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Zusammenfassung 

Deutschland ist seit den 1960er Jahren ein Einwanderungsland, das durch verschiedene 

Einwanderungsperioden und Einwanderergruppen geprägt ist. Folglich haben heute fast 27% der 

Bevölkerung in Deutschland, und somit fast 21 Millionen Menschen, einen Migrationshintergrund. 

Der Migrationsprozess selbst sowie die Bedingungen vor und nach der Migration tragen zu 

gesundheitlichen Unterschieden innerhalb der Migrantenpopulation und im Vergleich zur 

Bevölkerung ohne Migrationshintergrund bei, wobei bisherige Befunde auf einen schlechteren 

allgemeine Gesundheitszustand von Immigranten hindeuten. Dieser variiert jedoch nach 

Rechtsstatus, Herkunft sowie demografischen und sozioökonomischen Merkmalen. Somit ist der 

Migrationshintergrund eine wichtige Dimension gesundheitlicher Ungleichheit, die sowohl die 

(Gesundheits-)Versorgung vor Herausforderungen stellt als auch die individuelle Lebensqualität 

und Möglichkeiten zur Teilhabe an der Gesellschaft und am Arbeitsmarkt beeinflusst. 

Bisherige empirische Befunde und theoretische Ansätze verdeutlichen ein komplexes 

Zusammenspiel in der Genese von Gesundheit bei Immigranten. Bedingungen im Herkunftsland 

und in frühen Lebensjahren, kulturelle Merkmale (auch in Bezug auf den Lebensstil), positive und 

negative Migrationserfahrungen sowie die Bedingungen im Zielland (wie politische 

Rahmenbedingungen oder soziale Prinzipien) beeinflussen signifikant die gesundheitliche Situation. 

Dabei bedingen sich die bestimmenden Faktoren zeitlich und kausal: beispielsweise begünstigt ein 

niedriger sozioökonomischer Status im Herkunftsland eine niedrige Positionierung im Zielland, 

und kulturelle Merkmale prägen, ob und wie sich Herkunftsbedingungen auswirken. Darüber 

hinaus determiniert die Herkunft die Bedingungen nach der Einwanderung, beispielsweise in Bezug 

auf die rechtliche Situation oder die soziale Wahrnehmung. Noch fehlen jedoch eindeutige 

Erkenntnissen zur gesundheitlichen Situation von Immigranten in Deutschland. 

Ziel dieser Arbeit ist, die gesundheitliche Situation von Immigranten in Deutschland zu 

beschreiben und Gesundheitsdeterminanten verschiedener Immigrantengruppen vergleichend zu 

analysieren. Besonderer Schwerpunkt liegt dabei auf der Bedeutung sozialer und 

sozioökonomischer Merkmale. Diese wurden bereits als wesentliche Ursache für gesundheitliche 

Unterschiede in der Allgemeinbevölkerung identifiziert, aber noch nicht in Interaktion mit dem 

Migrationshintergrund betrachtet. Unter Anwendung des theoretischen Rahmens der “social 



 

xi 
    

determinants of health” werden auf verschiedenen Ebenen wirkende Gesundheitsfaktoren 

inkludiert. Die zentralen Forschungsfragen lauten: Welchen Einfluss haben soziale und 

sozioökonomische Merkmale auf die Gesundheit von Immigranten? Ob und wie unterscheiden 

sich die Mechanismen der Pathogenese zwischen Migrantengruppen und im Vergleich zu Nicht-

Migranten? Ziel dieser Arbeit ist es also, sowohl allgemeine als auch 

(migranten-)gruppenspezifische Gesundheitsdeterminanten herauszuarbeiten. 

Der Heterogenität der Immigrantenpopulation in Deutschland wird Rechnung getragen, indem die 

drei aktuell größten Immigrantengruppen differenziert analysiert werden: (Spät-)Aussiedler (Ethnic 

German Immigrants, EGI), türkische Immigranten sowie Geflüchtete und Asylbewerber. Diese 

drei Gruppen unterscheiden sich hinsichtlich Einwanderungszeitraum und -erfahrungen, Herkunft, 

rechtlichem Status, soziokultureller Normen, demographischer Verhaltensweisen und sozialer 

Eigenschaften. Unter Berücksichtigung etablierter Theorien zu gesundheitlicher Ungleichheit, 

sozialer Exklusion und Intersektionalität wird die Hypothese aufgestellt, dass diese sozialen, 

strukturellen und individuellen Unterschiede mit gesundheitlichen Unterschieden verbunden sind. 

Dabei wird angenommen, dass benachteiligende soziale Strukturen einen größeren negativen 

Einfluss auf Immigranten haben, wobei diese Nachteile zusätzlich zu jenen durch den 

Migrantenstatus verursachten bestehen. Es wird jedoch davon ausgegangen, dass sich diese 

Benachteiligungen nicht gleichermaßen auf alle Immigrantengruppen auswirken. 

Studie I untersucht den Zusammenhang zwischen Migrationshintergrund, Haushaltsmerkmalen 

und Geschlecht sowie deren Wechselwirkungen im Hinblick auf die Gesundheit von Deutschen 

ohne Migrationshintergrund (Non-migrant Germans, NMG), EGI und türkischen Immigranten. 

Die geschätzten Regressionsmodelle zeigen, dass 1) türkische Immigranten einen schlechteren 

Gesundheitszustand haben als NMG, während die Unterschiede zwischen EGI und NMG gering 

sind, 2) weibliche EGI ein geringeres Risiko schlechter Gesundheit haben und weniger anfällig für 

nachteilige Haushaltseffekte sind (wie das Leben in Ein-Generationen-Haushalten oder ohne 

Partner), 3) Haushaltsmerkmale ansonsten weitgehend unabhängig vom Migrationshintergrund 

wirken und 4) sozioökonomische Merkmale gesundheitliche Nachteile türkischer Immigranten 

erklären, während sie jene von EGI überlagern. Diese Ergebnisse deuten darauf hin, dass 

Haushaltsmerkmale weitestgehend identisch für Immigranten und NMG wirken und es nur partiell 

eine Interaktion von Migrationshintergrund und Haushaltsmerkmalen in Bezug auf die Gesundheit 

gibt. Darüber hinaus verdeutlichen die Ergebnisse die interne gesundheitliche Varianz innerhalb 
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der Immigrantenpopulation, die signifikant von sozialen und sozioökonomischen Merkmalen 

charakterisiert wird. Die Gesundheit von (weiblichen) EGI ist insgesamt besser, und diese Gruppe 

ist weniger anfällig für negative Einflüsse als die türkische Vergleichsgruppe. 

Studie II erweitert die Haushaltsperspektive und analysiert die Auswirkungen informeller Pflege 

(innerhalb oder außerhalb des Haushalts) auf Veränderungen der körperlichen Gesundheit der 

Pflegeleistenden vergleichend für EGI und NMG. Die Ergebnisse deuten auf einen negativen 

Zusammenhang zwischen (aktueller und früherer) Pflege und körperlicher Gesundheit hin. Die 

gesundheitliche Nachteile von EGI gegenüber NMG werden durch die Pflege noch verstärkt. 

Kontrolliert auf sozioökonomische Merkmale konvergieren Gesundheitsveränderungen von EGI 

und NMG, während die Interaktion zwischen Migrationshintergrund und Pflege erst dann 

nachgewiesen werden kann. Diese Ergebnisse veranschaulichen die Interdependenz der 

Gesundheitsdeterminanten und zeigen, dass Immigranten nicht per se gesundheitliche Nachteile 

haben, sondern diese oft durch strukturelle und soziale Unterschiede und in der Intersektion von 

Nachteilsdimensionen entstehen. Die Berücksichtigung von EGI, die rechtlich, kulturell, 

demografisch und sozioökonomisch den NMG ähnlich sind, liefert zudem wichtige Erkenntnisse 

über die Auswirkungen des Migrations- und Integrationsprozesses selbst auf die 

Gesundheitsentwicklung. Allerdings werden in den Analysen weder allgemeine noch 

versorgungsbezogene Unterschiede zwischen EGI und NMG vollständig erklärt. Es müssen also 

weitere unbeobachtete Zusammenhänge für gesundheitliche Unterschiede vermutet werden. 

Studie III bezieht zusätzlich die Makroperspektive ein, indem sie den Einfluss politischer 

Rahmenbedingungen hinsichtlich des Zugangs zum Gesundheitssystem auf die Gesundheit 

irakischer, afghanischer und syrischer Geflüchteter analysiert. Während Geflüchtete in Österreich 

mit ihrer Ankunft uneingeschränkten Zugang zum Gesundheitssystem haben, ist dieser in 

Deutschland während des Asylverfahrens für bis zu 15 Monate auf die Grund- und 

Akutversorgung beschränkt. Es wird die Hypothese aufgestellt, dass daraus ein schlechterer 

Gesundheitszustand von Geflüchteten in Deutschland resultiert. Die Analysen zeigen eine 

durchschnittlich schlechtere Gesundheitsbeurteilung von Geflüchtete in Deutschland, was diese 

Hypothese bestätigt und auf einen Effekt der politischen Rahmenbedingungen hinweisen könnte. 

Darüber hinaus variiert die Gesundheit innerhalb der Geflüchtetenpopulation, wobei afghanische 

Geflüchtete in beiden Zielländern einen signifikant schlechteren Gesundheitszustand aufweisen. 

Sozioökonomische Merkmale und strukturelle Unterschiede (z.B hinsichtlich des Bildungsniveaus) 
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sind für die Unterschiede zwischen den Herkunftsländern und zwischen den Aufnahmeländern 

von geringer Bedeutung. Diese Ergebnisse liefern wichtige Erkenntnisse über die Gesundheit der 

(noch) wenig erforschten Gruppe der Geflüchteten. Während soziale und sozioökonomische 

Merkmale nur schwach zu gesundheitlichen Ungleichheiten in dieser Bevölkerungsgruppe und 

zwischen den Ländern beitragen, bestimmen makrostrukturelle und rechtliche Bedingungen diesen 

Zusammenhang maßgeblich. Darüber hinaus unterstreichen die Ergebnisse, dass selbst innerhalb 

einer vermeintlich homogenen Submigrantenpopulation gesundheitliche Unterschiede bestehen. 

Dies verdeutlicht die Bedeutung von Merkmalen vor der Migration für Gesundheitsunterschiede. 

Diese Arbeit liefert Einblicke in die Gesundheitsdeterminanten von Immigranten in Deutschland 

und unterstreicht den engen Zusammenhang zwischen Migrationshintergrund, sozialen und 

sozioökonomischen Merkmalen und Gesundheit. Sie ist eine der wenigen Arbeiten innerhalb der 

Demographie, die die Gesundheit von Immigranten in multivariater und vergleichender 

Perspektive betrachtet und somit den Nachweis von konfundierenden, mediierenden und 

moderierenden Gesundheitsfaktoren ermöglicht. Diese Arbeit zeigt auf, dass Immigranten in 

Deutschland eine gesundheitsvulnerable Gruppe darstellen, die jedoch durch interne Varianz 

gekennzeichnet ist. Die Ergebnisse verdeutlichen, dass Immigranten im Vergleich zu NMG 

teilweise anderen und höheren Gesundheitsrisiken ausgesetzt sind und dass diese Unterschiede 

zumeist durch sozioökonomische und soziale Benachteiligungen getrieben sind. Insbesondere 

rechtlich, sozial und sozioökonomisch weniger integrierte Gruppen (z. B. türkische Immigranten, 

afghanische und weibliche Geflüchtete) sind höheren Risiken ausgesetzt, während EGI und NMG 

weitgehend vergleichbar sind. Soziale Determinanten erklären teilweise den Gesundheitsgradienten 

in Abhängigkeit vom Migrationshintergrund. Es wird jedoch auch deutlich, dass die meisten 

analysierten sozialen Determinanten unabhängig vom Migrationshintergrund wirken und als 

allgemeine Gesundheitsdeterminanten verstanden werden können. Haushaltsmerkmale gelten (mit 

wenigen Ausnahmen) weitgehend in gleicher Weise für EGI, türkische Immigranten und NMG, 

während Merkmale außerhalb des Haushalts zu einer größeren Varianz zwischen den 

Migrationshintergründen beitragen. Bei Immigranten sind sowohl individuelle Bedingungen als 

auch übergeordnete Strukturen mit individuellen und gruppenspezifischen Belastungen und 

Chancen verbunden, die wiederum die gesundheitliche Entwicklung maßgeblich beeinflussen. Das 

Beispiel der Geflüchteten verdeutlicht zudem die hohe Bedeutung prädisponierender 
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(Herkunfts-)Merkmale und gesellschaftlicher und politischer Gegebenheiten, die (zumindest) in 

der Phase kurz nach der Immigration jene individueller sozialer Merkmale überlagert. 

Interventionen zur Förderung der gesundheitlichen Chancengleichheit in der Bevölkerung 

Deutschlands und zur Verringerung von Gesundheitsrisiken von Immigranten umfassen somit 

zum einen allgemeine Interventionen, wie beispielsweise die Gesundheitsförderung von Personen 

mit geringer sozialer Integration, niedrigem sozioökonomischem Status, ungünstigen 

Lebensbedingungen und im Prozess des Alterns. Zum anderen sollten diese vor dem Hintergrund 

des Migrationshintergrundes kultursensibel und gruppenadäquat sein, indem beispielsweise die 

Gesundheit von türkischen Männern mit vielen Kindern, pflegenden EGI, afghanischen 

Geflüchteten und Migrantinnen gefördert wird. Wie in dieser Arbeit gezeigt wird, sind die sozialen 

und politischen Rahmenbedingungen aufgrund ihres inklusiven und exklusiven Charakters von 

besonderer Bedeutung. 
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Summary 

Germany has been a country of immigration since the 1960s and has been characterised by different 

immigration periods and immigrant groups. As a result, almost 27% of the population in Germany 

today has a migration background (i.e. almost 21 million people). The process of migration itself, 

as well as conditions prior to and after migration, contributes to internal health differences amongst 

immigrants and in comparison to the non-migrant population. Findings suggest that the general 

health status of immigrants in Germany is worse than the non-migrant population and varies across 

legal status groups, origins, and demographic and socioeconomic characteristics. Thus, the 

migration background is an important dimension of health inequalities, which is associated with 

challenges for (health) care systems and affects individual quality of life and opportunities to 

participate in society and the labour market. 

Empirical findings and theoretical approaches provide evidence of a complex interplay in the 

genesis of health amongst immigrants. Conditions in the country of origin and in early life, cultural 

characteristics (e.g. with regard to lifestyle), positive and negative migration experiences, and 

conditions in the country of destination (e.g. in relation to political frameworks or social principles) 

significantly affect health outcomes. Usually, determining factors interfere in temporal and causal 

perspective; for instance, a poor socioeconomic situation in the country of origin favours a poor 

situation in the country of destination, and cultural characteristics shape how and if conditions in 

the country of origin affect persons or groups. Moreover, origin determines which conditions apply 

after immigration with regard to, for example, legal situation or social perception. However, there 

is a lack of distinct findings on the health situation of immigrants in Germany. 

The objective of this thesis is to describe the health status of immigrants in Germany and to analyse 

determinants of health amongst different immigrant groups in the country in a comparative 

perspective. The focus is on the importance of social and socioeconomic characteristics, which 

have already been identified to manifest health differences in the general population but have not 

yet been analysed in terms of interaction with the migration background. Applying the social 

determinants of health framework, the multidimensionality of health determinants is considered 

by integrating factors acting at different levels. The main research questions are: What is the impact 

of social and socioeconomic characteristics on health outcomes amongst immigrants? To what 
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extent are the mechanisms different or similar amongst immigrant groups and compared to non-

migrants? Thus, this thesis aims to elaborate both general and group-specific health determinants. 

The heterogeneity of the immigrant population in Germany is taken into account by analysing 

distinct immigrant groups, namely the three largest groups currently: Ethnic German Immigrants 

(EGI), Turkish immigrants, and refugees and asylum seekers. These three groups differ 

significantly from each other in terms of their migration-specific, demographic, and general 

characteristics, such as immigration period and experiences, origin, legal status, socio-cultural 

norms, and social characteristics. Considering established theories on health inequality, social 

exclusion, and intersectionality, it is hypothesised that these social, structural, and individual 

differences are associated and interfere with health differences. Further, it is hypothesised that 

disadvantageous social structures have a greater negative impact on immigrants and that these 

disadvantages apply in addition to those caused by the migrant status. However, it is assumed that 

these do not affect health equally across the migration background. 

Study I analyses the association of migration background, household characteristics, and gender 

and their interactions with regard to health amongst Ethnic German Immigrants (EGI) and 

Turkish immigrants. Estimating (gender-stratified single-level and multilevel) regression models, it 

is found that 1) Turkish immigrants have worse health compared to non-migrant Germans (NMG), 

whereas EGI and NMG differ less, 2) female EGI have lower risks of poor health and are less 

prone to adverse household effects (e.g. when they are living in one-generation households or 

without a partner), 3) household characteristics otherwise largely act independently of the migration 

background, and 4) socioeconomic characteristics explain health disadvantages of Turkish 

immigrants, whilst they veil those of EGI. These findings indicate a partial interaction of migration 

background and household characteristics in terms of health. However, immigrants and NMG are 

largely equally affected by these characteristics. Furthermore, the results illustrate the internal health 

variance within the immigrant population, which is significantly driven by social and socioeconomic 

characteristics. Health outcomes are better amongst (female) EGI, and this groups is less 

susceptible to negative influences than Turkish immigrants. 

Study II extends the household context and determines the impact of informal care (within or 

beyond households) on physical health changes in a comparative perspective of EGI and NMG. 

The results of generalised estimating equations indicate a clear negative association of caregiving 
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and physical health, with both current and past caregiving decreasing physical health. EGI have 

small health disadvantages over NMG, and these are amplified by providing care. Once adjusting 

for socioeconomic characteristics, health developments of EGI converge towards those of NMG, 

whilst the interacting effect of migration background and caregiving emerges. These findings 

illustrate the interdependence of health determinants and show that immigrants do not have health 

disadvantages per se but often only when adjusting for structural and social differences and in the 

intersection of disadvantageous features. Accounting for EGI, who are both legally equal and 

culturally, demographically, and socioeconomically close to NMG, also provides important insights 

into the impact of the process of migration and integration itself on health developments. However, 

neither general nor care-related differences between EGI and NMG are fully explained within the 

analyses. Thus, additional unobserved mechanisms for health differences might be assumed. 

Study III additionally includes the macro perspective by analysing the impact of political 

frameworks with regard to access to the healthcare system on health outcomes of Iraqi, Afghan, 

and Syrian refugees. In Germany, the access is restricted to basic and acute treatment during the 

asylum process for up to 15 months, whereas refugees in Austria have full access upon arrival. It 

is hypothesised that the health of refugees in Germany is comparatively poor due to the access 

restrictions. The analyses indicate a lower health assessment of refugees in Germany, which verifies 

this hypothesis and might point to an effect of policy frameworks. Moreover, there is evidence of 

health variance across the refugee population, with Afghan refugees having significantly worse 

health in both countries of destination. Socioeconomic characteristics are of minor relevance on 

the differences according to country of origin, and adjusting for structural differences (e.g. 

educational level) only slightly reduces the distinction between the health status of refugees in 

Germany and Austria. These results provide important insights into the health of the (as yet) little 

researched group of refugees. Whilst social and socioeconomic characteristics only weakly 

contribute to health inequalities in this population and across countries, macro-structural and legal 

conditions significantly frame this association. In addition, the findings underline that health 

differences prevail even within a supposedly homogeneous sub-migrant population. This highlights 

the importance of pre-migration characteristics for health differentials. 

This thesis provides insights into the health determinants of immigrants in Germany and 

emphasises the close link of migration background, social and socioeconomic characteristics, and 

health. It is one of the few studies within demography which considers health outcomes of 
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immigrants in a multivariate and comparative perspective and thus enables the demonstration of 

confounding, mediating, and moderating health determinants. This thesis makes the important 

contribution to prove that immigrants in Germany represent a health-vulnerable group, which is, 

however, characterised by internal variance. The results illustrate that immigrants in Germany are 

partially exposed to other and increased health risks compared to NMG and that these differences 

are strongly driven by socioeconomic and social disadvantages. Especially legally, socially, and 

socioeconomically less integrated groups (i.e. Turkish immigrants, Afghan refugees, female 

refugees) face higher risks, whilst EGI and NMG are largely comparable. Social determinants partly 

explain the health gradient by migration background. However, it also becomes clear that most 

analysed social determinants emerge regardless of the migration background and may be 

categorised as general health determinants. Household characteristics (with few exceptions) apply 

largely similarly for EGI, Turkish immigrants, and NMG, whilst characteristics beyond the 

household justify greater variance across different migration backgrounds. Thus, amongst 

immigrants, both individual conditions and higher-level structures are associated with individual 

and group-specific burdens and opportunities which, in turn, significantly affect health 

developments. Moreover, the example of refugees illustrates the importance of predisposing 

(origin-related) characteristics as well as societal and political circumstances, which (at least) in the 

period shortly after immigration superimposes those of individual social characteristics. 

Interventions to promote health equality within the population of Germany and to reduce health 

hazards amongst immigrants include, on the one hand, general interventions (e.g. health promotion 

of persons with low levels of social inclusion, low socioeconomic status, unfavourable living 

conditions, and in the course of ageing). On the other hand, in the context of the migration 

background, these should be culturally sensitive and group-adapted by, for example, promoting the 

health of Turkish men with many children, caregiving EGI, Afghans, and female immigrants. As 

shown in this thesis, social and political frameworks are of particular importance due to their 

inclusive and exclusive character. 
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1. Introduction 

Low fertility rates, associated with population ageing and population decline, are currently the main 

demographic challenges for Europe and many developed countries as they are linked to social and 

economic consequences and affect the labour market, care systems, and health systems [1]. 

Migration is often seen as a solution to counteract both ageing and declining populations, whereby, 

in particular, the immigration of young people appears favourable to decrease the old-age ratio and 

to compensate for the birth gap [2, 3].  

In 2020, the number of international migrants worldwide was estimated at 280 million; migration 

movements were usually towards developed industrialised countries, and Europe was the main 

region of destination [4]. In Europe, immigration accounted for 70%, and thus was the main driver, 

of the population growth between 2005 and 2010 [5]. Consequently, most European countries have 

become multi-ethnic and culturally diverse over the past decades [6]. 

These developments and challenges can specifically be observed in Germany. Due to the 

recruitment of guest workers, the nation’s history, and the progressed level of development, 

Germany has de facto been an immigration country since the 1960s [7, 8]. From a demographic 

perspective, immigration in Germany certainly rejuvenated the population, stabilised the labour 

market, compensated for low birth rates, and contributed to population growth. Today, almost 21 

million people with a migration background originating from various contexts of origin live in 

Germany, accounting for roughly 27% of the entire population [9]. However, since German policy 

denied being a country of immigration for a long time, no policies towards immigrants (e.g. with 

regard to their rights and obligations in terms of integration) were developed, and immigrants have 

been socially marginalised. This also applies to the health system and healthcare policies, which is 

problematic in that such systems must adapt to increasing diversity to remain effective and ensure 

universal health coverage [10]. 

