiences of a similar population of caregivers in
Colombia. The quantitative results from Study 1 and Study 2 offer
measurable insights into the prevalence of mental health conditions
and their predictors in this population, while the qualitative inter-
views provide deeper context and nuance, highlighting the lived
experiences of caregivers and the complex interplay between men-
tal health, xenophobic discrimination, economic challenges, family
separation and social supports. Combining these datasets and
methods for a similar population of caregivers in Colombia allows
for a richer exploration of the key themes from different perspec-
tives and strengthens the overall generalizability and contribution
of the research.

The high prevalence of mental health distress in this population
is not completely new, as previous literature has also found unpre-
cedented levels of depressive and anxiety symptoms among Vene-
zuelan migrants residing in Colombia (Acosta-Reyes et al., 2023;
Alarcon et al., 2022; Salas-Wright et al., 2022; Schwartz et al., 2018).
Studies have also shown higher levels of discrimination and greater
depressive symptoms among Venezuelan migrants living in
Colombia, compared to those residing in the United States, despite
a shared language and some cultural similarities in Colombia
(Salas-Wright et al., 2022). This study sheds some light on drivers
of elevated mental health disorders by identifying several mental
health predictors among caregivers. Namely, this study found that
xenophobic discrimination was a common experience mentioned
by our study participants, which has also been found to be an
important predictor of mental health in previous studies
(Schwartz et al., 2018). Additionally, we found that living in larger
households and spending more on healthcare services out-of-
pocket were associated with greater mental health distress. These
predictors were corroborated by our interview participants, who
explicitly mentioned that financial stress and discrimination were
some of the major contributors to their mental health distress.
These high levels of distress are worrisome for the well-being of
both caregivers andminors in their care, and future research should
examine how the mental health experiences of caregivers impact
the health of Venezuelan migrant children as well. On the other
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hand, it is important and even positive that caregivers openly
discuss how they are feeling and identify different coping mechan-
isms to deal with the distress they experience. While informal
support may not be the primary or most effective coping mechan-
ism for caregivers, more research is needed to understand whether
caregivers are willing to access formal mental health services when
they are available.

It is important to note that some of the mental health symptoms
and burden of distress found in this study could have been affected
by increased psychological distress and rates of depression and
anxiety arising from the COVID-19 pandemic (Connor et al.,
2020; Espinel et al., 2020; Vindegaard and Benros, 2020). Prior
studies have documented sharp increases in anxiety, depression
and trauma-related symptoms among migrants and women care-
givers during the pandemic globally, due to economic hardship,
social isolation and disruption of services – stressors that may have
long-lasting effects beyond the acute crisis period (Connor et al.,
2020;Moreno et al., 2020). Although both Study 1 and Study 2 were
conducted after the Colombian government rolled out COVID-19
vaccinations in the country, which were available to all residents, it
is unlikely that the psychosocial environment had fully returned to
pre-pandemic norms. Consequently, pandemic-related stressors
likely continued to exacerbate preexisting vulnerabilities in this
population and contributed to the high levels of psychological
distress observed in our findings. Future research should focus on
assessing the mental health outcomes of Venezuelan caregiving
migrants in the post-pandemic period to better distinguish between
transient pandemic effects and more chronic mental health chal-
lenges among this population.

Our results highlighted a significant link between self-reported
health status, chronic disease and mental health distress. Having a
disability or chronic condition and reporting regular/fair or bad
health status significantly increased the risk of experiencing dis-
tress. While these impacts were even more pronounced for the
likelihood of experiencing severe levels of distress (Supplementary
Table S2), it is important to note the large confidence interval found
for this model, arising from small sample sizes. However, previous
studies have also found strong relationships between chronic health
conditions and worse mental health outcomes, with high levels
of comorbidity (Gómez-Restrepo et al., 2004). In the case of Vene-
zuelan migrants, studies have documented that common chronic
conditions include diabetes, chronic pain, asthma, hypertension
and arthritis (Gallo Marin et al., 2021), with females experiencing
higher rates of these conditions as well asmultimorbidities – such as
having two or more chronic conditions (Bernabe-Ortiz and
Carrillo-Larco, 2022). These findings are important as rates of both
chronic and noncommunicable health conditions, including men-
tal health conditions, are increasing in Colombia (Camacho et al.,
2020; Pan American Health Organization and WHO, 2018; Web-
ber et al., 2012). Future research should continue examining the
comorbidities between physical andmental health conditions using
more detailed data on health outcomes, access to healthcare services
and mediating pathways to disentangle these effects.

