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Abstract:

Using a representative survey of the French pojoumathe Health, Health Care and Insurance
Survey (ESPS:Enquéte sur la santé et la protection socigléhis article aims to study the
links between migration, region of origin and hlea#tatus in France. Firstly, we have
compared the health status between migrants andahiee population in discerning an
identifiable difference between first-generatiord asecond-generation migrants. Following
this, in order to explain the heterogeneity of tieatatus amongst the migrant population, we
have refined our analysis by integrating their douf origin into our estimation and then
exploring the health differences between individuaho have emigrated from South-East
Mediterranean (SEM) countries and individuals wheéhemigrated from all other countries.

Our findings show that there exist health ineqiedithat are related to immigration, when
compared with the health status of the native pmri in France. First and second
generation migrants have a higher risk than theve&rench born population to report a poor
health status. By introducing country of originaraur analysis we are able to confirm the
health heterogeneity within both groups of migraimdividuals coming from SEM countries
are more likely to report poor health status thHanrtative French born population (for both
generation migrants) and this risk seems signifigahigher for individuals who have
emigrated from Turkey. These inequalities are paiiplained by the poor socio-economic
conditions of the migrant population and a genkx@k of social integration in France.
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1. Introduction:

This study explores the statistical relationshipMeen an individual’s migratory status, their
country of birth and their health status. Sociadltie inequalities are well documented in
general population in France, however few studeghocused on migrant population due
mainly to the lack of information on nationalitydanountry of birth provided by most health
surveys (Jusot & al, 2009; Fassin, 2000). In 2004rants represent represented 8.1% of the
French population and there is evidence to suggest the migrant population is
fundamentally different from native population ielation to their health condition. Poor
socio-economic status, language difficulties, strekie to new living conditions or
discrimination and a lack of specific knowledge information about the structure and
organisation of the health care system are albfadhat contribute to migrants’ lower health
status and go some of the way of explaining sdwalth inequalities (Sender, 2008; Attias-
Donfut & Tessier, 2005; Chaouchi, Casu & Caussjd#06). Based on these factors, the
migrant population is considered at first glanceadsgh risk group in society with regard to
health.

Paradoxically a number of studies have shown thatntigrant population is on average in
better health than the native population in refatm a number of key health indicators. This
“Healthy Migrant Effect” suggests that people boxerseas have generally better health than
the native born population. This hypothesis, whielm be considered as a selection effect,
assumes that only people with good health statwghaor are initially wealthy are more able
and likely to migrate. The “Healthy Migrant Effeas well documented in both French and
international literature, however the findings ao¢ similar and there is no general consensus.
For example, in the USA, Canada, Australia and theted Kingdom the immigrant
population is on average healthier than the ngimaulation (McDonald & Kennedy, 2004;
Kennedy & al, 2006; Rubalcava & al, 2008). HoweweFrance, the results of recent studies
prove that the migrant or foreign population is enamhealthy than native French-born
population (Jusot & al, 2009; Attias-Donfut & Te=si2005; Lert, Melchior & Ville, 2007).
This selection effect can be offset over time by tieleterious effects of migration such as
loneliness, a loose of social support or pooremdjvconditions and unfavourable socio-
economic status.

In fact, health capital models suggest that socmemic conditions represent one of the
most important social determinants of an indivitkiakalth (Grossman, 2000). A large body
of literature shows that an individual’'s socialtsgawithin society and their material living

conditions are strongly correlated to the indivitkidealth status (Goldberg and al, 2002;
Marmot and Wilkinson, 2006). Studies on migrant lthedhave emphasised that such
populations are more likely to be affected by uneympent, to have lower incomes and a
lower level of education (Newbold & Danforth, 20@8tias-Donfut & Tessier, 2005; Jusot &

al, 2009). In France for example, the unemploynnate among immigrant’s in 2007 is twice



as high as than of the native born population, t#wedlevel of unemployment is even more
pronounced for people who have emigrated from TyidkeTunisia (Perrin-Haynes, 2008).

The immigrant population of France is over-représgnamongst people employed in

unskilled occupations. This is largely due to thetfthat many migrants to France have no
formal qualifications, which is demonstrated by tlaet that more than sixty percent of

immigrants from Turkey have no qualifications (Rei#daynes, 2008). Furthermore, a

Canadian study has shown not only that migrant ladipns have more unfavourable socio-
economic conditions but also that this is an imgardeterminant which helps to explain the
difference between migrant health and that of theva born population (Dunn and Dyck,

2000).