Whilst traditional voluntary migration is, in and of itself, not a risk to health [11], the migration 

process of refugees and asylum seekers represents a particularly critical time point for health (e.g. 

due to the risky mode of transport and dangerous routes or in case of human trafficking) [12, 13]. 



Introduction  

2 
 

Moreover, migration is associated with both societal changes and health challenges because 

immigration brings together people with diverging health profiles [10, 14] and affects individual 

life courses [15]. Thus, migrants are a particularly health-vulnerable group within societies due to 

the migration experience and their special situation. This also applies to immigrants in Germany, 

whereby the migration background represents a central dimension of health inequalities [16–18], 

which contradicts the World Health Organisation’s (WHO) principle of ‘the highest attainable 

standard of health […] of every human being without distinction of race’ [19] ( p. 1). This is also 

associated with disadvantages for social systems, public health, and individual health as poor health 

hinders integration into societies and the labour market, lessens individual quality of life, and 

increases health expenditures [20–23]. Thus, the association of migration and health represents a 

‘global public health research priority’ [24]. Nonetheless, research on the health situation of 

immigrants in Germany and underlying determinants is (yet) quite limited in the area of 

demography. This might be driven by the fact that migration research has been considered outside 

the scope of demographic research [25], mainly focussing on the causes of migration [26]. Theories 

of migration have predominantly been derived from economics [27], and migration and its 

consequences lie at the interface of demography and related research areas such as sociology, 

psychology, epidemiology, and economics. 

1.1 Thesis Objective 

The aim of this thesis is to analyse the health situation of immigrants in Germany, with an emphasis 

on the distinct consideration of different migrant backgrounds and their similarities and differences 

in terms of health. Germany provides a case study for one developed country with a long history 

of migration and a huge share of the population with an immigrant background. Analysing three 

partially diverging immigrant groups (Ethnic German Immigrants, Turkish immigrants, and 

refugees), determinants of health differences with special consideration of the influence of social 

and socioeconomic characteristics are identified. Derived from established theoretical frameworks, 

such as the social determinants of health approach, the focus (in addition to socioeconomic status) 

is on family characteristics, namely household composition and exchanges within the family (Study 

I and Study II). Additionally, health is embedded into a broader set of determinants via a cross-

country comparison (Study III). Based on this, the following research questions are answered: What 
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is the impact of social and socioeconomic characteristics on health outcomes amongst immigrants? 

To what extent are the mechanisms different or similar amongst immigrant groups and compared 

to non-migrants?  

Moreover, it is hypothesised that social, structural, and individual differences within the immigrant 

population contribute to and interfere with distinctions in health and do not apply equally across 

the groups. Further, it is hypothesised that immigrants’ health is more prone to disadvantageous 

social structures and that there is an interaction of the adverse effects of disadvantages and having 

a migration background.  

1.2 Thesis Structure 

This thesis is divided into nine chapters. This introduction is followed by an approximation of the 

concepts of migration (chapter 2) and health (chapter 3), each of which is not based on generally 

accepted definitions. After a global embedding, reference is made in each chapter to Germany, 

namely with regard to the history of immigration and immigrants and the composition of the 

immigrant population, with respect to the epidemiological situation in Germany. In chapter 4, 

central theories on the association of health and immigration are presented. A discussion of the 

research literature and empirical results on this association, including both international results and 

specific findings for Germany, is provided in chapter 5.  

This thesis is a cumulative work consisting of one book chapter (Study I) and two peer-reviewed 

articles (Studies II and III). In chapters 6, 7, and 8, these are presented and discussed with regard 

to their data; analytical strategies and methods; substantial, theoretical, and scientific background; 

and their main results. Finally, in chapter 9, the lines of argument are concluded and the results 

synthesised. This includes a discussion of the strengths and shortcomings of the studies, an 

examination of the theoretical frameworks, an elaboration of the implications, and an overall 

conclusion. 
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2. Theoretical Framework: Migration  

The first essential element within this work is the migration background. Below, this term is defined 

and classified in the international and German contexts.  

2.1 Definitions: Migration and Migrants 

The term ‘migration’ is derived from the Latin words migratio and migrare, which mean ‘to move 

from one place to another’ and thus describe geographic movements of individuals, groups, and 

populations, usually away from their place of residence [28]. However, a general and universally 

accepted definition of the term ‘migrant’ does not yet exist, as the International Organization for 

Migration reflects:  

Migrant: An umbrella term, not defined under international law, reflecting the common lay understanding of a person 

who moves away from his or her place of usual residence, whether within a country or across an international border, 

temporarily or permanently, and for a variety of reasons. The term includes a number of well-defined legal categories 

of people, such as migrant workers; persons whose particular types of movements are legally-defined, such as smuggled 

migrants; as well as those whose status or means of movement are not specifically defined under international law, 

such as international students. [28] (p. 132) 

On the one hand, this broad and vague definition depicts the internal heterogeneity of migrants in 

terms of origin and destination, legal status, the (in)voluntary causes of the movement, and the 

length of stay. On the other hand, it illustrates that the term ‘migrant’ is subject to diverse 

conceptions of time, law, and culture. Consequently, the underlying concepts to measure, record, 

and identify migrants vary considerably across countries and through time [29] and are often based 

on different criteria. Traditional concepts such as the country of birth, (former or current) 

citizenship or nationality, and comparison of usual residence at different points in time partly map 

various groups of persons, contribute to an undercoverage of individuals with a migration history, 

and neglect important migrant characteristics (e.g. the migrant generation or return migrants) [9, 

30–32]. Thus, the heterogeneity within the migrant population in terms of migration biography 

contributes to challenges to accurately and comprehensively grasp and define this group. Especially 

in a cross-country perspective and time comparison, these difficulties and differences might 
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contribute to biased results (e.g. when analysing migration flows or the situation of migrants). 

However, considering these diverse characteristics of migrants and migration, there is largely a 

consensus on defining several subgroups of migrants:1 

 Country perspective and nature of movement: emigrants (from the perspective of the country 

of origin) versus immigrants (from the perspective of the receiving country) 

 Geographical classification: national/internal migrants (migration within a state) versus 

international/external migrants (migration across borders) 

 Causal classification: (e.g.) economic migrants versus labour migrants versus health migrants 

versus educational migrants versus environmental/climate migrants versus family-based 

migrants 

 Freedom of choice: involuntary (forced) migrants versus reluctant migrants (relocation) versus 

voluntary migrants 

 Migrant generation: first- versus 1.5- versus second- versus third-generation migrants 

 (Intended) Duration of stay: tourists versus transmigrants versus permanent migrants 

 Legal status: illegal/irregular migrants versus legal migrants versus asylum migrants 

 International law: nationally defined migrant groups versus internationally defined groups (e.g. 

refugees as defined in the 1951 Geneva Refugee Convention) 

Within this dissertation, several concepts and criteria are integrated to determine and distinguish 

immigrant groups (e.g. [own and parental] nationality, country of origin, legal status, and country 

of birth) [see chapter 6]. Non-migrant status is usually defined when none of these criteria indicates 

an immigrant background. The analyses involve international, forced and voluntary, legal, and 

permanent immigrants in Germany from 2000 to 2018 (see chapter 6). This restriction enables the 

minimisation of temporal and regional changes in the definition of immigrants. A differentiation 

regarding the causes of migration and the migrant generation was not applied during the selection 

of immigrant groups. However, some if these migrant-specific characteristics (e.g. duration of stay 

and legal status) have been considered to differentiate the immigrant groups and have been 

integrated into the statistical analyses. 

                                                 
1 There are manifold concepts for the classification of migrants and migration; this list is not intended to be exhaustive, 
and the categories are not disjunct. For a comprehensive overview, I refer to [28].  
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2.2 Brief Overview of Global Migration Processes 

Migration has always occurred as the result of various motives and reasons such as employment, 

education, family reunification, environmental disasters, wars, or political conflicts [5], and the 

rationale to migrate usually was (and is) driven by the expectation to realise net gains in well-being 

[33, 34]. Prior to 1750, migration processes were largely restricted to local movements. Beginning 

in the late 18th century, there were increasing migration movements, particularly in America and in 

terms of employment migration and refugee migration during the growth of empire. During the 

19th century, progressive industrialisation and urbanisation were main drivers of increasing 

migratory flows, where emigration streams led largely to the industrialising colonies in the New 

World and in traditional immigration countries (e.g. Australia and the United States) [2, 33, 35, 36]. 

In Europe, which has been an emigration territory for a long time, the transition from agrarian to 

industrial societies similarly contributed to labour mass migration in the 19th and early 20th centuries. 

In addition, new motives for migration arose; for example, the number of flights for political 

reasons increased in this period [27, 37].  

In the 20th century, ‘immigration […] emerged as a major force throughout the world’ [27] (p. 431). 

In this context, the 1960s marked a sharp break in terms of migration patterns as the volume of 

migrants had grown, and the composition of migration had changed. Many traditionally migrant-

sending countries transformed into immigrant-receiving countries (e.g. Southern European 

countries) and vice versa (e.g. the former colonial countries), and the receiving developed countries 

were faced with increasing diversity and multiethnicity due to immigration from developing 

countries [27].  

By the end of the 20th century, most developed nations in Central and Northern Europe, North 

America, Australia and Oceania, and Asia had become countries of immigration, immigration 

became truly global, and international migration got a new face: the variety of receiving countries 

grew, the spectrum of emigration countries shifted, the causes and reasons for migration changed, 

irregular migration increased, and migration involved increasing numbers of people [33, 35, 36]. In 

2020, the number of international migrants was estimated at nearly 272 million globally, and 

international migration was characterised by major migration and displacement events. Thus, 
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migration is currently—more than ever—related to acute or persisting global political, social, 

environmental, demographic, economic, and technological transformations [38]. However, 

migration movements are still distributed non-uniformly across the world in terms of scale and 

pace and are becoming increasingly diverse with regard to underlying causes and associated effects 

on individuals, sending countries, and receiving countries [38, 39]. The increasing extent, 

complexity, and diversity of migration patterns are a global challenge as they are associated with 

advantages and disadvantages in the development perspective [34, 40]. Social and political concerns 

cover multiculturalism and assimilation, labour force, integration, demographic changes (e.g. in 

terms of marriage patterns and population growth), policies, and the maintenance of social systems 

[2, 41, 42]. In addition, for scientific research, which has mainly focussed on the causes of migration 

[26], the sweeping changes are accompanied by new needs such as insights into the health situation 

of migrants, which has evolved to be a ‘global public health research priority’ [24]. 

2.3 Immigration and Immigrants in Germany 

As in other developed countries, the history of migration in Germany began in the middle of the 

18th century, when migration was characterised by emigration. The continental emigration of 

approximately 500,000 to 700,000 individuals to Eastern Europe, East Central Europe, and South-

eastern Europe between 1750 and the 1830s was followed by transatlantic mass emigration of 

approximately 5.5 million people up to the late 19th century. The subsequent change in the 

directions of migration or new forms of migration due to economic and employment 

advancements led to a high volume of mobility. Migration in Germany included large flows of 

internal migration (e.g. rural-urban migration) and international immigration. Almost half of the 62 

million inhabitants of the German Reich in 1907 did not live in their place of birth, which justified 

the need for the first (inclusive and exclusive) migration policies in the late 19th century [43]. Whilst 

the time of the world wars was characterised by forced emigration, mass expulsions, and 

displacement, the post-war period marked the beginning of a new migration regime: Germany 

opened to immigration, especially by foreign workers, and became one of the most important 

immigration countries in the world. The migratory movements in the following decades fluctuated, 

but the net migration was positive in most periods. Thus, immigration made a significant 

contribution to the national population growth [8, 43–45]. 
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The international immigration and emigration numbers in Germany for 1964 to 2018 are shown in 

Figure 1. The immigrant movements can essentially be subsumed into five categories (adapted 

from [7, 46, 47]):  

1) Continental European immigration with a large influx of approximately 14 million guest workers 

in the 1960s and 1970 due to labour recruitment agreements (1955 with Italy, 1960 with Spain 

and Greece, 1961 with Turkey, 1964 with Portugal, 1968 with Yugoslavia2), followed by Eastern 

European immigrants due to the collapse of the Soviet Union in the 1990s 

2) Ethnic German immigrants (EGI) from Europe and Asia between 1985 and 2005, particularly 

due to the collapse of the Soviet Union and the legal right to re-naturalisation 

3) (European-origin) Refugees and asylum immigrants in the 1980s, 1990s, and 2000s due to 

political instability in European countries (e.g. the 1980 military putsch in Turkey or the civils 

wars in and breakup of Yugoslavia) 

4) Jewish immigration from the former USSR in the 1990s and 2000s 

5) International refugee and asylum migration since 2005, especially since 2015 due to the Arab 

Spring  

 

Figure 1: Immigration and emigration in Germany, 1964–2018, by continents 

Source: [43], own compilation 

                                                 
2  Besides these labour recruitment agreements with European countries, there have also been agreements with 
Morocco (1963), South Korea (1963), and Tunesia (1965). For the former German Democratic Republic, there have 
been contract worker agreements with Poland (1965), Hungary (1967), Mozambique (1979), and Vietnam (1980). 
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Persons with a migration background in Germany 

Despite the long history of immigration and the essential contribution of immigration to the 

economic and demographic growth, the Federal Republic of Germany did not declare being a 

country of immigration until 2004, which manifested in the lack of general policies towards 

immigration and immigrants. The Immigration Law was implemented in 2005, and for the first 

time, it regulated the entry, residence, employment, integration rights, and integration duties of 

foreigners and immigrants. Moreover, in 2005, the concept of the ‘migration background’ was 

established and integrated into official statistics. This concept is a central category still used to 

describe ethnic diversity in Germany and provides a specifically German variant to define 

immigrants [48–50]. ‘Individuals with a migration background’ are defined as those who 

immigrated to the territory of the Federal Republic of Germany, foreigners born in Germany, and 

all individuals born in Germany with at least one immigrant or foreign parent born in Germany3 

[51]. This broad definition enables the differentiation of people with and without their own 

migration experience (i.e. first- and second-generation immigrants), foreigners and naturalised 

persons, and those with a one-sided or two-sided migration background. Considering different 

criteria implemented into the official statistics (e.g. own and parental citizenship, legal status at time 

of immigration, country of birth, and country of origin), the composition of persons with a migrant 

background can be depicted in more detail.  

In 2018, every fourth person in Germany had a migration background (20.8 million people). Of 

these, 65% had their own migration experience, and 35% did not migrate themselves; respectively, 

52% had German citizenship, whilst 48% were foreign nationals [52]. The composition of 

individuals with a migration background in terms of origin reflects the migration phases and 

groups described above. Those of Turkish origin (2.8 million) and EGI (2.6 million) each 

accounted for 13% of the population with a migration background. Moreover, 9% were asylum 

immigrants (1.8 million), and a considerable share of immigrants in Germany originated from 

                                                 
3 In 2018, this definition was simplified: ‘A person has a migration background if he/she or at least one parent does 
not have German citizenship by birth’ (9). However, the change in definition has no effect on the analyses and results 
presented in this thesis.  
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several of the (other) countries with labour recruitment agreements: 4% were of Italian origin (0.8 

million) and 2% of Greek origin (0.45 million) [52].  

People with a migration background differ from Non-migrant Germans (NMG) in terms of 

demographic characteristics: on average, they are younger (e.g. share of people younger than 45: 

67.1% immigrants versus 42.5% NMG), and the share of men is slightly higher (51.3% versus 

48.9%)4 [52]. In addition, there are different cultural profiles amongst people with a migration 

background (and compared to NMG), which is briefly presented below. In Table 1, selected 

indicators of the socioeconomic status of the main immigrant groups are shown. These groups are 

analysed in the further course of this work. 

Table 1: Selected indicators of socioeconomic status for immigrant groups 

Immigrant group 

 

NMG Turkish  EGI 

 

Refugees/asylum 
immigrants 

 
Indicator (share [%]) 

 

   Syrian  

 

Afghan 

 

Iraqi 

 
Without school graduation  1.4 19.5 5.3 18.5 25.3 25.5 

Abitur 21.7 11.7 18.5 23.1 15.5 14.5 

Professional qualification  
 of which: academic degree 

71.8 
16.7 

 

29.9 
6.0 

 

74.3 
14.0 

17.4 
9.7 

15.8 
7.1 

16.1 
8.4 

Working population 52.9 46.1 63.6 22.7 32.0 27.4 

Employment rate of women 49.3 37.3 58.5 7.8 16.9 14.9 

Individual net income  
(on average, in €) 

2,225 1,785 1,915 1,456 1,591 1,442 

Risk of povertya 11.7 31.1 18.3 74.5 63.8 66.5 

Predominantly spoken language 
in the household = German 

99.6 50.7 n.a. (Russian 
Fed.: 63.0) 

22.4 33.6 31.4 

Source: [9], own calculations and compilation 
Note: a Equivalent income lower than 60% of the median equivalent income (of private households) 

 

Turkish immigrants: Fifty-five per cent of the Turkish immigrants in Germany are recruited guest 

workers of the period from 1950 to 1980, including subsequent family migration (i.e. first-

generation immigrants), and 45% are their descendants (i.e. second-generation Turkish immigrants). 

Thirty-six per cent of the entire group has German citizenship. Along these two dimensions 

(immigrant generation and citizenship), significant structural differences persist. Essentially, the 

                                                 
4 However, the sex ratio varies considerably by origin (e.g. the share of men was 41.1% amongst people with a 
Ukrainian migration background and 60.5% amongst Syrian immigrants). 
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group of first-generation Turkish immigrants is older, lives in more traditional family and 

household settings, is more often of strict Muslim faith, has lower levels of gender equality (e.g. a 

significantly lower employment participation of women), possesses lower levels of education, and 

has a lower socioeconomic status [9, 53–56]. Moreover, Turkish immigrants have a comparably 

disadvantageous educational profile (i.e. they yield the lowest proportion of individuals with abitur 

or academic qualifications), but their income and German-language utilisation are located between 

that of NMG/EGI and the refugee groups (see Table 1). However, the acquisition of German 

citizenship and the generation transition tend to (partly) contribute to assimilation, where the 

second generation of Turkish immigrants is strikingly younger (32.3 years) and is located between 

the first-generation of Turkish immigrants and non-migrant Germans in terms of their values and 

socioeconomic situation [56–58].  

EGI: EGI5 are persons or descendants of Germans who emigrated from Germany to mainly 

Eastern European countries prior to the 20th century or people (and their descendants) of German 

origin who did not return from (designated) former German regions after World War II. Based on 

the Federal Refugees Act, EGI can remigrate to Germany and acquire German citizenship in 

simplified procedures [52, 59]. Since 1950, about 4.5 million EGI underwent the admission process, 

mainly coming from the Russian Federation, Poland, Romania, the Soviet Union, Kazakhstan, 

Kyrgyzstan, the Ukraine, and Belarus [52]. Due to their special legal position, their language abilities, 

and their cultural proximity, EGI are most similar to the NMG population. However, in many 

traits, EGI range between those of the sending regions, the other immigrant groups in Germany, 

and NMG. Compared to other immigrant groups, for example, EGI have a favourable 

socioeconomic profile [55, 59, 60]. Whilst the employment rates of EGI are even higher than those 

of NMG (which is also, however, due to the age structure), they are otherwise behind NMG but 

ahead of Turkish immigrants and the refugee groups in almost all socioeconomic aspects (see Table 

1). 

                                                 
5 Synonymously used terms: in-migrating ethnic Germans, (Spät-)Aussiedler, (ethnic) repatriates. 
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Refugees and asylum immigrants:6 Asylum is a humanitarian right protected by the German Constitution. 

It applies to people who were or would be threatened by serious dangers in their country of origin 

and includes politically persecuted foreigners, beneficiaries of international protection, refugees, 

and persons in need of subsidiary protection. Whilst asylum immigrants have only basic rights 

within the ongoing asylum process (e.g. restricted access to healthcare or the labour market), the 

formal recognition includes a (limited) residence permit, the possibility to apply for a permanent 

settlement permit, and unrestricted access to the labour market [52, 61]. The highest annual 

numbers of asylum immigration were filed between 2015 and 2020. During this extensive wave of 

immigration, 1.44 million first applications for asylum had been filed. Of them, about 593,000 were 

from Syrian, about 204,000 from Afghan, and about 187,000 from Iraqi immigrants. Recent asylum 

immigrants are the youngest immigrant group in Germany and reflect a surplus of men. On average, 

they have a low socioeconomic status but with a polarised profile of education and employment 

rates. Whilst the educational profile is best amongst Syrian asylum immigrants (e.g. in terms of a 

comparably high proportion of individuals with abitur), they have the lowest levels of employment 

when compared to NMG, EGI, Turkish immigrants, and other asylum immigrant groups. On the 

contrary, the employment situation and German-language utilisation of Afghan immigrants are 

highest within the asylum immigrant comparison. Apart from the rate of academic degrees, the 

socioeconomic profile of Iraqi asylum immigrants is the most disadvantageous (see Table 1).  

The values of asylum immigrants in Germany tend to be more modern than amongst the non-

migrants in the regions of origin; however, they reported rather more traditional attitudes towards 

gender equality than NMG. Moreover, language distance (see Table 1), cultural origin, and religious 

affiliation (85% of the asylum immigrants from Syria and Afghanistan are Muslim, and amongst 

the asylum immigrants from Iraq, 53% are Muslim, and 33% are Yezidish) distinguish the recent 

asylum immigrants from other immigrant groups and NMG [62–64].   

                                                 
6 ‘Refugees’ only include the group as legally defined by the Geneva Convention, whereas ‘asylum immigrants’ include 
all immigrants who applied or apply for asylum. For the sake of simplicity, the term ‚refugees’ is used for both groups 
below. 
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3. Theoretical Framework: Health 

In the following sections, the term ‘health’ and essential findings concerning (inter-)national health 

developments are briefly introduced. 

3.1 Definitions and Measurements 

Defining health is, at best, problematic. ([65], p. 4) 

A generally applicable health definition has still not emerged. Definitions of health and illness 

reflect the historical period and cultural beliefs, and they vary across cultural groups and 

perspectives [65, 66]. From a natural-scientific and biological perspective, illness might be defined 

as a deviation from a physiological equilibrium; from a social perspective, as a deviation from social 

norms; and from a biomedical-pathogenetic perspective, as the presence of diagnosable diseases 

[66, 67]. One of the first definitions to attempt a holistic and positive representation of health was 

published by WHO: ‘Health is a state of complete physical, mental and social well-being and not 

merely the absence of disease or infirmity’ ([19], p. 1). Whilst this approach was one of the earliest 

which emphasised well-being and thus the subjective dimension of health, it has been criticised for 

neglecting the dynamic genesis of health and illness, for the tendency to cover happiness instead 

of health, and for the unattainable ideal of health [68, 69]. Subsequent health models and health 

definitions partly addressed these aspects. For example, bio-psycho-social models have described 

the interrelation of biological, psychological, and social aspects of health and illness [70]; disability 

models have represented the disablement process, usually as a path from health to limitations and 

disablement, which is embedded into social context and characterises health status [71, 72]; 

salutogenic models have considered the dynamic health/disease continuum, which is integrated 

into stress and coping resources [73]; and social models have understood health to be socially 

constructed and thus the result of social determinants7 [76]. Consequently, health definitions have 

been relativised and differentiated in recent years, where various classification criteria and 

components of health have been identified:  

                                                 
7 For a comprehensive discussion of health definitions and health models, I refer to [65, 67, 74, 75].  
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 Huber et al. (2011) have discussed three domains of health—physical, mental, and social —and 

distinguished between objective and subjective health [77]. 