Last, in examining health system responses to the high burden of
psychological distress, it is notable that insurance status was not
found to have a significant relationship with mental health distress,
despite more than half of our sample reporting insurance coverage
(57.3%). This may be due to shortages of mental health profes-
sionals in Colombia, resulting in limited access tomental healthcare
services among both migrant and Colombian host populations,
even with health insurance (Harker Roa et al., 2022). Colombia
has increased the availability of mental health support in some

municipalities through crisis hotlines that provide mental health
support and connect individuals to services through the Colom-
bian health system, including up to 10 sessions with a psycholo-
gist and psychiatrist-delivered treatment (Espinel et al., 2020).
However, Venezuelan migrants face considerable barriers to
enrollment in Colombian health insurance, including the recent
expiry in November 2023 of the primary pathway to regulariza-
tion and access to public services for migrants – the ETPMV
(Agarwal-Harding et al., 2024).With fewer regularization options
currently available to most newly arriving migrants, which fur-
ther restrict access to health insurance, there is an even greater
need to facilitate access to healthcare services, particularly for
mental health.

Limitations

Despite the importance of the study, there are a few limitations.
First, this multi-study was cross-sectional; therefore, it was not
possible to assess the longer-term impacts of mental health distress
on other outcomes, such as individual and family quality of life,
employment, education or other measures of physical or material
hardship. Future research should collect longitudinal data to
better understand the sustained effects of mental health outcomes
on overall well-being, economic productivity and social integra-
tion. Likewise, this study was not designed to yield a representa-
tive sample of female Venezuelan migrant caregivers, and the
findings should not be interpreted as generalizable to this broader
population. Nonetheless, the results offer important insights into
the mental health experiences of a particularly vulnerable sub-
group, pointing to important patterns that warrant further
exploration. Second, although this study used a convergent par-
allel mixed-method design, the data were not collected concur-
rently, whichmay have impacted the integration of findings due to
contextual differences. Third, the use of snowball sampling to
recruit caregivers for the telephone survey may introduce selec-
tion bias, potentially leading to undernumeration or overnumera-
tion of migrants with specific characteristics and affecting our
regression results (Lindstrom, 2016; McKenzie and Mistiaen,
2009; Sudman and Kalton, 1986). However, similar methods are
commonly used to recruit migrant survey respondents, given the
challenges of identifying and recruiting these populations for
survey participation (Beauchemin and González-Ferrer, 2011).
Fourth, despite having a large overall sample of caregivers in the
telephone survey, some variables analyzed, including bad health
status or chronic conditions, have small sample sizes, limiting the
predictive power of these results. Likewise, the low specificity of
the K6 for estimating severe levels of distress may lead to con-
servative estimates in our subanalysis (Supplementary Table S2),
as some respondents with more severe distress may have gone
undetected (Prochaska et al., 2012). Finally, this study used self-
reported measures for mental health distress and symptoms of
depression and anxiety. While self-reported measures may face
biases due to perceptions and willingness to disclose health
status, influenced by factors like social desirability, stigma and
personal insight, self-reporting is common in mental health
assessment. In this study, triangulating results with both quan-
titative and qualitative methods enhances our confidence in these
findings. Future research should consider further investigating
mental health outcomes by triangulating results over other data
sources, including healthcare claims or billing data to capture
documented clinical encounters and treatments, which may fur-
ther reduce the risks of misreporting.
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Conclusion

This multi-study, mixed-methods approach used quantitative and
qualitative data to identify the prevalence of psychological distress,
depression and anxiety symptoms among caregivers residing in
Colombia, as well as predictors of mental health distress in this
population. The results indicated a high mental health burden
among caregivers in Colombia. Across both studies, we found that
larger household size; financial stressors, including higher out-of-
pocket healthcare expenditures; experiencing discrimination;
reporting a chronic condition or poorer health status; and experi-
ences of family separation were associated with an increased like-
lihood of experiencing psychological distress. On the other hand,
greater access to social support, such as living with other family
members and relying on friends and family, were identified as a
potentially effective mental health coping mechanisms. These find-
ings highlight the need to increase mental health access for the
Venezuelan migrant population – and particularly for the caregiv-
ing population – through regularization pathways like the ETPMV,
and continue building a strong mental health sector that can
provide wraparound services and supports.
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