 Verbrugge and Jette (1994) have differentiated illness according to the type and extent of health 

restrictions and disability: pathology, impairments, functional limitations, disability [71]. 

 Bergner (1985) has identified the genetic foundation of health; the biochemical, physiologic, or 

anatomic condition; the functional condition; the mental condition; and the health potential [78]. 

 Young (2005) has distinguished health status according to opportunities associated with illness 

and health, perceptions of health, functional status (in terms of social, psychological, and 

physical functioning), impairment, and duration of life [75]. 

The broad and vague definitions of health and the internal differentiation of health are associated 

with difficulties in measuring health directly [74]. Instead, numerous indicators of health to 

represent the abovementioned components have evolved (e.g. satisfaction with health as a valid 

and reliable indicator of health perceptions [75], mood indicating the mental condition [78], or 

difficulties preparing meals measuring limitations in the instrumental activities of daily living [71]). 

Thus, different objects of investigation require various health measurements [74]. 

Population-based surveys usually use standardised questions and include selected aspects of health 

status or an assessment of morbidity, such as the questionnaire on (Instrumental) Activities of 

Daily Living (IADL/ADL) and the Short-Form 36 (SF-36). Most of these instruments address 

general health, physical functioning, or mental health. Since survey questionnaires usually have little 

leeway left for detailed health questionnaires, some indicators to measure overall health have 

established. These include questions about illness within the past four weeks or the self-assessment 

of health (self-rated health, SRH). Such items are particularly suitable because they are generic and 

comparable health indicators [79, 80]. 

In this thesis, I adopted a fairly broad definition of health as I largely analysed self-assessed general 

health indicators (SRH, general long-standing illness) and physical health changes, derived from 

the SF-36 (see chapter 6). Given the purpose of this work, it appears effective to consider 

established measures which are generally understandable and easy to answer for all population 

groups and have a sufficient variance, even within small subgroups and subpopulations. 
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3.2 Epidemiological Transition and International Health Differences 

Whilst at the beginning of the 19th century, no country had a life expectancy (LE) over 40 years, 

in some parts of the world, substantial health improvements and mortality declines have 

contributed to a steadily increasing LE since 1840 [81–83]. However, since particularly wealthy 

countries (in Oceania, Middle Europe, North America, parts of South America, and Japan) 

achieved LE gains, these regional improvements set the beginning of a global divide [81]. In 2020, 

the global LE at birth was estimated at 73.2 years but with a considerable range of 50.75 years 

(Lesotho) up to 84.26 years (Japan) [84]. Overall, there is a gap in LE at birth of 18.1 years between 

high-income and low-income countries [85].  

Moreover, there has been a relative compression of unhealthy life time in the last few decades and 

a globally rising healthy life expectancy (HALE) [81]. However, HALE has developed unevenly in 

a similar way as LE; in 2020, HALE at birth was 74.09 years in Japan but only 44.24 years in 

Lesotho [86]. Again, country differences are largely shaped by national income differences [85]. 

The decrease in mortality could essentially be described in three phases over time: the phase of 

pestilence and famine was followed by a receding of pandemics and a subsequent phase of 

degenerative and humanmade disease [83]. This framework, known as the epidemiologic transition, 

has been updated and expanded by two phases, namely the transition from cardiovascular diseases 

to age-related diseases and the phase of increasing inequalities [87]. Considering the shift in the 

spectrum of diseases from infectious to non-communicable diseases in the development of 

countries, WHO (2009) have described this as a ‘risk transition’ [88] (p. 2). For low- and middle-

income countries, these developments are associated with a double burden in terms of population 

health because they are confronted with a growing toll of non-communicable diseases in addition 

to infectious diseases [89]. Thus, unequal epidemiological improvements and unequal levels of 

welfare contribute to international heterogeneity in regard to population health, the prevalence of 

diseases, and the spectrum of diseases [85, 90].  

An overview of selected health indicators in countries relevant for this work is given in Table 2. It 

reveals a huge variance in universal health coverage and health risks. Germany and Austria reported 

the highest absolute and relative health expenditures and the highest density of medical doctors. In 
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the Russian Federation (one of the main countries of origin of EGI), health expenditures were 

significantly lower, but there was nonetheless a comparably high density of doctors. Health 

expenditures in Turkey were at a similar level to the Russian Federation, but the density of doctors 

was much lower. Finally, the absolute health expenditures and the density of doctors were 

comparatively lowest in Syria, Afghanistan, and Iraq. However, there was a gradient within this 

country cluster, for example, in Afghanistan, the density of doctors was particularly low, and the 

relative health expenditures were rather high. These distributions were partly reflected in the LE, 

HALE, and health risks. LE and HALE were highest in Germany and Austria and lowest in Iraq, 

Syria, and Afghanistan. In contrast, the risk of death from non-communicable diseases at middle 

age and the incidence of the infectious disease tuberculosis were highest in Afghanistan and the 

Russian Federation and lowest in Germany and Austria. [85, 91]. 

Table 2: Selected world health indicators (2019), by country 

 Germany Austria Turkey Russia Syria Afghanistan Iraq 

Health expenditure per capita (US$) 4,714 5,002 469 469 69.83a 57 153 

Health expenditure of GDP (%) 11.1 10.4 4.3 5.3 3.57a 10.2 3.3 

LE at birth (men, years) 78.7 79.4 73.3 66.4 59.4 61.0 67.5 

LE at birth (women, years) 83.3 84.2 79.4 77.2 68.9 64.5 72.2 

HALE at birth (men, years) 70.2 70.9 64.4 59.1 52.5 52.1 57.4 

HALE at birth (women, years) 73.0 73.9 67.6 67.5 59.5 54.1 60.6 

Probability of dying from car-
diovascular diseases, cancer, 
diabetes, or chronic respiratory 
diseases between 30 and 70 (both 
sexes, %) 

12.1 11.4 16.1 25.4 21.8 29.8 21.3 

Tuberculosis incidence (per 100,000, 
2017) 

7.5 7.4 17.0 60.0 19.0 189.0 42.0 

Density of medical doctors (per 
10,000; 2009–2018) 

42.1 51.4 17.6 40.1 12.2 2.8 8.2 

Source: [85] 
Note: a Health expenditures for Syria for the most recent available year, 2012, based on [91]  

Thus, the beginning of the 21st century might be characterised as a healthy era with a historically 

high LE and HALE. However, there is a huge amount of heterogeneity across countries, which 

reaches particular importance in the context of international migration. Usually, migration is 

accompanied by health selection, both in terms of who migrates (usually young and healthy 

individuals) and where these individuals migrate to (contemporarily, usually into more developed 

countries and health regimes; see chapter 2). Moreover, migration is a demographic consequence 

of, amongst other causes, uneven health risks and, in turn, has a significant impact on individual as 
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well as public health outcomes. However, the different contexts of origin and destination must be 

considered and differentiated. 

3.3 Health Situation in Germany 

Germany provides a high-level healthcare system as it has one of the most comprehensive health 

systems with a high coverage and comparably low cost-sharing [92]. Due to mandatory health 

insurance for all citizens and permanent residents, the health system is mainly publicly financed 

[93]. 

Both the LE and the HALE have risen steadily over the past decades in Germany (LE at birth, 

both sexes combined: 78.1 years in 2000 to 81.7 years in 2019; HALE at birth, both sexes combined: 

68 years in 2000 to 71 years in 2019) [84, 86]. Thus, Germany is ranked in the EU’s middle [94]. 

Subjective well-being and SRH have increased over time, and in 2013, 75% of the population in 

Germany rated their health as good or very good. Cardiovascular diseases (40%) and cancer (25%) 

were the main causes of death in 2013, but age-standardised mortality of these diseases has 

decreased over time. Whilst there were low and decreasing rates of alcohol consumption and 

smoking in Germany, there have been high and increasing rates of physical inactivity and associated 

symptoms such as obesity, high blood pressure, and diabetes over time [94, 95]. These 

developments towards longer lifespans as well as towards degenerative and manmade diseases 

illustrate that Germany has already finished the epidemiologic transition [96].  

In addition to age and sex, social differences represent the main determinant of health inequities 

in Germany. Frequently, social status is approximated via socioeconomic status as it is closely 

linked to other social resources such as lifestyle and health behaviours, living and working 

conditions, and social capital [97]. Empirical findings have indicated a social gradient in Germany, 

whereby individuals with higher social or socioeconomic status have reported better health [94]. 

This gradient has been proven for different health indicators and age groups (e.g. for SRH, 

depression and functional limitations amongst individuals aged 60 years or older [98], for physical 

health, functional health, and subjective health amongst individuals aged 40+ years [99], for lung 

cancer [100], for obesity within the ages from 25 to 69 years [101], for the utilisation of health 

services and health-related lifestyles [102], and in terms of mortality [103, 104]).  



Theoretical Framework: Health  

18 
 

Moreover, there is a significant health variance in Germany depending on the migration 

background [17, 105], driven by structural differences between the immigrant population and the 

autochthonous population (see section 2.3). However, previous findings did not draw a clear 

picture of the health situation of immigrants in Germany. By tendency, immigrants in Germany 

generally differed in their risk for certain diseases, but they did not suffer from different diseases 

[106]. More specifically, immigrants were more likely to have mental problems, reported lower 

levels of general health, had higher risks of infectious diseases, and were less likely to utilise 

healthcare services [94, 98, 107]. However, most of the studies emphasised the heterogeneity within 

the immigrant population and the need to apply internal differentiation (see section 5.3.2 for the 

description of the health status of immigrants in Germany). Socioeconomic disadvantages 

mediated migration-related health disadvantages and partly explained health differences both 

within the immigrant group and compared to NMG [18, 107, 108]. Furthermore, exposures in the 

pre-migration and post-migration contexts [106, 109] as well as the mere process of migration [110] 

contributed to social and socioeconomic differences, which in turn defined health (dis)advantages 

amongst immigrants [94, 107]. Thus, in the context of migration, an interaction of the migration 

background and (migration-specific and general) social characteristics determines health 

differentials.  
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4. Theoretical Approaches to Immigrant Health 

Several theoretical approaches have emerged about the impact migration has on health. These are 

briefly presented in the subsequent section. With regard to the scope of this thesis, the focus is on 

demographic and sociological theories. 

4.1 Health Transition 

Considering the differences in epidemiological progress in Germany and the main countries of 

origin of immigrants in Germany (see section 2.3), the epidemiological transition, located at the 

macro level, has been transferred to the micro level. The health transition theory postulates that 

immigrants from less to more epidemiologically developed countries have lower mortality and 

morbidity than both the population of origin and destination at and shortly after immigration [111]. 

Thus, migration contributes to a ‘rapid-health-transition’ [112], which is caused by changing 

contextual effects in terms of hygienic conditions, medical care, and economic status on the 

individual [112–114]. Whilst individual imported risks from the countries of origin (e.g. infectious 

diseases and emergencies) can quickly be resolved by the well-developed ‘therapeutic component’ 

in the country of destination, the adapted ‘risk factor component’ due to the destination country’s 

conditions (e.g. lifestyle-related health risks and cancer risks) takes effect in a time-delayed manner 

[111, 114]. Therefore, migration in itself is a health transition and associated with both a shift in 

the cause-of-death profile and an interaction of reduced short-term health risks and emerging long-

term health risks, which contribute to temporary good health outcomes. 

4.2 Stress Theories 

Stress theories conceptualise the impact migration has on health due to its inherent stressful life 

changes in terms of the physical/geographical movement, cultural shock, goal-striving stress, social 

isolation, and social stress [115, 116]. Thus, the disruptive effects of migration [117] and the process 

of acculturation [118, 119] explain (particularly short-term) health inequities between migrants and 

non-migrants. The subsequent adaptation process, associated with a convergence in sociocultural 

characteristics and socioeconomic conditions, diversifies health differences in the medium-term 

perspective [120]. Therefore, both the phenomena directly associated with migration and the 
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immediate and time-lagged differences on social, economic, cultural, and behavioural levels cause 

health disparities [16, 121]. It must be assumed that shorter migration routes, cultural proximity, 

higher levels of social inclusion, a better socioeconomic position in the host country, and a small 

discrepancy between the socioeconomic positions before and after migration reduce the (perceived) 

levels of stress.  

4.3 Disruption and Adaptation Hypotheses 

The disruption and adaptation hypotheses originate in fertility research, but their basic assumptions 

can be transferred to the effect of migration on health outcomes. The disruption hypothesis 

assumes an initial drop in health outcomes due to migration-related disruption of the life course 

and social relationships [122, 123]. Migrants leave many of their social relationships with families 

and friends in their country of origin, which is associated with a loss of emotional bonding, social 

support, and sense of identification and belonging. Along with social, cultural, and linguistic 

barriers, this negatively affects health and (social) well-being [124–126]. According to the 

adaptation hypothesis, immigrants adapt to the conditions of the country of destination over time, 

which promotes social inclusion and relationships to peers, ethnic networks, and non-migrants. 

The recurring sense of bonding and social establishment favours an increase in well-being and 

health [127, 128].  

4.4 Life Course Approach 

Life course epidemiology aims to examine the temporal relationships and long-term effects of 

social or physical exposures across generations during gestation, childhood, adolescence, young 

adulthood, and adulthood on health outcomes in later life [129]. Within this conceptualisation, 

diseases are the outcome of different possible pathways of early life conditions [129]. In accordance 

with this approach, several concepts have been established which refer to time and duration (e.g. 

accumulation of risks, chain of risk or trajectory models), timing (referring to e.g. critical or sensitive 

periods, birth cohort effects, or latency periods), or mechanisms and temporal sequence (e.g. 

mediating and modifying effects, resilience, and vulnerability) [15, 130]. In the context of migration, 

all of these dimensions might be applied; migrants face additional exposures during the life course, 

the phase of migration represents a critical and sensitive period, (disadvantageous) exposures 
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usually accumulate over time, and mediating as well as modifying factors shape the association of 

exposures and health outcomes [15, 131]. 

4.5 Social Determinants of Health Model 

Health differences and inequalities are largely affected by social determinants. According to WHO, 

social determinants are defined as ‘the conditions in which people are born, grow, live, work and 

age. These conditions or circumstances are shaped by the distribution of money, power and 

resources at global, national and local levels’ ([132], p. 1012). Thus, social determinants act at 

different levels across various domains of life [132], which results in systematic differences in terms 

of unequal positions in society [133].  

One of the first and most effective illustrations of social health determinants was provided by 

Dahlgren and Whitehead within the social determinants of health (SDH) model. Social inequity in 

health is socially produced and characterised by avoidable, unfair, systematic, and non-random 

patterns of health differences [134]. Thus, social determinants operate through a range of social 

pathways (towards health inequalities), and health inequalities are determined by (threatening, 

promoting, and protecting) social factors acting at different levels. These have been conceptualised 

as rainbow-like layers, where inner layers are embodied into outer layers [134–136]: 

 

Figure 2: Conceptual framework: the Dahlgren-Whitehead rainbow 

Source: [136] 
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The centre of the figure captures largely fixed characteristics which individuals possess (e.g. age, 

sex, and genetic disposition). These are surrounded by modifiable layers. The first layer represents 

personal lifestyle factors (e.g. physical activity and smoking habits), the second layer covers 

communities in which individuals interact (e.g. peer communities), and the third layer includes 

living and working conditions which shape individual abilities to maintain health (e.g. access to 

health services and the work environment). The fourth and outer layer represents general 

conditions and structural features (e.g. health policies, disposable income) which mediate individual 

and population health [135, 137]. Thus, health can be affected by individual, commercial, and policy 

decisions [135].  

4.6 SDH Model within the Context of Migration 

Analyses of systematic differences in health by ethnic background should, whenever possible, be related to 

socioeconomic background, as the magnitude and causes of the ethnic differences observed tend to differ by social 

position. Likewise, ethnic background needs to be included in analyses of social inequities in health in countries 

with marked ethnic discrimination. ([134], p. 22) 

The quote from Whitehead and Dahlgren highlights the essential role social and socioeconomic 

characteristics play in explaining health inequalities in the context of migration. Moreover, it 

illustrates the close nexus of social situation, socioeconomic background, migration background, 

and inequalities. Consequently, the migration background has also been integrated into social health 

models. Within this framework, the migration background represents a further dimension of health 

inequality, where the conditions surrounding migration are a catalyst for health inequalities, and 

the structural inequalities experienced by migrants have a significant impact on overall health and 

well-being [11, 138, 139] (see Figure 3).  
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Figure 3: SDH model within the context of migration 

Source: [139], p. 3 (adapted from [138]) 

At the individual level, migrant-specific characteristics comprise the unequal maintenance or 

adaption of lifestyle behaviours, language and cultural difficulties, loneliness and social stress, and 

access barriers. At the social and meso level (including social, community, living and working 

conditions), the separation from social networks such as the family, experiences of discrimination, 

exclusion, psychosocial stress, bad housing arrangements, and greater occupation risks constitute 

migrant-specific health risks At the macro level covering structural determinants, a lack of adapted 

policies and conditions might contribute to health disadvantages [11, 139]. 

For this thesis, the Dahlgren-Whitehead model has been adopted to provide a broad explanation 

of social health inequalities. The different layers of the Dahlgren-Whitehead rainbow have been 

considered, and in all of the three studies, the individual core characteristics (age, sex) and a 

selection of the characteristics of the layers are included (see Figure 4).8  

                                                 
8 Not all characteristics can be clearly assigned to one layer. For example, education and household characteristics act 
on several layers. Migration background/immigrant group cuts through all layers and was considered as a core 
characteristic due to its predisposing and causal nature. 
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Figure 4: Adaption and application of the Dahlgren-Whitehead rainbow in this thesis  

Source: Adapted from [136] 

4.7 Social Exclusion Theory 

The notion and consideration of social exclusion is a rather new concept and originally referred to 

individuals who were not covered by the social security system [140]. The scope of this idea has 

been continuously expanded, and in contemporary understanding, social exclusion is a 

multidimensional phenomenon which refers to unequal access to resources, unequal participation, 

and/or denial of opportunities and is driven by institutional and cultural discrimination. Thus, 

social exclusion is associated with a disruption of the relationship between society and individuals 

and reduces cohesion within societies [141]. Exclusion criteria are usually based on age, sex, 

disability, race, ethnicity, religion, migration status, socioeconomic status, place of residence, sexual 

orientation, or gender identity [141–143]. Thus, immigrants pool attributes which might contribute 

to social exclusion in terms of the deprivation of resources (e.g. healthy foods, medical products), 

denial of social rights (e.g. medical treatment, right to work), or prevention from social participation 

and cultural integration (e.g. intra- and interethnic networks, social recognition). Perceived 

structural discrimination is associated with poorer health outcomes [144–146]. The reciprocity of 

causes and effects of disadvantages due to exclusion can lead to a downward spiral. Therefore, 

social exclusion theories might explain level differences in the health of and across immigrants and 

the variety of health pathways over time.  
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4.8 Intersectionality Framework 

The framework of intersectionality is based on the intersection of race and sex as well as the triple 

oppression theory on race, class, and gender from the 1980s [147–149] and partly expands the 

abovementioned demographic health theories. Intersectionality describes the interfering, mutually 

constituting, and (non-additive) reinforcing nature of multiple dimensions of inequalities such as 

race, social class, disability, religion, or sex/gender. Thus, health represents one dimension of 

inequalities, and health risks as well as individual experiences of ill health are affected by intersecting 

disadvantages caused by marginalisation, stigmatisation, oppression, and discrimination [150–154].  

Analogous to the SDH model, the causes of inequality are located at the macro, meso, and micro 

levels and include discriminatory policies and norms, negative stereotypes and interpersonal 

discrimination, and intrapersonal identifies and inequalities [153]. Within the context of migration, 

‘being a migrant’ is associated with numerous inequalities (e.g. based on life course, religion, 

race/skin colour, social class, and socioeconomic status), each of which is both associated with 

health inequalities and likely to intersect [155]. Consequently, individual or group-specific 

inequalities of their own emerge, and these are closely related to different procedures and 

experiences of discrimination. These are important to explain health variance related to immigrant 

groups or countries of origin. With regard to immigrants in Germany, therefore, it might by 

assumed that EGI are subject to fewer levels of discrimination than Turkish immigrants or refugees 

due to their linguistic, cultural, phenotypical, religious, and social proximity. These differences 

might also contribute to differences in the genesis and perception of health and illness across 

individuals and immigrant groups.  
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5. Empirical Findings: Migration and Health 

This chapter introduces empirical findings on health differences between migrant groups 

(immigrants and non-migrants) and an overview of the health situation of people with a migration 

background in Germany. 

5.1 Measuring the Health of Immigrants—Selection and Methodological Problems 

Studies on the morbidity and mortality of migrants are confronted with methodological problems 

as their results are located in the area of tension amongst selection effects, recording problems, and 

true migration effects9 [156, 157]. 

The ‘healthy migrant effect’ (also healthy immigrant paradox) conceptualises the importance of 

positive health selection into migration decisions. This selection counteracts the inverse effects of 

the socioeconomic profile of immigrants and the stressors to which they were exposed during the 

migration and within the integration process and contributes to the better health outcomes recent 

immigrants have compared to established immigrants and non-migrants [158–161]. However, due 

to a suppression by (disadvantageous) socioeconomic factors, the healthy migrant effect works 

only in the short term, and usually health outcomes of immigrants deteriorate shortly after 

immigration [160, 162]. Moreover, the selection into migration is more pronounced with increasing 

geographical and economic distance between the countries of origin and destination [163]. Thus, 

the time perspective and the extent of selection must be taken into account to avoid biased results 

and an overestimation of (particularly newly arrived) immigrant health.  

An approach similar to the healthy migrant effect was postulated with the ‘Hispanic health paradox’, 

which tried to disentangle the mortality advantages and better (physical) health Hispanic 

immigrants in the United States had despite their low socioeconomic status and their 

disadvantageous psychosocial and health risk profile [166]. Socio-cultural resilience and coping 

strategies, strong intra-ethnic cohesion, and social embedding have been assumed to explain this 

paradox [166–168]. 

                                                 
9 Some of these approaches have been established to explain lower migrant mortality but can be applied to morbidity. 
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Inverse selection processes apply to return migration (‘salmon bias effect’ and ‘unhealthy 

remigration’), with elderly and ill people returning to their countries of origin [164]. The 

geographical distance, migration conditions, and severity of illness determine the return migration 

selection [164, 165]. Consequently, the group of non-remigrants represent a selected population 

with, for example, refugees, transatlantic immigrants, and sick and elderly people being 

overrepresented.  

Recording problems include (unequal) remigration and under-recording of deaths and illness. 

Remigration of selected health profiles contributes to an underestimation of the burden of diseases 

amongst immigrants and a misinterpretation of morbidity [165]. Further recording problems 

involve the delay between immigration and study entry of immigrants (late-entry bias). Assuming 

that unhealthy, dissatisfied, and unsuccessful (e.g. in terms of socioeconomic integration) 

immigrants will remigrate or move on within this period, the risk of illness amongst immigrants is 

underestimated. Moreover, unregistered emigration and unrecorded illnesses and deaths abroad 

contribute to this underreporting and underestimation [159, 165].  

5.2 International Empirical Findings on Immigrants’ Health 

Considering the differences within the immigrant population with regard to predisposing individual 

factors, predeparture conditions, travel conditions, and conditions at arrival, health vulnerability 

and health concerns amongst immigrants vary significantly [38]. Consequently, the state of research 

on mortality and health of migrants does not present a clear picture. Below, the main international 

findings on mortality, mental health, and physical health are presented. These are mainly limited to 

the three central immigrant groups in this thesis and approximately comparable groups in 

industrialised western countries. 

5.2.1 Mortality 

There is vast and largely uniform empirical evidence on the mortality advantage of immigrants 

[169–172]. This has been determined for different regions of destination (e.g. for high-income 

countries in general [170], Central European countries [173], Sweden [174], Denmark [175], 
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Germany [176, 177], France [178], Israel [179], Brazil [180], Canada, and the United States [167, 

181]).  

It seems that almost all immigrant groups (e.g. refugees [175], asylum seekers [182], Hispanics [167, 

183], Asian immigrants [180], Latin American and Caribbean immigrants [184], Turkish immigrants 

[173, 176], and immigrants from the former Soviet Union [177]) have lower mortality rates. 

However, these advantages for specific immigrant groups partly differ across the host countries; 

for example, in Sweden, general lower mortality risks have only been reported for non-European 

immigrants but not for European immigrants [174], and in an international review, lower risks have 

only been determined for refugees but not for asylum seekers [170]. 

A detailed look at different causes of death reveals further variances. Lower levels of mortality 

amongst immigrants have been largely uniformly reported for the main causes of death, namely 

cancer mortality [172, 173, 175, 180] and cardiovascular mortality [175, 183, 185]. Moreover, there 

has been similar evidence for specific causes of death (e.g. there are mortality advantages amongst 

immigrants suffering from type 2 diabetes [186], HIV-tuberculosis [187], and COVID-19 [188]). 

However, there is a higher mortality ratio amongst immigrants for external causes and tuberculosis 

(the latter particularly for immigrants from Asian and African regions) [170, 172] and for infectious 

diseases [189, 190]. 

Data artefacts, cultural effects, and selection effects have been discussed to explain the mortality 

advantages of immigrants [169]. Since there usually is a convergence of mortality risks over time 

(i.e. with increasing duration of stay [174, 178, 181, 191]), and mortality advantages are most 

pronounced amongst immigrants to richer countries [171], positive selected immigration, as 

postulated within the healthy migrant effect, proved to be plausible [169]. Moreover, the empirical 

findings highlight the interplay of predeparture conditions and post-arrival conditions on individual 

mortality risks.  

5.2.2 Mental Health 

Due to the stressors associated with migration, mental disorders are a significant health concern 

for immigrants [192–194]. However, it proved to be difficult to estimate the prevalence of mental 
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illness [195] because the group of immigrants is very heterogeneous [196], and prevalence as well 

as risk factors vary substantially across immigrant groups [197].  

The findings on depression and depressive symptoms do not show conclusive evidence of a higher 

prevalence amongst immigrants, particularly without differentiation of destination countries and 

immigrant groups [198]. The studies reporting significant differences are mostly singular and 

focussed on specific subgroups; there have been findings on higher proportions of depressed 

people amongst first-generation immigrants [199], higher odds of depression amongst Irish 

immigrants in Britain [200], significantly increased depression prevalence amongst elderly Turkish 

and Moroccan immigrants in the Netherlands [201], and higher prevalence of depression in elderly 

first-generation immigrants in Northern and Western Europe [202]. However, there have been 

concurrent results on higher rates of depression amongst refugees, asylum seekers, and irregular 

immigrants [199, 203–205]. Similarly, the prevalence of posttraumatic stress disorder (PTSD) and 

anxiety [195, 204, 206] has been reported to be very high amongst refugees and asylum seekers, 

whilst there is no clear pattern, or significant difference to non-migrants, for other immigrant 

groups.  

More differentiated findings emerge for schizophrenia and psychotic diseases, where immigrants 

were found to have generally higher risks [194, 207, 208]. The risk rates for schizophrenia are 

particularly increased amongst second-generation immigrants [209, 210], ethnic minorities [211], 

and refugees [212]. For psychoses, there are similar associations, namely, there were higher risks of 

developing psychoses for refugees (compared to non-refugees and non-migrants) [194, 213], and 

for immigrants from non-European countries to European countries [208].  

In terms of psychosocial well-being, higher levels were found for first-generation immigrants in 

the United States [214] and Asian immigrants in the United States [215] and lower life satisfaction 

and well-being for immigrants in Europe [216]; adolescent immigrants from Eastern European and 

non-Western or non-European countries in Italy [217]; and refugees and asylum seekers in the 

United Kingdom [218]. 

Consistently higher rates of dementia have been reported for immigrants. In the United States, the 

dementia prevalence and the frequency of Alzheimer’s disease of black-skinned immigrants and 
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Hispanic immigrants exceeded those of white individuals [219, 220]. For immigrants in Europe, 

generally increased rates of dementia amongst immigrants were reported, with Asian and African 

immigrants having the highest rates [221]. 

Although there are inconsistent findings across the mental health indicators, immigrant groups, 

and host countries, the results illustrate the rather negative impact migration processes yield on this 

domain of health. Different drivers for this association have been discussed. Firstly, the frequency 

of mental health problems of refugees and asylum seekers points to the importance of detrimental 

exposures within all phases of migration [197]. Secondly, differences across the host countries point 

to the importance of legal frameworks [196], supporting conditions [199], and cultural differences 

(e.g. in the diagnosis and treatment rates of mental disorders [196]). Thirdly, perceived 

discrimination [222], the individual level of acculturation [223], language abilities [224], and poorly 

planned migration [200] contribute to higher mental health risks. Finally, socioeconomic 

disadvantages [225, 226] and lower levels of educational, employment attainment, and human 

capital [198, 215, 227] as well as low incomes [200] moderate the negative migration effect on 

mental health. Although forward-focussed coping strategies and social support counteract 

disadvantageous conditions [228, 229], the major disadvantages of refugees and asylum seekers 

illustrate the importance of precarious conditions prior to and during migration. 

5.2.3 Physical Health 

The state of research on physical health amongst immigrants has thus far been less comprehensive. 

In terms of self-rated health (SRH),10 mixed results have been published. There have been findings 

on lower rates of poor SRH for immigrants in Canada [232, 233] but higher rates of poor SRH for 

foreign-born Asians in the United States [234], immigrants in Sweden, particularly for first-

generation immigrants [235], and immigrants across Europe [236]. No general differences in SRH 

amongst immigrants were determined for the United States or Canada. However, the two latter 

studies found internal variance in that foreign-borns had higher risks to transition to poor SRH 

over time and that immigrants living in the United States for 15 years and longer had increased 

                                                 
10 By definition, SRH does not only determine physical health. However, due to its high predictive validity with respect 
to mortality (230) and the significant contribution of physical health aspects to SRH variance (231), the findings were 
classified in this section. 
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odds of poor SRH [237, 238]. For the group of newly arrived refugees, relatively high shares of at 

least good SRH have been found for Syrian, Afghan, and Iraqi refugees in Austria (85%) [239] and 

for Palestinian refugees in Jordan (80%) [205]. On the contrary, Dowling et al. have reported poor 

general health of refugees in Australia persisting throughout a three-year follow-up [240].  

The profile of communicable and infectious diseases represents an important morbidity concern 

amongst immigrants [241, 242]. Respiratory, gastrointestinal, and dermatologic infections have 

been reported to be a significant morbidity burden in newly arrived immigrants and refugees in 

Europe [192] in terms of a high prevalence of Chagas disease in Latin-American immigrants [243], 

increased incidence rates of HIV-tuberculosis co-infections [187], and high rates of respiratory 

infections, (previous or current) tuberculosis, and hepatitis B amongst immigrants at the Greek-

Turkish border [244]. For refugees and asylum seekers, increased risks of malaria and scabies [245] 

as well as latent and active tuberculosis and hepatitis B have been reported [246]. However, there 

are clear differences depending on the country of origin; for instance, leishmaniasis was the most 

frequent infectious disease amongst Syrian immigrants, whilst louse-borne relapsing fever was most 

frequent among Eritrean immigrants [245]. 

Below, findings on the profiles of non-communicable diseases are shown. Regarding stroke, there 

has been evidence of similar or higher risks for most immigrant groups in Western Europe 

compared to the host population [247], whilst strokes and transient ischemic attacks were much 

less likely amongst immigrants in Canada [248]. However, the risks varied according to origin; for 

example, in Europe, North America, and Australia, stroke was more common amongst Sub-

Saharan and South-Asian immigrants but less likely amongst North African and Chinese 

immigrants [249].  

With regard to heart diseases and cardiovascular diseases, there was evidence of higher rates of 

heart diseases for immigrants in Austria [250], similar or higher risks and additionally worsened 

risks over time for ischemic heart diseases amongst immigrants in Western Europe [247], and 

higher prevalence of cardiovascular diseases amongst Middle Eastern, South Asian, and some 

European immigrants in Australia [251]. On the contrary, lower rates of hypertension and heart 

diseases were found for foreign-born people in the United States [234]. Analyses stratifying for 

region of origin indicate the internal variance; for instance, coronary heart disease was more 
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common in South-Asian immigrants but less common in Sub-Saharan and North African 

immigrants in Europe, North America, and Australia [249], and in Denmark, refugees as well as 

immigrants from Afghanistan, Iraq, Turkey, Eastern Europe, and Central Asia had higher 

incidences of coronary heart disease than native-born Dens, whilst there were no differences for 

immigrants from Somalia, South and Middle America, and Sub-Saharan Africa [252].  

Findings on musculoskeletal diseases largely referred to migrant workers and reported increased 

risk of work-related ill health in terms of occupational morbidity and work-induced injuries and 

accidents [253, 254]. Moreover, there was evidence of increased rates of musculoskeletal diseases 

in general amongst asylum seekers in Switzerland [255]. The risk of osteoporosis was reported to 

be almost twofold amongst non-citizens in the United States [256]. In contrast, the risk of 

osteoporotic fractures was lower by 25% amongst male and by 17% amongst female first-

generation immigrants in Sweden (but not amongst second-generation immigrants) [257, 258]. The 

rates of arthritis were lower amongst immigrants, particularly Asian immigrants, in Canada [259, 

260]. Rheumatic diseases were more frequent amongst first-generation Iraqi and Finnish 

immigrants in Sweden but less frequent amongst most first-generation immigrants from Southern, 

Western, and Eastern European and Baltic countries. For second-generation immigrants, these 

differences vanished (with very few exceptions, such as German immigrants) [261].  

The risk of cancer is usually low amongst recently arrived immigrants but increases with the length 

of stay and vanishes for second-generation immigrants [262, 263] but varies across different types 

of cancer. In Canada, immigrants from developing countries had the lowest cancer incidence, whilst 

immigrants from the United Kingdom and Ireland had no cancer advantages over non-migrant 

Canadians. Moreover, immigrants all had strongly reduced risks for lung cancer [263]. In Sweden, 

lower cancer incidence, particularly colon cancer, was reported for Turkish and North African 

immigrants [264]. In the United States, highest cancer incidences were filed for non-Hispanic white 

women and non-Hispanic Black men and the lowest for Asian and Pacific immigrant men and 

women [265]. However, clear differences depending on origin became apparent; for instance, for 

Asian and Pacific immigrants, the incidence of breast, colorectal, kidney, lung, and prostate cancer 

was particularly low but high for liver and stomach cancer. Liver and stomach cancer were also 



Empirical Findings: Migration and Health  

33 
 

more frequent amongst American Indians and Alaska Natives, who otherwise had a cancer profile 

similar to that of non-migrants [265].  

Finally, largely uniformly higher risks of diabetes in immigrants have been reported; for example, 

in Europe, Australia, and North America, immigrants have higher risks of diabetes and develop 

diabetes at an earlier age than the host population [249]. In Europe only, the prevalence and 

incidence amongst immigrants exceed those of the non-migrant population [266]. In the United 

States, the association is less clear as both higher prevalence in African and Middle Eastern 

immigrants only [267] and lower rates amongst foreign-born individuals have been reported [234]. 

A nativity effect has been cited as causing partly diverging health profiles of and within immigrant 

populations, especially with regard to infectious diseases [234, 242, 245]; the prevalence of 

infectious diseases usually reflects the pathogens in the countries of origin [245]. Within the group 

of asylum seekers and refugees, poor conditions during migration may contribute to increased risks 

[246]. Access barriers to insurance coverage and healthcare [187, 236, 241, 253, 266], a lack of 

continuity in healthcare [255], precarious working conditions [253], a lack of language abilities [233], 

and an intersection of disadvantageous environmental, genetic, social, socioeconomic, and 

contextual characteristics have also been discussed [187, 236, 249, 258, 261, 263, 266]. However, 

the adverse effects of acculturation [234, 235], lifestyle patterns [251], and changes in lifestyle in 

the course of acculturation [249] have been described as the main drivers of health differentials. 

Particularly, the adoption of and convergence towards western lifestyle and norms and the 

simultaneous loss of health-beneficial cultural aspects contribute to health deterioration and 

increasing disease risks over time [237, 249, 264]. Adverse health behaviours, such as alcohol 

consumption, smoking, physical inactivity, as well as being obese or overweight, which tend to be 

more common amongst immigrants [268–271], promote deterioration in health [251, 267]. Overall, 

immigrants’ health is vulnerable to social and behavioural changes [232].  

5.3 Empirical Findings on the Health of Immigrants in Germany 

The analyses within this thesis are restricted to the three largest immigrant groups (Turkish 

immigrants, EGI, recent refugees and asylum seekers) in Germany over the past decades. The 

subsequent sections outline empirical findings on their health status. 
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 5.3.1 Data Sources 

In Germany, different official and non-official data sources provide information on the mortality 

and morbidity of the immigrant population. An overview of the main sources is given in Table 3.  

The main source for the composition of the total population in Germany is the population 

projection, based on updates of the last census (latest version: Census 2011). By law, marriages and 

divorces, births, deaths (including cause-of-death statistics), and migration are filed, and 

information on dates, sex, place of residence, and family status is routinely added. Moreover, 

citizenship is recorded but only differentiating between German and non-German citizenship [272]. 

Thus, the official population statistics only allow analyses on mortality and cause of death (but not 

morbidity) without differentiation of the migration background. Foreign nationals in Germany are 

fully recorded in the Central Register of Foreign Nationals. This register is intended particularly for 

public authorities, such as those involved in the asylum procedure, and includes information on 

foreign nationals who do/did not live only temporarily in Germany. It basically involves individual 

information about names, date and place of birth, sex, and citizenship [273]. Whilst the Central 

Register of Foreign Nationals covers some social characteristics (e.g. religious affiliation and the 

purpose of residence permissions, such as education), no general health information is available11 

[273]. Longitudinal analyses are only possible to a limited extent because the data are deleted upon 

acquisition of German citizenship or if the application of admission has been rejected. 

Survey data derived from representative samples partially provide information on the situation of 

the population with a migration background in Germany.12 The German Microcensus is the largest 

annual survey and provides the updates for the population projection. It contains information on 

one’s own and parental migration background. However, only health characteristics relevant to 

employment (e.g. reduced working hours or incapacity to work due to illness) are recorded regularly, 

whilst more detailed information (e.g. on diseases or disability) is integrated every four years [9, 

276]. Similarly, the German Socio-Economic Panel (GSOEP), which represents the longest-

                                                 
11 Additional information is provided only to the authorities responsible for the public health services (e.g. on the 
screening for pulmonary tuberculosis, health screening accoding to the Asylum Act, and vaccinations).  
12 Below, only the most important surveys are outlined. For a comprehensive overview, I refer to [17, 274]. A 
comparative database of datasets enabling research on refugees’ health is provided by the RefuDat project [275]. 
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running annual household survey in Germany, rather focusses on socioeconomic characteristics. 

Several indicators on migration background are included, and starting in 2002, a broad health 

module on mental and physical health has been incorporated [277]. Whilst the survey structure 

enables longitudinal analyses, the samples size prevents a detailed and differentiated analysis of the 

immigrant population.13 An important survey within health monitoring in Germany is the German 

Health Update, which has been conducted as a trend study consisting of six waves between 2009 

and 2021. It contains some health information, but the migration status is only recorded via the 

country of birth and citizenship. Thus, only first-generation immigrants and non-German nationals 

can be identified. Moreover, the sample size does not allow stratified and reliable analyses of the 

population with a migration background [280, 281]. The German Health Interview and 

Examination Survey for Children and Adolescents, which is also embedded in the national health 

monitoring, combines a detailed recording of the migration background (own and parental 

migration history and origin) and health characteristics. However, it only includes cross-sectional 

information on children and adolescents up to the age of 29 [282, 283]. The equivalents for adults 

(the German National Health Interview and Examination Survey and the German Health Interview 

and Examination Survey for Adults) were only conducted from 1997 to 1999 and 2008 to 2011, 

respectively, and do not provide current information. Similarly, other survey data on immigrants 

have proven to be outdated (e.g. the Foreigner Survey of the German Youth Institute, which was 

conducted in 1996 and 1997 [284]).  

Further health surveys and health claim data are problematic because they are only regional. For 

instance, the Myocardial Infarction Registry Augsburg and the Erlangen Stroke Project do not 

cover sufficient numbers of immigrants (as do the German General Social Survey and the German 

Ageing Survey) or only cover citizenship or no characteristics on the migration background at all 

(e.g. health claims data and diagnostic data from hospitals, the Cancer Registration, and the official 

Nursing Care Statistics). Moreover, surveys and data collections of foreigners and immigrants often 

lack comprehensive health indicators and/or cover only a small sample (e.g. the BAMF Study on 

Refugees 2014, the representative survey on Selected groups of migrants in Germany, or statistics 

                                                 
13 Starting in 2016, a survey of refugees who arrived since 2013 in Germany has been implemented in the GSOEP 
(IAB-BAMF-SOEP Survey of Refugees). For more details, I refer to [278, 279]. 
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on benefits for asylum seekers). The German Emigration and Remigration Panel Study only 

considers German citizens. 

International studies with a subsample from Germany essentially allow further levels of analyses, 

such as the comparison of immigrants with non-migrants from the respective countries of origin, 

but usually the country-specific samples are small. Both the European Social Survey (conducted 

every two years since 2002) and the European Values Study (embedded into the World Values 

Survey and conducted every nine years since 1981) cover information on SRH, impairments due 

to illness or disability (European Social Survey), depressive symptoms (European Values Study), 

and the respondent’s place of birth and year of arrival, citizenship, and the parental place of birth. 

However, 1,500 to 2,000 respondents per wave in Germany are insufficient to perform 

differentiated analyses. The Survey of Health, Ageing and Retirement in Europe is a long-running 

panel and combines broad information on health and migration background, but the sample is also 

small. The Generations and Gender Survey essentially allows the differentiation of the migration 

backgrounds and includes health information but only provides outdated data and a limited sample 

size (apart from Turkish immigrants). 

Overall, the availability of social science data on migration and health in Germany is limited. Dyck 

et al. have identified 46 data sources; however, most of them only included information on 

citizenship and thus do not fully meet the heterogeneity of the immigrant population [274]. The 

current state of research allows an overview of the health situation of immigrants in Germany but 

not holistic explanations and analyses accounting for the diverse contexts of origin.
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Table 3: Data sources on immigration and health in Germany 

Study/Data Source Sample Size Health Indicators Indicators on Migration Background Annotation 

Official Population 
Statistics 

Full census Deaths (including cause-of-death 
statistics) 

Citizenship (German vs. non-German) Routine recording, compulsory 
registration 

Census 1/3 of the population (+ 
projection to the total 
population) 

None Citizenship, year of immigration, country 
of origin (own + parental) 

Obligation to participate, data not 
available for scientific research by 
law 

Central Register of 
Foreign Nationals 

All permanent foreigners Information on health and 
tuberculosis screening 

Place of birth, citizenship Routine recording of foreign persons 
(i.e. deletion upon naturalisation or 
rejection of application of 
admission), data not available for 
scientific research 

German Microcensus 1% of the population 
(~800,000 individuals) 

Work-related indicators (e.g. 
incapacity to work due to illness) 

Country of birth, year of immigration, 
citizenship (incl. information on 
naturalisation) for all household 
members and parents 

Annual survey, rotating panel with an 
obligation to participate for four 
years (if selected) 

German Socio-
Economic Panel 

~10,000 to 32,000 individuals Broad health module since 2002, 
incl. physical and mental health, 
health behaviours 

Citizenship, place of birth, residence 
status, refugee status, year of 
immigration (largely own + parental) 

Longitudinal household survey 

German Health 
Update Survey 
(GEDA) 

~20,000 individuals Indicators on almost all health 
domains and health behaviours 

Country of birth, citizenship Trend study 

German Health 
Interview and 
Examination Survey 
for Children and 
Adolescents (KiGGS) 

~12,000 to 15,000 individuals 
in the cross-section, ~10,000 
in the longitudinal design 

Indicators on almost all health 
domains and health behaviours via 
questionnaires, physical 
examinations, medical interviews, 
and laboratory studies 

Parents: citizenship, country of birth, 
year of immigration; children: country of 
birth, age at immigration 

Covers only children, adolescents, 
and young adults (ages 0 to 29 years) 

German National 
Health Interview and 
Examination Survey 
(BGS98) 

~7,000 individuals General health, diseases, utilisation 
of health services, eating habits, 
physical activity 

Citizenship, country of birth Survey in the years 1997 to 1999 

German Health 
Interview and 
Examination Survey 
for Adults (DEGS) 

~8,000 individuals Indicators on almost all health 
domains and health behaviours via 
questionnaires, physical 
examinations, medical interviews, 
and laboratory studies 

None (only internal migration within 
Germany) 

Follow-up of the BGS98, survey in 
the years 2008 to 2011 
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Study/Data Source Sample Size Health Indicators Indicators on Migration Background Annotation 

Foreigner Survey ~2,500 individuals General health status, psychosomatic 
complaints 

Origin, broad set of information on life 
passages in country of origin in 
Germany (e.g. education), sense of 
identification with country of origin and 
Germany 

Survey conducted once in 
1996/1997; Greek, Italian, and 
Turkish young adults between the 
ages of 18 to 28 years 

German General 
Social Survey 
(ALLBUS) 

~3,000 to 3,500 individuals Indicators on almost all health 
domains and health behaviours via 
questionnaire 

Citizenship, country of birth, 
naturalisation, year of immigration, 
country where the youth was spent 

Cross-sectional surveys every two 
years since 1980 with partly constant 
content 

German Ageing 
Survey (DEAS) 

~5,000 individuals (in years 
with refreshment: ~10,000 
individuals) 

Indicators on almost all health 
domains and health behaviours, 
testing procedures on cognitive and 
physical health 

Citizenship, place of birth, year of 
immigration, residence status 

Ages 40+ years, panel of seven 
waves since 1996 

BAMF Study on 
Refugees 2014 

~2,800 individuals Health satisfaction, work incapacity 
due to illness 

Citizenship, country of birth, migration 
history, migration motives 

Covers persons entitled to asylum 
and recognised refugees from 
Afghanistan, Syria, Iraq, Iran, Eritrea, 
and Sri Lanka who applied for 
asylum between 2008 and 2012 

Selected groups of 
migrants in Germany 
2006/2007  

~4,500 individuals None Nationality, citizenship, country of birth 
(own and parental), year of immigration, 
legal status, language abilities (in German 
and mother tongue) 

Representative survey on immigrants 
from Turkey, Italy, Greece, Poland, 
and former Yugoslavia 

Selected groups of 
migrants in Germany 
2015 

~2,500 individuals Unemployment due to health 
reasons 

Country of birth (own and parental), 
citizenship, year of immigration, 
migration motives,  

Representative survey on immigrants 
from Poland and Romania, Turkish 
citizens in Germany, and German 
citizens with a Turkish migration 
background 

German Emigration 
and Remigration 
Panel Study (GERPS) 

~5,500 (fourth wave) to 
11,000 (first wave) individuals 

Self-rated health, overall life 
satisfaction 

Country of destination, broad set of 
information on migration processes and 
experiences 

Covers emigrated and remigrated 
German citizens only; currently 
comprises four waves since 2018 

Myocardial Infarction 
Registry Augsburg 

Full recording of individuals 
with an infarction in the 
region of Augsburg  

Information on myocardial infarction 
incl. anamnesis and follow-up 

Citizenship (own and parental), country 
of birth 

 

Erlangen Stroke 
Project 

Full recording of individuals 
with a stroke in the region of 
Erlangen 

Information on stroke incl. long-
term follow-up 

Citizenship (own and parental), country 
of birth 
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Study/Data Source Sample Size Health Indicators Indicators on Migration Background Annotation 

Ludwigshafen Stroke 
Study 

Full recording of individuals 
with a stroke or transient 
ischemic attack in the region 
of Ludwigshafen 

Detailed information on stroke and 
transient ischemic attack 

Citizenship Recording in the years 2006 to 2012 

Cancer Registration Full recording of individuals 
with cancer in Germany 

Detailed information on cancer, 
further information varies regionally 

None  

Health claims data Insured individuals of the 
insurer 

ICD-coded diagnoses, work 
incapacity, care need, medications 

Usually none Routine recording of accountings 

Hospital diagnostic 
data 

Full recording of treated 
individuals in hospitals 

ICD-coded diagnoses, treatments None (country of residence of 
individuals with residence abroad)  

Routine recording of accountings 

Nursing Care 
Statistics 

Full recording of care 
beneficiaries 

Information on care need None Routine recording of accountings 

Statistics on benefits 
for asylum seekers 

Full recording of recipients of 
benefits under the Asylum 
Seekers Benefits Act 

None Citizenship, type of residence permission Routine recording of benefits 

European Social 
Survey 

Subsample in Germany: 
~3,000 individuals per wave 

Self-rated health, impairments due to 
illness or disability 

Citizenship, country of birth (own and 
parental), affiliation to ethnic minorities  

Cross-sectional survey, conducted 
biannually in 38 countries, survey of 
nine waves since 2002 

European Values 
Study (World Values 
Study) 

Subsample in Germany: 
~5,000 individuals per wave 

Self-rated health, depressive 
symptoms 

Citizenship Cross-sectional survey of five waves 
since 1981 (every nine years) 

Survey of Health, 
Ageing and 
Retirement in Europe 
(SHARE) 

Subsample in Germany: 900 
to 3,000 individuals per wave, 
in all: ~140,000 individuals 

Indicators on almost all health 
domains and health behaviours, 
testing procedure on grip strength 

Citizenship, country of birth (of the 
individuals; starting in wave 5 also of the 
parents) 

Largest European panel study, 
includes 28 European countries and 
Israel, panel of eight waves (every 
two to three years), ages 50+ years 

Generations and 
Gender Survey (GGS) 

~10,000 (first wave) to 
~3,200 (second wave) 
individuals; additional survey 
on Turkish citizens ~4,000 
(first wave) to ~1,000 (second 
wave) individuals 

Self-rated health, long-standing 
illness or chronic conditions, 
impairments due to illness or 
disability, care need, well-being 

Citizenship, year of naturalisation (own, 
parental, spousal)  

Panel study with two waves 2005 and 
2008/2009 (2006 and 2010 for the 
survey on Turkish citizens in 
Germany); embedded into the 
international Generations & Gender 
Programme  
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 5.3.2 Empirical Findings 

In Germany, migration background represents one crucial domain of health inequalities [94, 285]. 

Despite the data restrictions, health research recognises the vulnerability of immigrants and the 

need to analyse their health in a differentiated manner [105, 280, 286]. Previous findings have 

suggested that the general health status of the non-migrant population and immigrants in Germany 

is roughly similar [18, 109], where immigrants have increased risks for some diseases and disorders 

but lower risks for others. Health problems which diminished in the course of the epidemiological 

progress are partly more common in the immigrant population (e.g. infant mortality [17], 

tuberculosis [287], HIV [288], and Helicobacter pylori [17]). Moreover, additional health problems 

emerge, (e.g. children born by immigrant mothers have a higher prevalence to be large for 

gestational age [289], and psychosocial problems [17] as well as diabetes [290] are more frequent 

amongst immigrants). For elderly immigrants, worse self-rated mental health [291]; for children 

with a two-sided migration background, higher levels of poor general health [292]; and for first-

generation immigrants (as well as second-generation immigrants in most aspects), lower levels of 

social well-being [293] have been reported On the contrary, there have been findings on lower 

cancer incidence and mortality [173, 294] for immigrants and lower rates of neurodermatitis and 

attention deficit hyperactivity disorder for children with a two-sided migration background [292]. 

Moreover, there were findings on similar rates of depressive symptoms, anxiety, PTSD, and 

traumas amongst traditional non-refugee immigrant groups (compared to the non-migrant 

population) [295], and high rates of these disorders amongst refugees [296]. These results illustrate 

the health heterogeneity of the immigrant population in Germany.  

Immigrant children and adolescents as well as elderly and female immigrants have been identified 

as particularly vulnerable groups because they are confronted with multiple (health) burdens, the 

stressors caused by migration emerge in a vulnerable phase of their lives, and they are less aware 

of preventive measures and entitlements to benefits (e.g. care services [17, 297–299]). Moreover, 

health risks differ depending on origin and legal status [106], where refugees and individuals 

without a secure status are exposed to particularly high health risks (e.g. due to precarious working 

conditions, a lack of health insurance, and psychological stress) [17, 106, 300]. Below, the health 

profiles of the three largest immigrant groups are outlined. 
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Turkish Immigrants 

For Turkish immigrants, descriptive results indicate differences in health outcomes compared to 

NMG. There have been findings on better SRH amongst second-generation Turkish immigrants 

(but not for first-generation Turkish immigrants) [108] but more depressive symptoms [301], higher 

rates of tuberculosis [287], and higher rates of Helicobacter pylori [17]. For the age group 50 to 79, 

both the LE and the proportion of expected years with limitations were found to be higher for 

both sexes [302]. 

Applying multivariate analyses, most of these differences vanished (e.g. adjusting for 

socioeconomic status, age profiles, and coping resources, largely no differences between Turkish 

immigrants and non-migrants remained [108, 301]). Significant differences were mainly shown in 

more differentiated analyses. Regional differences have been reported in that Turkish first-

generation immigrants only in East Germany rated their health better than non-migrant 

counterparts [108], age differences in that first-generation Turks aged 45 years and older had worse 

SRH than non-migrant counterparts [108], and sex differences in that female (first- and second-

generation) Turkish immigrants had higher risks for chronic illness, poor SRH, and psychological 

problems [299] but lower prevalence of coronary heart disease in the region of Giessen [303]. The 

rates of gestational diabetes were found to be higher amongst Turkish women [304]. Moreover, for 

the region of Hamburg, diverging cancer profiles of Turkish immigrants (compared to non-

migrants) have been reported: neoplasms were slightly more frequent amongst Turkish males, and 

cancer of respiratory organs was more frequent amongst Turkish males of younger birth cohorts 

but less frequent amongst those of older birth cohorts. Amongst Turkish women, the incidence of 

cancers of the respiratory system and genital organs, skin cancer, and breast cancer was lower [305]. 

Significant differences between Turkish immigrants and NMG have been found with regard to 

lower levels of mental health [291] and the increased prevalence of being overweight/obese 

amongst Turkish children and adolescents [282] and adults [94]. The overall mortality has been 

reported to be lower in Turkish immigrants [176]. 
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EGI 

For EGI, there have been mixed results. Whilst, on the one hand, significantly higher rates of poor 

SRH [306] and higher general scores of physical complaints [307] have been reported, there has 

been evidence of lower rates of illness [59, 308]. Considering specific symptoms and diseases, this 

discordancy intensifies. Complaints of fatigue, exhaustion, and heart palpitations [306], the rates of 

tuberculosis (especially for Romanian immigrants but to a lesser extent also for immigrants from 

Poland and the Russian Federation) [165, 287], high rates of high blood pressure and frequent pain 

[309], the incidence of lung cancer in males, and stomach cancer in females [310] are higher 

amongst EGI. On the contrary, similar rates of asthma, hypertension, and chronic bronchitis [311], 

acute myocardial infarctions [312], and all-site cancer [310] but even lower incidence rates of breast 

cancer and lung cancer amongst EGI women [310] have been ascertained. In terms of diabetes, 

there were inconsistent findings (i.e. on lower levels [311] and higher rates [309]). In terms of 

mental health, there is evidence of higher values of depressive symptoms and anxiety in EGI [307, 

313] but similar general mental health to NMG [291]. Moreover, there has been evidence of lower 

cardiovascular mortality [314] but higher mortality rates due to external causes and suicide amongst 

male EGI due to accidents amongst female EGI [315]. 

These diverging findings might partly be driven by the definition and identification of the EGI; 

whilst some studies involved EGI from former Soviet Union countries (e.g. [309, 310, 314]), others 

included EGI according to the official definition in Germany (e.g. [59, 308, 311]), and still others 

differentiated by countries of origin (e.g. [307]). In addition, the length of stay might partially 

explain internal heterogeneity, with some studies highlighting the healthy migrant effect proven for 

EGI [109, 308, 316].  

Refugees and Asylum Immigrants 

For the group of asylum immigrants and refugees, the studies thus far have mainly included 

infectious diseases and mental health problems, whilst physical health concerns have been less 

explored [317]. In terms of overall health status, a comparative study on non-migrants, individuals 

with a direct or indirect migration background, refugees who immigrated prior to 2013, and 

refugees who immigrated since 2013 determined best SRH, above-average physical health, and 
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below-average psychological health amongst refugees who immigrated since 2013 [318]. However, 

these results were largely shaped by the young age profile of the group of new refugees. Other 

studies concluded above-average mental SRH [22] or physical health [319] but do not provide a 

comparison with NMG or other immigrant groups.  

Regarding infectious diseases, there have been consistent findings on increased risks of tuberculosis 

amongst refugees [317]. In 2019, 50% of the filed tuberculosis cases in Germany were due to 

foreigners and a large share due to foreigners originating from refugee countries (e.g. 7% from 

Eritreans, 7% from Somalians, 4% from Afghans, and 2% from Syrians [287]). In contrast, the 

long distance of migration contributes to very low levels of malaria (which has a short incubation 

period) amongst refugees in Germany [242]. In terms of non-communicable diseases, there has 

been evidence of increased incidence of diseases of the respiratory system, the musculoskeletal 

system, and the intestinal tract based on claims data of refugees in the region of Bremen [320] and 

high levels of pain in the region of Halle [321], whereas for refugees in the region of Munich, low 

levels of non-communicable diseases have been identified [322]. The huge body of research on 

mental health largely covered PTSDs and indicated increased rates (e.g. amongst war refugees [323], 

Yugoslav refugees [324], recent Afghan, Syrian, and Iraqi refugees [325], and recent Syrian refugees 

[326]). Moreover, increased risks of mental disorders [22] and lowest levels of mental health 

(compared to other immigrants and NMG) have been reported [327]. In addition, female refugees 

have been identified to be particularly vulnerable in terms of significantly lower physical health and 

slightly reduced mental health [318, 319] as well as reduced health-related quality of life [327]. 

To summarise, there are clear differences in the health profiles across immigrant groups. In essence, 

it may be concluded that (recently arrived) refugees and asylum seekers had the highest risks of 

poor mental health and infectious diseases but the best physical health [318, 327]. Both the 

migration conditions and the age structure significantly contribute to this polarisation. The results 

that refugees who immigrated prior to 2013 have the worst physical health and converge to NMG 

and non-refugee migrants in terms of mental health [318] indicate the power of mental disorders 

shortly after migration and the convergence of health outcomes over time. A similar tendency can 

be summarised for Turkish immigrants: whilst there are significant health differences amongst first-

generation Turkish immigrants, many of these vanished in the second generation. Their health 
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profile is largely defined by lifestyle-related risk factors and diseases. In the group of EGI, in 

addition to lifestyle factors, mental problems particularly appear to promote further health 

problems.  

Possible Explanations for the Health Differences across Immigrant Groups 

Migration-related characteristics aside, lifestyle factors, differences in healthcare utilisation, 

language and cultural barriers, and socioeconomic differences have essentially been discussed as 

the main drivers of health disparities within the immigrant population in Germany and compared 

to NMG. Immigrants have been reported to consume less alcohol [94, 282] but to eat less healthy 

and to be less physically active [94, 328]. As a result, immigrants are more likely to be obese and to 

suffer from hypertension [9, 303]. In particular, the simultaneous maintenance of unhealthy lifestyle 

from the country of origin and adaptation of unhealthy ‘western’ lifestyles favours deterioration in 

physical health [292, 329]. The generally lower utilisation of healthcare services amongst 

immigrants [330] has been demonstrated for Turkish immigrants in terms of measures of 

(psychosomatic) rehabilitation [331, 332]; for EGI in terms of psychosocial and medical institutions, 

general practitioners, and most medical specialists [306]; and for refugees and asylum seekers, in 

terms of ambulatory physicians [333]. For children with a migration background, lower rates of 

vaccination against measles and less use of the children’s screening examinations have been 

reported [282]. Both formal barriers and unequal access to healthcare for immigrants (and in 

particular for refugees and asylum seekers) [334], as well as language, cultural, and religious barriers, 

exacerbate this problem [303, 330, 335, 336].  

However, socioeconomic disadvantages are largely uniformly cited to cause health disadvantages 

[94, 108, 291, 292, 318]. The group of immigrants differs (internally and from NMG) in terms of 

occupational inclusion, income, and levels of education [9, 64], where the socioeconomic status on 

average is highest amongst non-migrants, followed by EGI, Turkish immigrants, and refugees [55] 

(see section 2.3). These disadvantages affect health both directly and indirectly in terms of worse 

working conditions, worse living conditions, and limited availability for prevention and curation 

amongst immigrants [176]; lower levels of health knowledge and health awareness [94]; and the 



Empirical Findings: Migration and Health  

45 
 

abovementioned unfavourable health behaviours. Finally, precarious socioeconomic profiles 

promote social exclusion, lower levels of social support, and fewer coping resources [108, 299, 337]. 

However, there is still a research gap regarding the impact of social and socioeconomic features on 

health outcomes including an internal differentiation of the immigrant population, recent 

immigrants groups, a longitudinal perspective, and a comparison to NMG. This thesis aims to 

answer the questions of 1) which social determinants are influential for immigrants’ health (Studies 

I, II, and III) and 2) which similarities and differences exist when comparing immigrant groups 

(Studies I and III), immigrant groups and non-migrants (Studies I and II), and immigrant groups 

across borders (Study III). In addition to the consideration of the three largest immigrant groups 

in Germany, which differ in their demographic structure and behaviour, immigration period 

(associated with different policies and social conditions), migration motives and aspirations, regions 

of origin, epidemiologic origin, legal position, and initial social situation, these levels of comparison 

allow the identification of both general explanations for differences in health outcomes and group-

specific risk factors or protective factors.  
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6. Materials and Methods 

In the following sections, the data used in the three studies, the included measurements and sets 

of covariates, the definition of the immigrant group under consideration, and the applied statistical 

methods are explained. Table 4 provides an overview of the statistical methods and the framework 

of the models used. 

6.1 Data Sources 

Requirements derived from the aims and hypotheses were placed on the data. For instance, large 

datasets with a sufficient number of cases were required to analyse subgroups (i.e. immigrants and 

by gender), longitudinal data were needed to analyse underlying mechanisms, and data including 

characteristics at the macro level were used to depict the multi-layered SDH model. 

6.1.1 Study I: German Microcensus 2005/2009 

The German Microcensus is an annual official multipurpose survey representative of residents in 

Germany. The stratified random sample comprises 1% of the population (about 810,000 people in 

370,000 households per year). The data provide detailed information on the labour market structure 

and demographic characteristics in Germany, including information on households and families, 

health status, migration background, and other sociodemographic and socioeconomic 

characteristics [338]. Its contents, the sufficient sample size to perform analyses stratified by 

migration background and gender, the inclusion of households as survey units, the replicable survey 

design, and the data quality justify the suitability of the microcensus for Study I. 

The analyses covered the years 2005 and 2009 (hereafter referred to as Microcensus 2005/2009). 

In these survey years, an additional health module had been integrated into the questionnaire. 

Moreover, for the first time, the Microcensus 2005 included detailed information on the migration 

background of the respondents [51]. The year 2009 was included to increase the sample size and 

thus the number of individuals with a migration background. The distance of four years to 2005 

ensured that every household/person is included in the dataset only once because the microcensus 
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is designed as a partially rotating panel in which households are surveyed annually for up to four 

years. For the study, the 70% scientific use file was analysed. 

6.1.2 Study II: German Socio-Economic Panel 

The GSOEP is the largest and longest-running yearly representative household panel in Germany. 

The first survey was conducted in 1984; since then, the panel has been supplemented by several 

additional samples. The survey households are randomly selected using a clustered (usually) two-

stage process (primary units: electoral districts, secondary units: households), resulting in an annual 

sample of about 30,000 people in 15,000 households. The GSOEP is designed as a multidisciplinary 

panel and essentially includes information on employment, income and family biographies, 

educational participation, personality traits, household characteristics, and living situation. In 2002, 

a broad health module was integrated into the questionnaire biannually. Information regarding the 

migration background has been included since 1984, and since 2002, it has been possible to 

differentiate the migration background in more detail using the GSOEP [277, 339–342]. 

The analyses include the years 2000 to 2018 (hereafter referred to as GSOEP 2000–2018). The 

health status was modelled from 2002 onwards to incorporate the detailed and constantly measured 

health information of the health module. Due to high annual response rates and low panel attrition 

[343, 344], the sample size, the comprehensive collection of information on health and migration 

background, and the thematic areas, the GSOEP data were particularly suitable for the longitudinal 

causal analysis conducted in Study II. The consideration of the EGI, which is culturally close to 

the autochthonous population in Germany, enables quantification of the effect of migration. 

6.1.3 Study III: IAB-BAMF-SOEP Survey of Refugees 2016/Refugee Health and Integration 

Survey 

The IAB-BAMF-SOEP Survey of Refugees is designed as an annual panel study of refugee 

households in Germany and was conducted for the first time in 2016 (hereafter referred to as IAB-

BAMF-SOEP 2016). The random sample was based on the German Central Register of Foreign 

Nationals, included adult refugees who arrived in Germany between 2013 and 2016, and involved 

4,527 people. The IAB-BAMF-SOEP 2016 includes modules of the GSOEP and will prospectively 
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be implemented into the GSOEP. The survey consisted of a household and a personal 

questionnaire and included information on educational, employment, and migration biography; 

social participation; language proficiency; personality traits and attitudes; family situation; and 

health [278, 279, 345]. 

The IAB-BAMF-SOEP 2016 was one of the first surveys to collect information on the most recent 

cohorts of refugees in Germany. The novel target population, the utilisation of established and 

harmonised measurements, and the data quality (ensured by e.g. data quality management, trained 

interviewers, and appropriate language versions of the questionnaires [279, 346]) were the 

motivations for the selection of the IAB-BAMF-SOEP 2016 for Study III. Considering the 

compared data (see below), only the cross-sectional data from 2016 were analysed.  

The Refugee and Health Integration Survey (hereafter referred to as ReHIS) was conceptualised as 

an interim survey within the second and third waves of a survey on the economic and labour market 

participation of refugees in Austria (FIMAS). The interviews were conducted in early 2018; covered 

information on individual characteristics, health, and patterns of healthcare utilisation; and included 

refugees from Afghanistan, Syrian, and Iraq who immigrated in Austria between 2011 and 2018. 

The sample included individuals who participated in an earlier FIMAS wave and agreed to partake 

in the ReHIS (780 people); it contained 515 participants [347, 348].  

Several items within the ReHIS questionnaire were based on the IAB-BAMF-SOEP 2016. 

Considering the similarity with the IAB-BAMF-SOEP 2016 (with regard to target population, 

survey time, and included information), the analysis of the ReHIS data proved to be effective to 

determine macro effects. 

6.2 Methods and Statistical Analysis 

6.2.1 Study I: Logistic Regressions and Multilevel Regressions 

Multilevel models are widely used to model hierarchically structured data. They are capable of 

specifying and explaining variation in an outcome through processes and characteristics on multiple 

and/or higher levels simultaneously and measuring the interacting effect of covariates on different 

levels of an outcome variable [349, 350]. In Study I, multilevel regression models were applied to 
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reflect the associations amongst individual health, individual and household migration background, 

determinants at the household and contextual level, and the covariates. Since the health status was 

represented by a binary outcome (1: long-standing ill persons, 0: healthy persons), a multilevel 

approach for binary outcomes was applied. This is essentially based on (binary) logistic regression, 

which has the form (adapted from [350, 351]) 

(1) Logit(𝑌𝑖 = 1) =  ln [
𝑝𝑖

1−𝑝𝑖
] =  𝛽0 + 𝛽1𝑥1 + ⋯ +  𝛽𝑘𝑥𝑘 , 

where 𝑌𝑖 denotes the outcome variable for unit i, 𝑝𝑖 denotes the probability of occurrence of the 

outcome of interest (i.e. long-standing illness), 𝛽0 denotes the intercept, 𝛽1…𝛽𝑘 denote the logit 

coefficients, and 𝑥1…𝑥𝑘 denote the independent variables. The model parameters are estimated 

using the maximum likelihood function [350, 351]. In the case of hierarchically structured data, 

information on the individual level i in model (1) are supplemented by additional levels (e.g. by 

information on the household and contextual level). Thus, the multilevel logistic regression for the 

household-clustered data in Study I had the form:  

(2) Logit(𝑌𝑖𝑗 = 1) = ln [
𝑝𝑖𝑗

1−𝑝𝑖𝑗
] =  𝛽0 + 𝛽1𝑥𝑖𝑗 + ⋯ +  𝛽𝑘𝑥𝑘𝑗 + 𝑢𝑗 , 

where j indicates the household level. Thus, 𝑌𝑖𝑗 denotes the health outcome for unit i at household 

level j, and 𝑥1𝑗…𝑥𝑘𝑗 denote the independent variables at individual level i and household level j. 

𝑢𝑗  is the random effect on the household level j [350].  

For the sex-specific models calculated in Study I, the (binary) logistic regression (as shown in form 

[1]) was applied. 

6.2.2 Study II: Generalised Estimating Equations (GEE) 

Study II was based on longitudinal data with repeated observations of the respondents. GEE 

account for the resulting within-subject correlation of responses and allow the estimation of 

unbiased and efficient parameters [352, 353]. GEE modelling is based on the generalised linear 

model (GLM) approach, formalised as  

(3) 𝑌̂ =  𝛽0 + 𝛽1𝑥1 + ⋯ + 𝛽𝑘𝑥𝑘,  
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where 𝑌̂ denotes the predicted values of Y, 𝛽0 denotes the intercept, and 𝛽1…𝛽𝑘 denote the logit 

coefficients for the k predictors x (adapted from [354]). However, GEE are better suited to adjust 

for the correlation of individual observations by assuming correlation structures [355]. Since within 

GEE models, the expected values of the outcome are not estimated but the result of an applied 

transformation, a link function must be defined [353, 355]. GEE models are population-averaged 

(PA) (i.e. they determine the average expected value of the population). The expected value 

𝐸(𝑦𝑖𝑡| 𝑥𝑖𝑡) is formally defined as (adapted from [352, 355–357]): 

(4) 𝐸(𝑦𝑖𝑡| 𝑥𝑖𝑡) = 𝛽0
𝑃𝐴  + 𝛽1

𝑃𝐴𝑥𝑖𝑡 , 

where 𝑦𝑖𝑡 is the outcome variable for unit i at time t, 𝛽0
𝑃𝐴 denotes the (PA) slope, and 𝛽1

𝑃𝐴 denotes 

the (PA) coefficients for the predictor variables x.  

A link function g for the link between dependent and independent variable is then applied to (4): 

(5) 𝐸(𝑦𝑖𝑡| 𝑥𝑖𝑡) = 𝑔(𝛽𝑃𝐴𝑥𝑖𝑡) , 

where 𝛽𝑃𝐴  denotes the vector of parameters, and 𝑥𝑖𝑡  denotes the vector of covariates. GEE 

models thus estimate averaged expected values, and 𝛽𝑃𝐴 reflects the average effect of covariates 

[352, 353, 356, 357]. 

The GEE models in Study II were applied specifying an independent within-person residual 

covariance matrix which proved to be the best covariance structure (based on the qic routine in 

Stata [358]) and with the identity link function for normally distributed outcomes. 

6.2.3 Study III: Probit Regressions, Average Marginal Effects, Propensity Score Matching, and 

Average Treatment Effect 

In Study III, probit regressions were applied to separately estimate average marginal effects (AMEs) 

for the two countries included, and, on the whole, sample propensity score matching (PSM) was 

applied to estimate the average treatment effect (ATE). 

Probit regressions are nonlinear binary response models to predict the probability that an 

observation—considering the set of explaining variables—falls into the outcome category of 

interest. They have the formula (adapted from [359]):  
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(6) 𝑃(𝑌 = 1|𝑋) =  𝜙 (𝛴𝛽𝑘 𝑋𝑘) ,  

where Y denotes the outcome variable, ϕ denotes the cumulative distribution function of the 

standard normal distribution, and β denotes the parameters for the vector of X of k independent 

variables [359]. In Study III, the outcome of interest (𝑌 = 1) was (very) good self-rated health 

(vgSRH). 

The probit regression models were used to estimate AMEs, which represent the average change in 

probability that respondents reported vgSRH when an explanatory variable (x) changes by one unit 

whilst the other covariates are fixed. Positive coefficients indicate that the corresponding group 

reported vgSRH more often than the reference group (and vice versa). AMEs are comparable 

across different models [351].  

PSM is usually applied to compare a group of treated individuals with a group of untreated 

individuals and refers to a matching of individuals of the treatment group with units of the 

untreated group who are as similar as possible with regard to the matching parameters. This 

approach enables estimation of the sole causal treatment effects. [360–362] In Study III, treated 

individuals were defined as those living in Austria (i.e. those with an unrestricted access to 

healthcare). PSM was used to adjust for compositional differences between ‘treated’ refugees in 

Austria and ‘untreated’ refugees in Germany in terms of sex, nationality, age, partnership status, 

and education. The efficacy of the treatment was estimated via the ATE, which has the form 

(adapted from [363]): 

(7) 𝐴𝑇𝐸 =  ∑ (𝑌1 − 𝑌0)𝑁
𝑖 , 

where 𝑌1is the observed outcome of treated individuals, and 𝑌0 is the counterfactual outcome of 

untreated individuals, estimated for the individuals i, …, N [363]. A 5:1 nearest neighbour 

propensity score matching with a caliper width of 0.3 was specified, which proved to be the best 

specification [364, 365].  
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 Table 4: Methods and analytical strategies in the studies 

Methods Outcome/ 
Health Indicator 

Main Independent 
Variable(s) 

Immigrant  

Group(s) 

Covariates Strategies of Analysis 

Study I: The Contextual and Household Contribution to Individual Health Status in Germany: What Is the Role of Gender and Migration Background? 

 Logistic 
Regression 
Models 

Multilevel 
Regression 
Models 
 

General long-
standing illness for 
at least four weeks 

Based on: ‘Have 
you been ill or had 
an accidental 
injury within the 
last four weeks 
(before the 
interview)?’ 

Generation 
composition within 
the household 
(number of 
generations, number 
of children); presence 
of the partner in the 
household (yes/no) 

Native-born 
Germans, EGI, 
Turkish immigrants, 
other immigrants 

Based on own and 
parental migration 
background and 
ethnic background 

Household level: Net equivalent 
income; migration background of 
the household; place of residence 

Individual level: sex; age; family 
status; education; occupational 
status; body mass index; smoking 
habits; year of interview 

Univariate methods: descriptive statistics for the whole 
sample and stratified by sex 

Multivariate methods:  

block-wise logistic regression models with interaction 
effects main independent variables*migration 

background  differences by gender and migration 
background 

block-wise two-level regression models (individual level 

and household level)  general differences by migration 
background and main independent variables 

Study II: The effect of informal caregiving on physical health among non-migrants and Ethnic German Immigrants in Germany: a cohort analysis based on the 
GSOEP 2000–2018 

GEE  Physical health 
changes between 
baseline (BL) and 
follow-up 

Based on: physical 
component 
summary (PCS) 

Informal caregiving 
status (no/currently/ 

former); caregivers 
identified if 
providing care ≥2 
hours per day, 
and/or living with a 
person in need of 
care 

Non-migrant 
Germans, EGI 

Based on: own and 
parental migration 
background and 
immigrant category 

Household level:  

time-variant: household 
composition; household income at 
BL*income change 

Individual level: 

time-constant (at BL): age; sex; 
family status; PCS; education 

time-variant: mental health; 
employment status at BL*change 
in working hours since BL; 
distance BL to follow-up 

 

Univariate methods: descriptive statistics for the whole 
sample and by immigrant group; physical health at BL 
and physical health changes for the whole sample and by 
caregiving status and immigrant group 

Bivariate methods: chi²-test and t-test  differences by 
migration background 

Multivariate methods: 

block-wise GEEs with interaction effects caregiving 

status*migration background  differences by migration 
background  

Study III: Health determinants among refugees in Austria and Germany: A propensity-matched comparative study for Syrian, Afghan, and Iraqi refugees 

Probit 
Regression 
Models 

SRH 

Based on ‘How 
would you 
describe your 
health?’, ‘In 
general, would 
you say your 
health is…?’ 

Country of 
destination 
(Germany/Austria) 

Refugees from Syria, 
Afghanistan, and Iraq 

Based on country of 
origin 

Individual level: sex; age; 
partnership status; education; 
length of stay; length of the 
asylum process 

Univariate methods: share of refugees with vgSRH in 
Germany and Austria 

Multivariate methods: 

country-specific block-wise probit regression models 

(AME)  general effects and differences by country 

Estimation of ATE applying PSM  causal effects due 
to comparable groups 
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7. Summary of the Studies 

This chapter provides an overview of the background and the results of the three central studies 

of this dissertation (see section 11 for the original publications). 

7.1 Study I: The Contextual and Household Contribution to Individual Health Status 

in Germany: What Is the Role of Gender and Migration Background? 

7.1.1 Background and Hypotheses 

Considering the household production of health and the new household economics approach, 

households represent crucial determinants of health production because, within the framework of 

available resources and competing outcomes, they strive to maximise health outcomes of their 

members [366]. In this context, households are the locus of health production as they are 

characterised by strong and long-lasting emotional ties, provide resources, shape social integration, 

and include daily tasks and demands. Consequently, household characteristics determine mortality 

and morbidity risks [366–369]. Being married, living in a partnership, and parenting (for middle-

aged people, usually concordant with ‘living together with children’) were found to be associated 

with better health outcomes [370, 371]. On the contrary, living alone was linked to lower levels of 

health [372]. For other living arrangements (e.g. three-generation households), there were less clear 

results, particularly because more complex structures are accompanied by a complex interplay of 

determinants at the household level and other levels. However, there is a tendency towards lower 

levels of health within less common living arrangements [373–376].  

Against the background of the change in family structures and household structures in Germany 

over the past decades, these findings are particularly relevant. The average household size decreased 

from 2.27 in 2001 to 1.99 in 2019 [53], the number of couples living together with children lowered 

by 22% between 1995 and 2015, and at the same time the number of households with three and 

more generations decreased by 40% [377]. However, the composition of households differs 

according to migration background. On average, immigrants live in larger households and more 

frequently live in nuclear family households or multigeneration households [55]. Thus, both the 
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formation of households and the ways in which and extent to which household characteristics 

affect health are culturally shaped. Deduced from this, four hypotheses have been tested: 

Hypothesis 1.1—Family segregation hypothesis: Living in one-generation households (i.e. living alone or 

living without children and/or [grand]parents[-in-law]) is accompanied by lower levels of family 

ties and social, economic, and cultural resources and thus increases health risks [378–380]. Due to 

more traditional family and household norms amongst the population of immigrants [381, 382], it 

was further hypothesised that the disadvantages of non-familial household structures are more 

pronounced amongst immigrants.  

Hypothesis 1.2—Partner hypothesis: Due to the positive health selection into marriage [383] and the 

protective effect of a partnership on health [384], a positive effect of a partner in the same 

household on health outcomes was hypothesised. Considering the higher value of marriage 

amongst immigrants [385, 386], the absence of a partner was hypothesised to be more 

disadvantageous for immigrants than for Germans without a migration background.  

Hypothesis 1.3—Gender hypothesis: Considering gendered household and family demands [369, 387], 

it was assumed that the effect of the household is strongly gendered, where women are more 

affected by household characteristics. Cultural differences amongst persons with a migration 

background contribute to more pronounced household-related gender differences amongst 

immigrants [388]. 

Hypothesis 1.4—Social mediator hypothesis: Referring to structural differences with regard to 

socioeconomic and social resources between immigrants and non-migrants, the mediating effect 

of these characteristics was examined. The underlying hypothesis was that different initial social 

and socioeconomic settings explain health differences by migration background, household 

composition, and gender.  

7.1.2 Population under Study 

The analyses were restricted to individuals between the ages of 30 and 64 living in private 

households. The age selection enables an analysis of a homogenous sample in terms of life situation 

and refers to the ages in which (own) children usually already/still live at home. The analyses are 
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based on 382,111 individuals (323,577 were native-born Germans14; 10,043 Turkish immigrants; 

13,147 Aussiedler15; and 35,346 ‘other’ immigrants). Due to the heterogeneity of the ‘other’ group, 

their results are not discussed. 

7.1.3 Summary of the Results 

The (gendered) logistic regression models revealed an association of long-standing illness and 

generation composition within the household regarding the presence of the partner. Lower levels 

of illness were found for individuals in two-generation households (2G-HH) with children 

compared to one-generation households (1G-HH) and for those living with a partner. Both the 

generation effect and the partner effect differences were more pronounced amongst women. 

Moreover, female Aussiedler had lower risks of illness than native German women. There were no 

significant ethnic differences in the subsample of males. 

The interaction effects revealed that many of the effects apply equally to all subgroups, but there 

were a few exceptions (see Figure 5 and Figure 6).  

                                                 
14 Equatable to NMG as they are referred to in the previous and further course. 
15 Equatable to EGI as they are referred to in the previous and further course. 
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Figure 5: Household effect according to migration background: odds and 95% confidence intervals of long-

standing illness for men and women 

Note: Reference are native-born Germans in 1G-HH (OR=1); logarithmic scale; adjusted for all covariates; the red 
frame indicates significant differences (i.e. the 95% confidence intervals, in comparison of the immigrant groups with 
the same generation composition, do not overlap); 3+G-HH: three- or more generation households. 
Source: German Microcensus 2005/2009, n=188,108 (men), n=194,005 (women); ***p<0.001, **p<0.01, *p<0.05 

Compared to native German women, the risk of illness was 21 percentage points (PP) lower 

amongst female Aussiedler living in 1G-HH (p=0.043). The risk of Turkish men in 2G-HH with 

three or more children significantly exceeded that of their German counterparts by 48 PP (Figure 

5). Female Aussiedler living with a partner had a lower risk by 23 PP than native German 

counterparts (p=0.019; Figure 6). 
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Figure 6: Partner effect according to migration background: odds and 95% confidence intervals of long-
standing illness for men and women 

Note: Reference are native-born Germans with partner (OR=1); logarithmic scale; adjusted for all covariates; the red 
frame indicates significant differences (i.e. the 95% confidence intervals, in comparison of the immigrant groups with 
the same partner status, do not overlap). 
Source: German Microcensus 2005/2009, n=188,108 (men), n=194,005 (women); ***p<0.001, **p<0.01, *p<0.05 

Finally, the multilevel logistic regression models identified that the risk of illness was 45 PP lower 

amongst individuals in 2G-HH with three or more children (p<0.001), 25 PP lower amongst those 

2G-HH with one or two children (p<0.001), and 23 PP lower amongst those in 3+G-HH (p= 

0.004; each compared to 1G-HH). These differences were robust and persisted adjusting for other 

social, economic, and lifestyle characterising and for contextual covariates. The lack of a partner 

was associated with an increased risk of illness by 44 PP (p<0.001) and was only partly explained 

by socioeconomic, household, and contextual characteristics. These characteristics also had a 

decisive impact on the health differences according to migration background. After adjustment, 

only the risk of Aussiedler fell below that of native Germans by 17 PP (p=0.028). 

7.1.4 Discussion 

This study showed that household characteristics contribute to health differences, which is in line 

with the theoretic framework and previous studies [371, 372]. The effects were partly gendered. In 

terms of health, it is beneficial to live in 2G-HH, to live together with children, or to live with a 

partner. These patterns largely apply regardless of the migration background. Thus, the household 

composition represents a general social determinant of health. However, amongst the examined 

Turkish immigrants and Aussiedler, there were a few groups which reacted differently to the 

1.20

0.93

1.58**

1.18

1.31***

1.00

0.1 1 10

Partner - no

Partner - yes

Men

Native
Germans

Turkish

Aussiedler

1.01

0.77*

1.52**

0.96

1.43***

1.00

0.1 1 10

Women

Native
Germans

Turkish

Aussiedler

Partner - yes

Partner - no



Summary of the Studies  

58 
 

household composition: living in a 2G-HH with many children was more detrimental for health 

amongst Turkish men, and the health of female Aussiedler was less dependent on adverse 

household effects (of living in an 1G-HH or living without a partner). The latter is particularly 

interesting considering the fact that female Aussiedler, adjusting for structural differences, already 

had better health outcomes. The extent of other, nonfamilial coping strategies might be highlighted 

to explain this association. Taking into account the cross-sectional study design, (ethnically 

differentiated) selection processes into (non-)family living arrangements, parenthood, and atypical 

household forms must also be discussed.  

7.2 Study II: The effect of informal caregiving on physical health among non-migrants 

and Ethnic German Immigrants in Germany: a cohort analysis based on the 

GSOEP 2000–2018 

7.2.1 Background and Hypotheses 

Informal care is one of the essential pillars in the caregiving of those sick and elderly, and it is 

becoming increasingly important within ageing populations [389, 390]. A large proportion of 

people in need of care in Germany are already cared for (informally) at home [391]. A second 

structural change affects the increasing proportion of people with a migration background in 

Germany [392], who gradually also reach care-relevant ages and might be more likely to be ill due 

to their migration history (see sections 4 and 5.3). These developments contribute to a significant 

increase in the need for care in Germany [393, 394]. Since providing care is detrimental to the 

caregiver’s health [395–399], this poses a major challenge for health systems [398, 399]. Considering 

stress and coping models [400] and earlier findings [401–403], it must be assumed that caregiving 

immigrants are even more affected by care-related physical health disadvantages due to an 

accumulation of disadvantageous characteristics. Analysing the population of EGI in Germany, 

who are the largest and oldest immigrant group but, due to legal regulation and their cultural 

ancestry, are similar to the autochthonous population [59] (see section 2.3), the association and 

interrelation of informal caregiving, migration background, and physical health were investigated. 

The following hypotheses were analysed. 
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Hypothesis 2.1—Strains and coping hypothesis: Due to lower levels of coping resources, higher strains 

to provide informal care within families, and lower rates of utilisation of external services amongst 

immigrants [403–405], it was hypothesised that providing informal care is more detrimental to 

health amongst immigrants than amongst non-migrants.  

Hypothesis 2.2—Accumulation hypothesis: The inference and accumulation of health-, care-, and 

migration-related disadvantages contribute to worse physical health amongst caregiving immigrants 

in the long term. 

7.2.2 Population under Study 

The analyses were restricted to non-caregiving NMG and EGI in Germany at baseline (BL) and at 

least one year prior to BL and with at least one subsequent follow-up health measurement with or 

without caregiving. Thus, prevalent caregivers were excluded to enable a precise analysis of the 

transition into caregiving, the duration of caregiving, and the caregiving history on health changes. 

The number of observed health changes per subject ranged from one to eight. The analyses were 

based on 102,066 observations of 26,354 individuals. Of these, 5,254 (5.1%) observations refer to 

1,720 (6.5%) EGI. 

7.2.3 Summary of the Results 

The descriptive analysis indicated negative health selection into caregiving (i.e. individuals with 

lower levels of health at BL turned into caregivers [PCS: non-caregivers: 51.43, caregivers: 48.66]). 

This adverse selection was more pronounced amongst EGI (non-caregivers: 50.36, caregivers: 

46.53–46.64). The physical health declines of caregivers (-2.63) exceeded those of non-caregivers 

(-1.96), but the physical health declines of EGI (-1.65) were smaller than of NMG (-2.03). The 

greatest health deterioration was found amongst former caregiving EGI (-3.89). 

The estimated GEE models largely repeated these results. Even when adjusting for individual, 

household, and socioeconomic characteristics, the physical health disadvantages of EGI (b=-0.32, 

p=0.005) and of caregivers (former caregivers: b=-0.32, p=0.007; current caregivers: b=-0.44, 

p=0.003) exceeded those of the counterparts. Both household characteristics and socioeconomic 

characteristics partly explained the health differences according to migration background and 
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caregiving. The interacting effect of migration background and caregiving status (Figure 7) 

illustrated a significantly increased health disadvantage of currently caregiving EGI (b=-1.28, 

p=0.040). 

 

Figure 7: Interaction effect caregiving*migration background for EGI 

Note: Reference are NMG (i.e. coefficients represent additional differences compared to NMG counterparts); adjusted 
for all covariates; the red frame indicates significant differences (i.e. the 95% confidence intervals, in comparison to 
NMG, do not overlap). 
Source: GSOEP 2000–2018; N=102,066, n=26,354 

7.2.4 Discussion 

The findings of this paper indicate the negative impact of caregiving on the caregiver’s physical 

health, which is in line with earlier results [397]. These effects worked both with the transition into 

caregiving and beyond. The patterns of caregiving and the extent of care-related health 

disadvantages differed depending on the migration background. Neither characteristics related to 

the care situation or individual characteristics nor socioeconomic changes associated with transition 

into caregiving explained these differences. Against this background, it might be discussed to what 

extent migration background was the direct and indirect cause of this. Stress and coping models 

[400] and the SDH approach (see section 4) suggest a sequence of poor initial health amongst 

immigrants (due to the migration experience), economic and social disadvantages (due to lower 

levels of health), lower levels of coping resources (due to lower economic and social embedding), 

and negative selection into disadvantageous circumstances followed by increased response to 

disadvantageous influences. Considering that these care-related health disadvantages were found 

for EGI, who are culturally close to the non-migrant population in Germany and 

socioeconomically better integrated than other immigrant groups, illustrates the direct effect of the 

migration background. It might be assumed that the negative effect of providing care on physical 
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health is even more pronounced amongst other immigrant groups. Consequently, the increasing 

proportion of informal care must be observed critically, and special attention should be paid to the 

health of immigrant caregivers. 

7.3 Study III: Health determinants among refugees in Austria and Germany: A 

propensity-matched comparative study for Syrian, Afghan, and Iraqi refugees 

7.3.1 Background and Hypotheses 

Germany and Austria have been the destinations of large refugee immigration in recent years. 

Within the last 10 years (2010–2020), 285,000 refugees applied for asylum in Austria [406] and 

2,200,000 in Germany [62]. In both countries, refugee migration reached its peak in 2015 and 2016, 

and large shares of these asylum seekers came from Afghanistan, Syria, and Iraq [62, 406]. Thus 

far, a number of studies had examined the mental health situation of refugees in Germany. Renner 

et al. (2020) have identified mental disorders of Syrian refugees, Kaltenbach et al. (2017) have 

qualified the mental health problems of the large refugee cohorts 2015/2016, and Nesterko et al. 

(2020) have determined high mental healthcare needs of refugees in Leipzig [22, 326, 407]. 

However, only little was and is known about the general health of refugees and key determinants 

of refugee health in Germany and other Central European countries [14]. 

Considering that health is affected by superior conditions, such as policies towards immigrants (see 

section 4), health differences of refugees across countries appear to be likely, where barriers to 

health services are cited as an essentially explanatory factor [326, 334, 408]. However, there is a 

research gap regarding other dimensions of health or overall health and large quantitative studies.  

Therefore, in Study III, the general health status of recent refugee cohorts was analysed in more 

detail. The comparative perspective with Austria, which in terms of refugee immigration, economic 

situation, health profile, and social circumstances is largely similar to Germany but pursues a 

different, more liberal, and less restrictive health policy for refugees, enables an analysis of general 

health determinants amongst refugees as well as the influence of access barriers. For Study III, two 

hypotheses were examined: 
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Hypothesis 3.1—Policy hypothesis: We hypothesised that refugees in Germany have health 

disadvantages compared to refugees in Austria due to access barriers to healthcare utilisation in the 

former. 

Hypothesis 3.2—Transferability of determinants hypothesis: Derived from established health models, it was 

hypothesised to find a transferability of traditional social determinants of health to the group of 

refugees and similar social determinants of health amongst refugees across the two countries. 

7.3.2 Population under Study 

The analyses were restricted to Afghan, Syrian, and Iraqi refugees in Germany and Austria who 

immigrated between 2013 and 2016. The sample comprised 2,854 refugees in Germany and 374 

refugees in Austria. The matched sample (applying PSM) consisted of 506 refugees in Germany 

and 374 refugees in Austria.  

7.3.3 Summary of the Results 

Refugees in Germany (share: 72%; 95% CI: 70%; 73%) were less likely to report vgSRH than those 

in Austria (89%; 95% CI: 85%; 92%; p<0.001). The share of individuals who reported vgSRH was, 

compared to the country-specific average, low amongst females in Germany (65%), Afghans in 

Germany (66%) and Austria (75%), refugees aged 45–59 in Germany (48%) and Austria (67%), 

widowed or divorced refugees in Germany (44%), refugees with low levels of education in 

Germany (66%), and refugees who were waiting for their decision in the asylum process in 

Germany (66%). The findings largely persisted in the multivariate analyses, with few exceptions: 

only applying probit regressions, gradually with increasing age, was it less likely that individuals 

reported vgSRH (age group 18–24 [ref.]: b=0, up to age group 45–59 [oldest group]: b=-0.34). 

Refugees still in the asylum process in Germany did not have any significant health disadvantages, 

but those with a duration of the asylum process of 15 or more months were significantly more 

likely to report vgSRH (b= 0.04; Figure 8). 

Finally, PSM was applied for a comparative analysis to adjust for structural differences between the 

refugee samples in Germany and Austria and to estimate less biased country differences in terms 
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of health. The estimated ATE was 0.12, indicating that the average probability to report vgSRH 

was 12% higher for refugees in Austria than in Germany (Table 5). 

Table 5: Specifications and outcome (ATE) of PSM 

Criterion Value 

Matching variables Sex, nation, age group, partnership status, education 
Maximum number of nearest neighbours 5 
Caliper width 0.3 
Number of matched individuals in Germany 506 

Number of matched individuals in Austria 374 
Mean bias 3.3 
LR chi² 346.95 (p<0.001) before matching; 5.40 (p=0.979) after 

matching 

Rosenbaum’s bounds Γ 2.7 (p=0.031) – 2.8 (p=0.052) 

Average Treatment Effect (95% CI) 0.12 (0.04; 0.20) 

Source: IAB-BAMF-SOEP 2016/ReHIS. 
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Figure 8: Results of probit regression: average marginal effects (and 95% CI) for vgSRH by country 

Note: Average marginal effects based on probit regressions, adjusted for all covariates (with separate models for length 
of asylum process and length of stay); asterisks denote significant within-country differences compared to the reference 
group (Ref; p<0.05). 
Source: IAB-BAMF-SOEP 2016/ReHIS; n= 2,854 (Germany), n=374 (Austria). 

7.3.4 Discussion 

The results of this study elucidated considerable variance in terms of health of refugees in Germany 

and Austria. These were only to a small extent explained by traditional health determinants such as 

structural differences between the refugee populations in Germany in Austria. From this, four 

conclusions can be drawn. Firstly, established (predisposing) determinants of health, as derived 

from non-migrant populations and other immigrant groups, also apply to the subgroup of refugees, 
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which is in line with earlier findings [409, 410]. In particular, age and sex were relevant for health 

differences, but, additionally, social determinants (e.g. the level of education and the partnership 

situation) partly affect health. Secondly, refugee-specific characteristics, exemplified by the length 

of stay and the length of the asylum process, were only of minor importance. This discrepancy with 

earlies studies [411, 412] might be explained by period effects and/or country-specific effects. 

Moreover, amongst refugees, further and more important pre-migration and post-migration 

stressors have already been identified [240, 410]. However, due to missing (comparative) 

information within the IAB-BAMF-SOEP 2016 and the ReHIS, these could not be adapted in this 

study. Thirdly, refugees in Germany reported lower levels of health than counterparts in Austria, 

which indicated that there are also health differences within supposedly homogenous immigrant 

groups (in terms of migration period, countries of origin, and host countries). Derived from this, 

this highlights, fourthly, that the conditions in the host country were an additional determinant of 

health. The importance of access to healthcare for refugees, as shown in previous contributions 

[21, 334], was the focus of this study. The finding that refugees in Germany, which offers restricted 

access to refugees, reported worse health supported this assumption. However, unobserved and 

subjacent mechanisms might be considered. These might act at the political, societal, or individual 

level (e.g. in terms of integration measures, discrimination against minorities, predisposing 

characteristics, or selection into one of the host countries). 
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8. Summary of the Main Results and Reflection on the Hypotheses 

8.1 Summary of the Main Results 

o In the middle-age groups (30 to 65 years), EGI had lower risks of long-standing illness than 

NMG. This difference was mainly driven by health advantages of EGI women. Turkish 

immigrants and NMG did not differ from each other. 

o The household composition was an important determinant of health for NMG and immigrants. 

Differences were found 1) in terms of lower risks of long-standing illness amongst female EGI 

in 1G-HH and those living without a partner, indicating a lower dependency on partnership and 

parenthood amongst female EGI, and 2) in terms of increased risks amongst Turkish men in 

2G-HH with three or more children, which might indicate economic and care strains.  

o Social determinants only partly explained health differences amongst NMG, EGI, and Turkish 

immigrants regarding the migration-household-health nexus. 

 Adult prevalent non-caregiving EGI (i.e. non-caregiving at and at least one year prior to the first 

observation) had greater physical health deterioration over time than NMG counterparts.  

 Caregiving was associated with health deterioration. The trajectory into (informal) caregiving 

was more negatively health selected amongst EGI compared to NMG. Health deterioration of 

currently caregiving EGI significantly exceeded that of NMG counterparts. 

 Social determinants explained only a small proportion of the health differences between EGI 

and NMG, particularly between the (non-)caregiving groups. However, they partly suppressed 

and mediated the interaction of caregiving status and migration background. Socioeconomic 

characteristics made a larger contribution than family and household characteristics. 

o Refugees in Austria reported better SRH than counterparts in Germany. In both countries of 

destination, refugees from Syria had better health than those from Iraq and Afghanistan. 

o Health policies towards (refugee) immigrants apparently contributed to health inequalities. 

(Temporary) Access barriers, such as those which exist in Germany, were associated with health 

disadvantages. 
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o Social determinants characterised health outcomes of refugees. Besides an adverse age gradient, 

health differences depending on sex and education were found. However, these characteristics 

did not explain the country differences. The significant differences by country of origin 

highlighted the additional and independent effect of predisposing characteristics on refugee 

health.  

8.2 Reflection on the Hypotheses 

To approach the conclusions, the hypotheses are first reflected on and briefly discussed. 

Hypothesis 1.1—Family segregation hypothesis: Living in one-generation households is accompanied by 

lower levels of family ties and social, economic, and cultural resources and thus increases health 

risks. The disadvantages of nonfamilial household structures are more pronounced amongst 

immigrants. 

This hypothesis can be confirmed. In line with previous studies, living in 1G-HH was associated 

with significantly increased risks of poor health [378, 380]. Amongst those living alone, the risk of 

long-standing illness was increased by 25 PP compared to individuals in 2G-HH with one or two 

children, by 45 PP compared to those in 2G-HH with three or more children, and by 23 PP 

compared to those in 3+G-HH (each p<0.005). People in 1G-HH and those in 2G-HH with 

(grand-)parents did not differ in terms of health. These findings illustrate the relevance of social 

support and familial connectedness on health [413, 414] but might also reflect positive health 

selection into parenthood and the positive impact parenthood has on health-related behaviours 

[413]. However, these effects largely applied similarly to NMG, EGI, and Turkish immigrants, and 

the second part of the hypothesis must be mostly rejected. Only Turkish men in 2G-HH with three 

or more children had significantly increased health risks compared to NMG counterparts, and 

female EGI in 1G-HH were found to have significantly lower risks of long-standing illness than 

NMG counterparts.  

These unexpected findings might be explained by the duration of stay in Germany of the examined 

immigrants. More than 90% of the analysed Turkish immigrants and more than 85% of the EGI 

have been in Germany for more than 10 years, and more than 70% Turkish immigrants and 25% 
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EGI more than 30 years. Other studies have highlighted that living arrangements of immigrants 

are usually less traditional shortly after immigration but characterised by necessities and possibilities 

(e.g. living together with fellow migrant relatives instead of the nuclear family or living alone) [415]. 

Derived from the stress theories and the disruption hypothesis, a short-term disruption and 

reduction of family cohesion followed by a stabilisation of living arrangements appears to be 

plausible. Cultural adaptation might contribute to the weakening of traditional family norms 

amongst immigrants over time, and thus deviations have less of an adverse effect. Finally, the health 

domain must be considered; earlier results have suggested that living in non-family households 

increases the risk of depression in immigrants but not their general health status [416]. 

Hypothesis 1.2—Partner hypothesis: Living with a partner in the same household positively affects 

health outcomes. The absence of a partner is more disadvantageous for immigrants than for 

Germans without a migration background. 

This hypothesis cannot be confirmed completely. Whilst there was evidence for both sexes of 

health differences caused by the absence of a partner, the interaction effects according to migration 

background and partnership status did not indicate increased health risks amongst immigrants who 

lived without a partner in the same household. The opposite was found for female Aussiedler, who 

had significantly better health outcomes when living with a partner. Further interaction effects were 

not found. Thus, the partner effect applies largely independently of the migration history. This 

might indicate that amongst the immigrants who have already lived in Germany for a long time, 

social support is not only provided by partners. Moreover, amongst immigrants, living in a 

partnership might also be linked to integration barriers. Whilst exogamous marriages and 

intergroup relationships might favour social and cultural integration, endogamous partnerships, 

which are most common amongst immigrants and very pronounced amongst Turkish immigrants 

[417, 418], might reduce the extent of adaptation [419, 420]. Thus, living without a partner might 

be associated with a need for and openness to (interethnic) networks, which positively affect health 

outcomes [421].  

A current study has also indicated that cohabitation is almost irrelevant in first-generation 

immigrants but becomes more likely in second-generation (Turkish) immigrants [422]. Thus, living 
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alone might be subject to a stigma but be chosen very deliberately in first-generation immigrants 

and gain acceptance in the second generation. When interpreting these results, however, it must be 

taken into account that the lack of a partner in the household itself (also amongst NMG) is 

associated with higher risks of long-standing illness, but these are not even higher amongst 

immigrants (with the reversed exception of EGI women). Furthermore, the lack of a partner 

particularly affects psychological health amongst immigrants [423], which cannot be reflected by 

analysing long-standing illness.  

Hypothesis 1.3—Gender hypothesis: The impact of household characteristics on health outcomes is 

strongly gendered, where women are more affected by household characteristics. Household-

related gender differences are more pronounced amongst persons with a migration background. 

Referring to the gender-specific logistic regression models, a gender-gradient of the effect of 

household characteristics was determined. Amongst women, health differences due to differences 

in terms of the household composition, the partnership status, and the family status were more 

pronounced than amongst men. However, again, differences related to the migration background 

were not determined. Whilst the results suggest that the effects were very similar in women 

regardless of the migration background, the effects in men were more (but largely not significantly) 

divergent. These results might be driven by selection processes during migration, as part of which 

healthier, more liberal, less religious, and more modern individuals decide to migrate. The 

increasing integration associated with increasing length of stay and the acculturation of values of 

second-generation migrants contributes to a reduction of gender inequalities depending on the 

migration background [424–427].  

Hypothesis 1.4—Social mediator hypothesis: Different initial social and socioeconomic settings explain 

health differences by migration background, household composition, and gender.  

The reflection on this hypothesis must be divided into two parts. On the one hand, health 

differences according to differences in household composition were very robust and persisted even 

adjusting for social- and socioeconomic variations. On the other hand, socioeconomic and social 

differences strongly affected the health gradient amongst NMG, EGI, and Turkish immigrants. 

Adjusting for structural differences, the initially severe health disadvantage of Turkish immigrants 
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over NMG could no longer be proven, whereby in particular the education and occupation 

differences moderated the association. The latter also applied when considering EGI, but a 

suppression (amongst the whole group of EGI and the subgroup of EGI women) was shown to 

the effect that significant health advantages of EGI over NMG were proven, once additionally 

adjusting for lifestyle differences and contextual characteristics. The health disadvantages found 

for individuals in pure migrant households (in respect to the health equality of pure non-migrant 

households and mixed households) illustrate the compensating effect of brokering interethnic 

social bridges for the integration and health of immigrants [428, 429]. This association was 

particularly pronounced amongst women. Gender-related health differences were only determined 

adjusting for socioeconomic differences; women had significantly lower risks of long-standing 

illness. Both amongst women and amongst men, socioeconomic characteristics were significantly 

associated with health differences, but these did not explain the association of household 

composition and long-standing illness amongst men and women. Health disadvantages of those 

living in 1G-HH over other household compositions (with the exception of women in 2G-HH 

with [grand-]parents and men in 2G-HH with [grand-]parents or 3+G-HH) persisted even 

adjusting for social and socioeconomic characteristics.  

Hypothesis 2.1—Strains and coping hypothesis: Providing informal care negatively affects health 

outcomes and is more detrimental to health amongst immigrants than amongst non-migrants. 

This study confirmed the findings of earlier studies [397, 430] and proved the negative impact 

caregiving has on physical health outcomes. Compared to non-caregivers, both individuals who 

were caregivers in the past and individuals who were caregivers at the time of observation had 

greater deterioration in terms of physical health over time. Social characteristics (i.e. family status 

and household composition) and socioeconomic characteristics (i.e. education, employment status, 

and household income and their changes over time) moderated and mediated this association. With 

regard to differences according to migration background, partly different patterns of the caregiving-

health association of NMG and EGI were proven. Firstly (without adjusting for further 

characteristics), greatest health deterioration was determined for currently caregiving EGI. The 

extent of differences compared to NMG reduced when adjusting for socio-demographic 

characteristics and health-related covariates but increased once adjusting for household 
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characteristics and socioeconomic determinants. Significant differences were only apparent in the 

full model, indicating a suppression effect with regard to the socioeconomic characteristics 

amongst EGI. EGI who provided care at the time of the interview had significantly higher physical 

health declines than EGI counterparts. Thus, migration background and caregiving act as two 

mutually interacting and reinforcing dimensions of health inequalities. For the group of former 

caregivers, no differences between NMG and EGI were found. Thus, the hypothesis cannot be 

fully confirmed. 

Hypothesis 2.2—Accumulation hypothesis: The interference and accumulation of health-, care-, and 

migration-related disadvantages contribute to health disadvantages amongst caregiving immigrants 

in the long term. 

The results indicated that this hypothesis cannot be confirmed. Caregiving EGI partly had 

disadvantages in terms of physical health. However, exceeding caregiving-related health 

deterioration was not proved in the long term amongst EGI but only at the time of active caregiving. 

Considering former caregivers, NMG and EGI did not significantly differ from each other. 

However, selection effects into caregiving must be considered: EGI were slightly less likely to turn 

into caregivers (6.9% amongst NMG, 6.0% amongst EGI), and, on average, EGI with lower levels 

of physical health turned to caregiving. Considering the lower potential for downward change in 

the time course, a scale attenuation effect in the form of a floor effect might have contributed to 

the insignificance.  

The additional caregiver disadvantages amongst currently caregiving EGI over NMG counterparts 

might have been caused by lower utilisation of external and within-family organisational, financial, 

and care-related support (analogous to healthcare services [306], [431]) and thus lower levels of 

coping resources. The accumulation of disadvantages seemed to have less of a long-term effect but 

more during a simultaneous occurrence. Thus, rethinking the life course approach (see section 4.4), 

no generally different pathways of caregiving EGI and NMG could be demonstrated. It must be 

taken into account that this study did not directly measure the care duration but the care status in 

a biographically perspective. However, sensitivity analyses indicated increased health deterioration 
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after long periods of care, especially many years after the turn to caregiving. Social determinants 

only partially explain these differences.  

Hypothesis 3.1—Policy hypothesis: Refugees in Germany have health disadvantages compared to 

refugees in Austria due to access barriers to healthcare utilisation in the former. 

The results confirmed the poorer health of Iraqi, Afghan, and Syrian refugees in Germany 

compared to counterparts in Austria. The crude share of refugees reporting vgSRH was lower by 

17 PP in Germany [72% (95%CI: 0.70; 0.73) vs. 89% (95%CI: 0.85; 0.92)]. It is noticeable that all 

subgroups in Germany had lower shares of vgSRH on average than counterparts in Austria. This 

gap remained in the PSM-matched sample. Applying PSM and adjusting for social, socio-

demographic, and additional migration-specific covariates, the difference decreased slightly but 

persisted significantly; the probability of vgSRH amongst refugees in Germany was 12 PP lower. 

Thus, basic social characteristics did not explain country differences. Although the underlying 

mechanism of access barriers in Germany appears plausible [21], it could not clearly be verified. 

Unobserved heterogeneity, period effects, unequal selection into the sample, and the use of 

different instruments for data collection might have biased the results. Moreover, differences at the 

societal and country levels (e.g. in terms of policies towards immigrants and refugee immigration) 

and different societal perceptions of refugee immigration might be noted as these are associated 

with additional burdens, strains, and stressors [432–434]. However, due to the presumably greater 

health selection amongst refugees in Germany due to the geographical distance [435], and because 

the survey in Germany took place sooner after immigration (considering the healthy migrant effect 

and the salmon bias, see section 5.1), the policy effect might even have been underestimated.  

Hypothesis 3.2—Transferability of determinants hypothesis: Traditional social determinants of health are 

transferable to the group of refugees and apply to both refugees in Germany and Austria. 

This hypothesis can be confirmed. Considering the unadjusted shares of vgSRH, both in Germany 

and Austria, the results indicated a sex gradient, an age gradient, differences by partnership status, 

and an education gradient. Men, younger refugees, and those with higher education levels were 

most likely to report vgSRH, and those who were widowed, divorced, or did not answer this 

question, especially respondents who were married but did not live together with their partner, 
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reported lowest shares of vgSRH. In a multivariable view, these findings largely only held up for 

refugees in Germany. There were very similar tendencies in Austria, which probably did not reach 

statistical significance due to the small sample size. In contrast, presumed migration-specific 

characteristics largely did not affect health outcomes and showed inconsistent results (e.g. lowest 

levels of vgSRH were apparent for refugees in Germany with a long length of stay and for 

counterparts in Austria with a short length of stay).  

These findings might also point to an interaction amongst country of destination, (health) policies, 

and pathways of integration. The differences amongst Afghan, Syrian, and Iraqi nationals 

additionally indicated a dependency on origin. Thus, above all, traditional health determinants were 

found to affect health differentials of refugees in the two countries of destination considered.  
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9. Discussion, Implications, and Conclusions 

The aim of this thesis was to obtain insights into the health of immigrants in Germany and to 

evaluate the impact of social determinants. Applying established theoretical concepts such as the 

SDH framework, several indicators of social inequality have been considered. In favour of distinct 

analyses recognising the internal heterogeneity within the immigrant population, the three largest 

immigrant groups in Germany were differentiated and partly compared to the non-migrant 

population. Below, the findings are discussed in respect to their implications, strengths, 

shortcomings, and additional research needs. 

9.1 Strengths, Scientific Value, Shortcomings, and Limitations 

9.1.1 Strengths and Scientific Value 

The breadth of studies on the health of immigrants in Germany has thus far been limited and has 

not been able to provide conclusive results (see section 5.3). Major weaknesses were the lack of  

 current findings based on current data  

 inclusion of the migration background (including the non-migrant population)  

 internal differentiation of the immigrant population  

 longitudinal analyses of health changes 

 broad analyses of underlying determinants taking into account theoretical models 

 general health analyses 

These deficits were addressed and partly remedied in the studies presented.  

Analysing current and suitable data, it was possible to gain important insights into the present 

situation of immigrants in Germany. High-quality data from official statistics and survey data have 

been analysed within their scope of possibilities. By using four different data sources, it was possible 

to analyse different health indicators as well as individual groups of immigrants. Established health 

indicators have been used which measure general health and are usually less biased by cultural or 

ethnic differences [436–439]. The health indicators rather reflected self-assessed health and health 

limitations (with the exception of Study I). These indicators appeared to be advantageous as 
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immigrants were reported to be less likely to consult physicians [330, 440], and thus objective health 

indicators (e.g. based on medical diagnoses) might underestimate the burden of disease amongst 

immigrants. Moreover, unlike mental health, physical health is strongly correlated with the risks of 

disability, care need, and mortality [441], which are important parameters for public health.  

Applying advanced statistical methods, it was possible to demonstrate health differences within the 

immigrant population and in terms of different health indicators and that deeper dimensions are 

linked to different health risks. A strength which should be emphasised is that all analyses integrated 

characteristics at and beyond the individual level. Particularly by considering interaction effects, it 

was possible to show health-promoting mechanisms in the context of migration in detail. It is 

noticeable that the majority of the mechanisms apply independently of the migration background, 

but additionally there are subtle differences depending on household characteristics, caregiving 

histories, and (political) living circumstances. Each study was, to the best of my knowledge, the 

first on its respective focus on immigrants in Germany. This exploratory character contributed to 

the rejection of some hypotheses but helped to obtain important findings for theory, consecutive 

research, and policy. 

A particular strength of Study I was the large database, which allowed the differentiation of three 

groups (NMG, EGI, and Turkish immigrants), gender stratification, and household-clustered 

multilevel regression models. The identification of immigrants was based on the broad definition 

of ‘persons with a migration background’ and covered first- and second-generation immigrants. 

Due to the consideration of two diverging groups of persons with a migration background, it could 

be proved that immigrant groups do not only differ structurally from one another but also with 

regard to their pathogenesis. The analyses focussed on representative samples of the respective 

population in Germany, and the choice of the health indicator of ‘long-standing illness’ allowed an 

examination of the general state of health and health-related limitations beyond subjective health 

assessment. The broad set of covariates included numerous determinants of health as derived from 

the theoretical approaches and increased the reliability of the results. 

Study II was one of the first to analyse the impact of informal caregiving on physical health for 

immigrants and NMG in Germany. Physical health was already found to depend directly and 
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indirectly on mental health [442], which studies on the effects of caregiving thus far usually 

considered, and is usually more subject to exposures and mental health problems in the medium 

and long terms. Especially in the longitudinal analysis of the comparably old populations of EGI 

and NMG, and considering the temporal pathways postulated in established theories, this health 

domain appeared to be under-researched and expedient.  

Moreover, the longitudinal perspective allowed the display of the care history and trajectories over 

time and enabled first conclusions about the individual and societal consequences of ageing 

immigrant populations. The GEE were suitable for addressing intra-individual time series 

problems (i.e. within-person clustered data due to repeated observations) and provided robust 

results (even in the case of misspecification). Analysing first- and second-generation EGI in 

comparative perspective to NMG and adjusting for crucial determinants of health inequalities 

enabled the identification of less biased and more specific migration effects on health outcomes.  

In Study III, the assumptions about the health disadvantages of refugee immigrants due to 

healthcare access barriers [21, 408] were applied to a cross-country comparison. We succeeded in 

taking the macro level, which was often neglected due to the lack of harmonised international data, 

into account in the analysis of health differences. For this purpose, the analyses were based on one 

of the current immigrant groups and the most current possible data. The selected methods made 

it possible to compare the populations and to quantify the country effect. As one of the first studies, 

we examined the group of newly arrived refugees, whereby, on the basis of nationality, three groups 

of origin could be differentiated. This consideration allows a detailed look at the group with 

supposedly similar flight and migration motivations and experiences, as well as immigration 

conditions, and illuminates that these characteristics precisely do not have an identical effect.  

In the sense of the theoretical positions and the model provided by Zimmerman et al. [13], the 

findings provide important insights into the (pre-migration) dimensions of health differences in 

immigrants. Although the set of covariates was small in favour of the country comparison, the 

findings illustrate subgroups with particularly increased health risks (e.g. women) within the 

vulnerable immigrant group of refugees. 
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9.1.2 Shortcomings and Limitations 

In addition to the strengths mentioned, several weaknesses emerged in the analysis. The limitations 

might explain partly contrary results and unexplained variations by migration background and with 

the main explanatory variables. 

Firstly, problems related to the consideration of the migration background appear in culturally 

shaped self-selection into (voluntary) survey participation and panel attrition, and thus there is a 

lack of representativeness [443–445]. Linguistic problems, a lack of a current sampling frame, and 

the culturally diverse perception of surveys contribute to a smaller and selected coverage of 

immigrants, particularly of refugees [446–448]. Moreover, self-selection applies depending on 

health status [443] and most of the central variables (e.g. disability/care need [444], household 

structure [446]). A mutual reinforcement of the self-selection mechanisms as well as higher rates 

of participation of healthy and young persons, particularly more integrated immigrants and those 

with better language abilities, might be assumed. This might be associated with an underestimation 

of the burden of disease amongst immigrants and group differences between immigrants. 

Additionally, health evaluation varies across cultures and depending on cultural distance [449–451]. 

Thus, the assessment of immigrants from more distant cultures (in this thesis, refugees and Turkish 

immigrants) may be too poor. Presumably, the covariates included in the analyses cannot fully 

adjust for a potential bias.  

Secondly, data restrictions include the availability of information and the inclusion of covariates. 

Considering the complex interplay of pathways into illness on the individual level, which are 

additionally altered and mediated by the migration background itself and further factors at the 

individual, meso, and macro levels, the choice and thoroughness of covariates might be noted. It 

was based on theory and empirical findings, but to avoid over-adjustment and multicollinearity, 

and due to limited information provided in the datasets, only a limited set was integrated in each 

study. Consequently, it was not possible to comprehensively map complex theoretical models such 

as the SDH model, to account for the complex characteristics associated with a migration 

background, and to apply further levels of stratification. One largely neglected level was the 

characteristics of and conditions in the context of origin, which appears important considering life 
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course approaches, and are essential criteria within the theories of social exclusion and 

intersectionality. Moreover, the selected health indicators must be discussed with regard to their 

limited informative value. The predominantly subjective health measures do not enable a 

demonstration of specific health needs amongst immigrants but only derive determinants of 

general health. 

Thirdly, whilst internal differentiation of the immigrant population has been applied with regard to 

origin and legal status, further criteria of differentiation (e.g. migrant generation, specific 

immigration period, length of stay) had largely to be neglected due to data restrictions.  

Fourthly, the cross-sectional design of Studies I and III did not enable the depiction of life courses 

or trajectories and is associated with limitations to determine causality (the latter is also true for 

Study II due to missing confounders). Additionally, the double truncation and censoring of the 

data is particularly problematic when analysing immigrants since certain vulnerable phases (e.g. 

shortly after immigration) are not recorded. Methods and adaptation strategies to deal with this 

data restriction were not applied.  

Fifthly, the results relate primarily to contemporary Germany, whereas a transfer to other (temporal, 

regional) contexts would have to be verified. As described above and as found in the studies, health 

differences amongst immigrants are shaped by circumstances prior to, during, and after 

immigration. Thus, different associations might be found to other countries of destination, 

immigrant groups, and points in time. 

Finally, specific limitations of the three studies must be mentioned. To begin, Study I was based 

on rather old data. At the start of the study, the Microcensus data of 2005 and 2009 were amongst 

the first published data enabling the differentiation of the migration background. However, in the 

meantime, they have been supplemented by more recent data. Furthermore, the health indicator 

of long-standing illness might be problematic in that it was not defined within the questionnaire, 

was more relevant for the working population, and was characterised by comparably high non-

response. In the context of the migration background, these problems might be associated with 

systematic bias. Lastly, the restriction to private households within the Microcensus could have led 

to an underestimation of the burden of disease, and the heterogeneity of the 1G-HH examined 
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(this group includes distinct groups, e.g. singles, couples without children, or persons in living 

communities) might be imprecise. However, these limitations are less likely to explain or bias the 

main associations. 

In Study II, the inclusion criteria, the lack of age selection, and missing information on the care 

circumstances must be highlighted as limitations. Within the GSOEP, information on (informal) 

care was integrated, but important additional information (e.g. the utilisation of care services or 

attendance allowance) and characteristics of the care recipient were not provided. Moreover, 

information beyond the household and subjective characteristics such as the perceived burden of 

care or the motive to provide care were not covered. These characteristics might both differ by 

migration background and have an impact on the effects of care on health. In contrast, an age 

selection for the analyses was dismissed due to the age structure of EGI and the number of cases. 

However, this might be associated with a heterogeneity of care arrangements (e.g. with regard to 

the intergenerational relationship or problems of reconciliation amongst family, work, and care). 

Moreover, the baseline selection of non-caregivers excluded long-term caregivers, whilst, due to 

left censoring, individuals who provided care in the past may not have been excluded, and the care 

history might have been assessed incorrectly. 

The main problems in Study III lie in the representativeness and the conceivable unobserved 

heterogeneity. Whilst the IAB-BAMF SOEP Survey of Refugees 2016 was based on a random 

sample [345], the ReHIS data were based on a survey in initial reception centres [348]. Thus, it 

must be assumed that the latter are not fully representative for the group of refugees in Austria. 

Although statistical adjustment and PSM were applied to counteract this limitation, the 

generalisability of the results must be questioned. Furthermore, unobserved heterogeneity across 

the samples and across the countries might have biased the results. Above all, it might be discussed 

to what extent these could have biased the main findings (i.e. the country difference). Finally, the 

temporal gap of two years between the surveys might be associated with period effects. Accordingly, 

the determined country differences might also be attributed to the course of time.  

9.2 Implications for Theory, Research, and Policy 

Based on these findings, implications for theory, research, and politics may be derived. 
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9.2.1 Implications for Theory 

Although the majority of theoretical approaches (see section 4) were not direct subjects of this 

thesis, several conclusions can be drawn regarding them. To begin, due to a lack of information on 

the health status of the immigrants shortly after migration and the lack of a comparison with the 

population in the respective countries of origin, the health transition assumption could not be 

tested. However, considering the synthetic cohorts of immigrants (based on the length of stay) as 

in Studies I and III, there is evidence of health deterioration amongst immigrants over time. 

Whether these results are actually driven by the transition between health regimes or selection 

effects according to the healthy migrant effect or ageing processes cannot be verified.  

Also with regard to stress theories, information on the migration phase and shortly afterwards is 

missing, but the detected medium- and long-term health deterioration of immigrants indicates 

disadvantages which might be related to migration-related stressors. This assumption is supported 

by the identified increased health risks of Turkish immigrants (over NMG and EGI; Study I), for 

whom migration is associated with greater stressful life changes due to cultural, religious, and 

linguistic distance. Moreover, the greater health deterioration of EGI over time (Study II) might 

indicate a direct stress-related migration effect.  

Another theoretical approach to provide explanations is the disruption and adaptation hypothesis, 

which is confirmed by the findings regarding household characteristics. Both being married but 

living apart from the partner (Study III) and living in 1G-HH (Study I) were associated with lower 

levels of health amongst immigrants, which indicates the importance of familial and social 

disruption, even beyond the initial phase after immigration. However, sensitivity analyses 

conducted for Study III showed high rates of vgSRH amongst refugee immigrants (which exceeded 

the age-adjusted rates of NMG) and contradicted the assumption of disruptive effects. Although 

the long-term health disadvantages of immigrants suggest a rejection of the adaptation hypothesis, 

the positive effects of social adaptation cannot be ruled out beyond doubt. However, it should be 

considered that 1) adaptation processes might have taken place but were suppressed by other 

changes/deteriorations (e.g. in terms of social or economic downward mobility, marginalisation, 
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or isolation), and 2) the adaptation hypothesis is generally in contradiction to the health transition 

theory or the healthy migrant effect.  

A review of the life course approach was not part of this thesis and proves to be difficult due to a 

lack of information on the life course of immigrants in the used survey data, especially on the 

circumstances prior to and during migration. Considering the integration of several dimensions of 

inequalities in the performed analyses, which largely proved to have an explanatory contribution to 

health differences between NMG and immigrants, there is evidence of the accumulation 

assumption. Further concepts, in terms of timing effects or resilience, were not testable.  

Similarly, the SDH model could not be fully applied and tested. However, determinants of any 

dimension/layer could be proved. The individual core characteristics (age, sex, origin), lifestyle 

characteristics (caregiving [Study II], smoking habits, BMI [Study I]), household characteristics 

(Studies I, II, and III), living and working conditions (largely measured by socioeconomic status or 

education [Studies I, II, and III] but also by living arrangements [Study I]), and general conditions 

(health policies [Study III]) each affect health outcomes. Demographic characteristics as well as 

living and working conditions had the greatest impact on health and health differences and had 

very similar effects for NMG and immigrants. 

Finally, the frameworks of social exclusion and intersectionality were not empirically tested within 

this thesis due to the lack of data, but they provide important approaches to understand the 

essential role of socioeconomic status and social characteristics for the migration-health 

relationship. In addition, they deliver further explanations for the remaining health differences. 

Taking into account the determinants integrated into the analyses and the identified interaction 

effects, an explanation about the pooling and reinforcement of adverse effects appears plausible. 

Moreover, subjective perceptions of and individually diverse reactions to discrimination and 

exclusion, as well as hidden mechanisms and interplays, could justify that not all differences are 

quantifiable and qualifiable. 

Thus, the results within this thesis yield information on the validity of (parts of) theoretical 

frameworks, and the theories proved (partially) suitable to provide approaches for health 

differences amongst immigrant groups as well as between immigrants and NMG. However, they 



Discussion, Implications, and Conclusions  

82 
 

are unable to depict the broad causal relationship between migration and health. Whilst 

demographic models largely lack subjective experiences in terms of discrimination, as well as 

characteristics of (perceived or manifested) institutional and social exclusion, the sociological 

approaches partly lack concrete, personal determinants of health and struggle to explain general 

mechanisms. 

9.2.2 Implications for Research 

The findings of the three studies stated a high impact of economic and social factors on health 

inequalities. It should be an endeavour of future research to gain insights into the underlying 

pathways, temporal courses, and mechanisms of the pathogenesis of health problems in order to 

identify vulnerable phases and vulnerable groups.  

Special focus should be placed on the interplay of pre-, during, and post-migration characteristics 

and circumstances because only the holistic perspective allows researchers to derive interventions 

and to establish favourable conditions for current and future immigrant groups. The results suggest 

that post-migration factors make a significant contribution but cannot explain all health differences. 

A stronger integration of the theoretical approaches has so far been neglected in many studies but 

might provide information on possible dimensions of health inequalities. To the best of my 

knowledge, little consideration was given to determinants at the meso and macro levels (i.e. the 

outer layers postulated in the SDH model). The three studies presented highlight the value of these 

but also recognise the importance of individual characteristics. Moreover, additional levels of 

stratification should be integrated. Besides sex, which is a central dimension of health inequalities 

[38] and was proven to be associated with partially differentiating mechanisms in the pathogenesis 

of illness in Study I, these might include age, country of origin, length of stay in Germany, 

educational levels, the extent of integration, and/or perceived levels of discrimination. Similarly, 

regional analyses might help to map further inequalities [108].  

Studies I and II raise the question of why there are migration-related health differences in 

household composition and caregiving. The presented interpretation about normative reasons and 

the accumulation of disadvantageous circumstances appears plausible but should be verified. To 

do so, it would be necessary to integrate suitable measurements for subjective values and to analyse 
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underlying motivations in more detail. Similarly, the conclusions of Study III remain speculative, 

and research should aim to understand country differences more precisely. Particularly, the 

comparison of countries enables researchers to explore possible interventions (also beyond political 

regulations).  

The current state of research on immigrants in Germany often remains superficial by conducting 

descriptive or bivariate analyses. These might contribute to a misspecification of pathogens 

amongst immigrants or (depending on the outcome considered) to an under- or overestimation of 

the burden of disease. As the analyses within this thesis highlight, health inequalities in the context 

of immigration are often nuanced and only become clear in the interaction of factors. Moreover, 

the health outcomes considered in previous studies were not very diverse as, for refugees, there 

were mainly studies on infectious diseases or mental health. In contrast, objective medical 

indicators were less culturally sensitive and might enable the determination of pathways to illness. 

Furthermore, an essential criterion to enable detailed analyses and conclusions lies in the 

improvement of available data. There is an urgent need for more up-to-date data including 

information on migration background, health, and further determinants. Thus far, available data 

only allow limited representation of the heterogeneity of the population in Germany as well as the 

complexity of the concept of health. Considering theories and the current state of research, 

longitudinal data would be particularly desirable to better model time dependencies. These should 

also include small subgroups such as female refugees, older immigrants, or immigrants from 

countries of origin which are numerically less represented. 

Finally, the findings presented should be verified in further countries, for other (immigrant) groups, 

and with different health indicators. 

9.2.3 Implications for Policy 

As the results of this thesis demonstrate, immigrants are not per se vulnerable in terms of health. 

However, there are group-specific risk factors and health concerns. There were only minor 

differences between EGI and NMG, but there were indications of additional health challenges 

within the group of ageing EGI. Greater differences have been determined for Turkish immigrants, 
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and it must be questioned to what extent socioeconomic disadvantages and social circumstances 

will affect their health in the long term and in the course of ageing. For the group of refugees, no 

conclusive picture can yet be drawn, but the analyses emphasise the (structural and health-related) 

heterogeneity within this group. Above all, a need to promote the health of older immigrants, 

women and girls, and refugees, particularly from certain countries of origin, can be derived. 

Therefore, these groups should be the focus of preventive measures and interventions. 

The analyses showed moderate differences between immigrants and the non-migrant population 

for the selected health indicators. Although the recognition of the health vulnerability of 

immigrants has already been known for a long time [17, 452], measures to reduce these inequalities 

are still available to a limited extent only. As demonstrated, social and socioeconomic determinants, 

and thus modifiable characteristics which are partly shaped by policies, strongly affect health 

outcomes amongst immigrants. However, that differences amongst immigrants and compared to 

the non-migrant population decrease once adjusting for structural differences veils the rather 

hypothetical and ideal-typical convergence in terms of educational and occupational attainment. 

Within the German educational system, access opportunities are unequal and require German-

language abilities in order to remain viable [453–455]. Thus, measures to reduce structural and 

institutional discrimination and to enhance the economic and social integration might improve 

health chances for immigrants. These might include access to the labour market, secure working 

conditions, language courses, or inclusive educational and retraining policies. The example of EGI 

points to the positive association of social inclusion and health opportunities and the subordinate 

importance of the migration background.  

Study III and earlier findings further showed the relevance of health knowledge, utilisation of 

medical services and prevention measures, access barriers, and lifestyle on health outcomes. 

Awareness-raising and involvement of immigrants could thus prevent illness but also long-term 

health risks, which are becoming increasingly important considering the ageing immigrant 

population. Culturally sensitive offers and linguistic aids which take the diverse population into 

account appear to be particularly necessary in this context. These do not necessarily have to take 

place in Germany but might also be offered online by people in the country of origin [456]. As 

Study II highlighted, interventions and offers should go beyond pure healthcare and include offers 
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for counselling, informing, and applying for extended benefits and support with regard to care 

allowance or benefits. Here it seems important to accompany vulnerable phases, such as the 

transition into caregiving.  

The demographic component of immigration (i.e. the increasing population diversity) and the 

ageing of immigrants are also linked to special and novel challenges for health policy. In the years 

and decades to come, many immigrants will reach retirement, as well as disease-prone and care-

dependent ages, which might be associated with new kinds of (medical and care-related) healthcare 

requirements. The cultural diversity might contribute to the fact that previously ‘common’ needs, 

with regard to care provision, will be less required, and, on the other hand, a different spectrum of 

diseases and medical care needs will become more common. 

Moreover, another aspect relates to the perception and visibility of immigrants in Germany. After 

a long period of negation of Germany as a country of immigration, the recognition of the existence 

and importance of immigrants in the society might lead to a greater social and political opening 

and consideration of immigrants and their needs. This might contribute to social and 

socioeconomic improvements for the immigrant population and reduce cultural, linguistic, and 

religious barriers. 

Finally, although immigrant groups themselves, their situation, and determinants of health are only 

comparable across countries to a limited extent (see chapter 2 and 3), the results also provide 

important insights into an international context. First, the mere process of migration, as well as 

being an immigrant, is linked to positive and negative short-term and long-term health differences. 

Legally aligned, culturally and phenotypically similar immigrant groups, and groups which are/were 

not temporarily marginalised face fewer disadvantages. The findings on refugees in Germany and 

Austria (Study III) might therefore presumably also be transferred to other recent refugees (from 

similar countries) immigrating in Central, Western, and Northern European countries or Northern 

American countries and labour migrants with precarious living and working conditions, such as 

those in Qatar. The findings on Turkish immigrants might similarly represent mechanisms for 

further groups of (European) labour migrants (and their descendants) in European countries, such 

as immigrants from Turkey or the former Yugoslavia in Austria or Italian immigrants in Switzerland. 
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Transferability of the findings on EGI might be assumed for educational migrants in industrialised 

countries, holders of a green card in the United States or an EU blue card, or family migrants of 

established and integrated immigrants. In contrast, no clear congruence is assumed for immigrants 

of former (European) colonies, such as Indian immigrants in the United Kingdom and Senegalese, 

Moroccan, or Central African immigrants in France. Although these are subject to (partly) better 

legal inclusion, similar to EGI in Germany, they supposedly are faced with lower levels of social 

inclusion due to social marginalisation. 

9.3 Future Research Directions and Prospects 

From the limitations (see section 9.1.2), the implications (see section 9.2), and current demographic 

and global developments, future research directions and prospects may be deduced. 

First, the lack of comprehensive high-quality data, which include information on the migration 

background, has long been recognised, and a greater involvement of persons with a migration 

background in epidemiological studies and health reporting has been called for [94, 106]. Recent 

large-scale studies in Germany partly address this demand and provide new analytical potential. 

The Family Research and Demographic Analyses (FReDA), launched in 2021, covers information 

on migration biographies and health. The panel surveys will be conducted twice a year over a period 

of ten years and implement the Generations and Gender Survey every three years as well as the 

Panel Analysis of Intimate Relationships and Family Dynamics (pairfam) [457]. This database 

enables trend analyses and panel analyses, life course approaches, and international comparisons 

of the middle-aged population. Moreover, the German National Cohort started in 2014 as a panel 

of about 200,000 individuals and included a large set of health indicators and characteristics to 

identify the migration background of the respondents [458]. This dataset will enable in-depth 

longitudinal analyses of health determinants and health differences amongst immigrant groups and 

compared to the non-migrant population. 

Second, a shift or expansion of the level of consideration and comparison of the immigrant group 

appears expedient. By comparing similar immigrant groups with regard to their origin or across 

countries of destination and by comparing immigrants, stayers (in their countries of origin), and 
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return migrants, important knowledge may be gained about the impact of initial conditions, 

migration itself, and host-country-specific conditions [161, 459, 460].  

Third, future research should focus on gender differences, which were identified as key dimensions 

of health inequalities both in this thesis and earlier studies [38]. Since ‘women are the keepers of 

the culture’ [461, 462], they presumably are more affected by the stressors associated with migration, 

need longer amounts of time for assimilation processes, and thus may be exposed to greater health 

risks. The gender perspective should also include specific diseases, which might enable more 

detailed analyses of causal pathways and underlying determinants. Discussing the example of 

increased risks of diabetes amongst immigrants in Germany [290, 304] or the gender gap in 

morbidity and mortality [121, 463], the importance of health-related lifestyle on health differences 

becomes clear. However, little is known about the interplay of social determinants, socioeconomic 

status, migration background, gender, and lifestyle and their impact on health outcomes, resulting 

in a lack of practical and quickly implementable recommendations and interventions. 

Fourth, taking into account the demographic composition of the immigrants already living in 

Germany, it will becoming increasingly important for research to understand processes of 

(unhealthy) ageing amongst immigrants, long-term temporal pathways, and generational transitions. 

Important questions will also include to what extent processes of selective remigration affect the 

immigrant population in Germany and how the care of the remaining population with a migration 

background can be ensured. Applying the assumption of the healthy migrant effect, an increase of 

the burden of disease amongst immigrants could soon be assumed, whilst other theories such as 

the salmon bias do not support this expectation. Health monitoring and population analyses should 

address this issue. 

Finally, new immigrant groups are likely to emerge as the focus of research. Whilst immigration of 

EGI and Turkish (labour and family) immigrants has lessened over the last years, immigration from 

other countries of origin and immigrant groups has increased [62]. In 2020, immigrants from 

Romania were the largest group, and most applications for asylum were filed by people from 

Nigeria and Somalia [62]. Additionally, depending on the results of the EU membership 

negotiations with Montenegro, Serbia, and Turkey, and the EU applicant countries Albania and 
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North Macedonia, the right of free movement might be associated with novel immigrant inflows. 

New relevant groups might also include family immigrants following the refugee migration and, in 

response to political circumstances and civil wars, refugees from Ethiopia and Afghanistan. 

9.4 Conclusion 

The results of this thesis have underscored that health outcomes in Germany are affected by 

migration background and underlie a close nexus of individual, origin-related, migration-related, 

and household characteristics as well as socioeconomic, social, and political circumstances. The 

origin from regions with disadvantageous starting conditions (which in some cases also represented 

the cause of migration) and the need to cope with the experiences of the migration process and to 

undergo the phase of integration in a country which is at least partially culturally different affect 

health and are predominantly associated with health disadvantages. Socioeconomic, social, and legal 

disadvantages exacerbate these, whilst other individual characteristics and household-related 

characteristics can have both protective and jeopardising effects.  

However, these characteristics cannot fully explain health differences within the immigrant 

population and compared to the non-migrant population. The differences shown between EGI 

and Turkish immigrants, as well as the worse situation of refugees in Germany compared to those 

in Austria, additionally indicate that some immigrant groups have better opportunities to be 

included in terms of social structures, policy frameworks, and/or health-promoting measures. 

Moreover, ageing immigrants as well as those in vulnerable phases face increased health risks.  

Consequently, from a demographic perspective, in the medium and long terms, immigration is not 

a solution for natural demographic changes and can neither compensate for the demand for labour 

nor counteract demographic ageing. Instead, the increasing diversity of the population combined 

with the ageing of the immigrant population itself creates a burden with regard to health diversity, 

health needs, and care need. The results of this thesis help to better understand these needs, and 

together with findings from earlier studies, they allow an optimistic perspective that the health 

differences of immigrants in Germany are moderate and might partly be reduced or even prevented 

by modifiable characteristics and conditions at the individual, societal, and political levels.  
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