Apart from the influence of material living conditis on health status, some studies have
stressed the importance of factors relating toadaciegration and more generally to psycho-
social resources when explaining differences ielewf health. Psycho-social resources refer
to social capital, social relationships or emotlarad financial support. According to Putnam
(1995), social capital “refers to features of sbaeganisation, such as trust, norms and
networks that can improve the efficiency of sociéty facilitating coordinated actions”.
Social capital encompasses the institutions, mlahips and norms that shape the quality and
guantity of a society’s social interaction and itaynrefer to an individual's social
characteristics that enable private returns viaradtion with others (Glasear & al, 2002;
Durlauf, 2002). Social capital is actually conse&tbras a potential explanatory factor of an
individual’'s health status since social interactitnust and reciprocity facilitate people to
access resources and to have expectations towtrels.oNumerous studies have therefore
suggested that a high level of social capital enbsupopulation health outcomes and reduces
health differences (Golberg & al., 2002; Jusot,géon & Dourgnon, 2008; Folland, 2007;
Islam, 2007; Sirven 2006). Due to adaptation diffies in the host country, a lack and loss
of social or emotional support, an immigrant popalamay present high levels of psycho-
social stress, which in turn lead to a poorer hestitus.In fact, social capital and psycho-
social determinants appear to be a particularlgverit health determinant for vulnerable
populations, of which the migrant population isic& it constitutes informal insurance against
health risks, enabling a reduction in informatiocakts and to a spread of health norms
(Putnam 1995, 20007¥.herefore, in relation to the migrant populatioerthis a positive and
strong association between access to psycho-gsesialirces, health conditions and access to
health services (Zambrana & al, 2004; Leclere &8B4; Campbell & Mclean, 2002). More
recently, Gresenz, Rogowski and Escarse (2007) Bagen that a large social network is
beneficial to the health status of the immigranpydation residing in the US and patrticularly
for those who are living in an area with a high aamtration of immigrants because it
improves access to health services.

Finally, studies have shown that a migrant popaoitatiould be considered as a specific group
since they have their own health characteristicamndd, it has been proved that among the



immigrant population health status may be hetereges. The native country, the length of
stay in the host country and the language barreeak relevant determinants of an individual
migrant’s health (Attias-Donfut & Tessier, 2005;rt,éMelchior & Ville, 2007). The country
of origin has an important implication on an indival’'s health and especially through the
influence of the economic or political context aheé country’s customs. Jusot & al (2009)
have noted that individuals who have emigrated fommntries whose GDP per capita is low
(that is second or third quartile of GDP) are mitkely to report a poor health status than
individuals who have emigrated from countries vathigher GDP. Moreover, the results are
similar if they introduce the country human devehgmt indicator into their analysis. In this
way there is a clear protector effect of a coustgevelopment level on health status. Hence,
this study suggests that there is a long term efiethe economic situation of a migrant’s
native country on their individual health. Culturahbits (such as food consumption or
medicine patterns) may also explain a migrant’sthe&indings of Khlat and Courbage’s
(1995) study have shown that individual who havegeated from Morocco are more likely
than French people to benefit from a lower deatth dae to a healthy diet and lower alcohol
consumption. More recently, Gee, Kobayaski and RA@97) indicated that individuals
residing in Canada, who had emigrated from Asiajeha much higher risk of reporting
chronic disease. To explain this result, the namétors suggest that Asian people encounter
difficulties in understanding the health care syster prevention programs. Finally, to
explain the health disparities within the migraapplation, some authors have shown that the
length of stay in the host country and the languaayeier are positively associated with the
likelihood of reporting poor health (Attias-Donf&tTessier, 2005; McDonal & Neily, 2007,
Lert, Melchior & Ville, 2007; Zambrana & al., 1994eclere, Jensen & Biddlecom, 1994). In
fact, the migrant population may suffer from langealifficulties and thus the information
associated with the heath care system or the piigeeaction may be misunderstood which in
turn leads to a poorer level of health.

As for the native population, the migrant healtlpeleds not only on socio-economic status
and psycho-social resources but also on specifierménants attached with the migratory
history such as the length of stay, the languageedbathe migratory status or the country of
origin. Taken together, these factors may expl#fergnces in the levels of individual health
between native born people and the immigrant pdjpmlabut also within the migrant
population. Using a representative survey of then€n population, the Health, Health Care
and Insurance Survey (ESPErguéte sur la santé et la protection sociplkee intend to
analyse the links between migratory status, courdfybirth and health status by
supplementing the existing literature in severaysvapart from comparing the health status
of the migrant population and native French popoiiatwe propose to analyse more precisely
the health disparities according to migratory satarough distinguishing between first-
generation and second-generation migrants. Duleiganalyse it is then possible to consider
the healthy migrant effect hypothesis and to assdsther people who are descendents of
immigrants have a similar level of health in comgam to the native born population.



Moreover, the analysis is further refined by intggrg the country of origin variable into our
study in order to determine health heterogeneithiwiboth groups of the migrant population.
Hence, we attempt to explore the health differere®/een individuals who have emigrated
from South-East Mediterranean countries and indiisl who have emigrated from all other
countries. This distinction enables to apprecibéeaxtent of social health inequalities caused
by a migrant’s region of origin. Finally, in ord&r confirm the health determinants proposed
by previous literature we explore the influencesotio-economic conditions and psycho-
social resources on health status.

The next section introduces the data and variabkesl in the regression analyses. The
methodology and the estimation strategy are alssgmted in this section. The results are
presented in section 3, followed by a conclusiosdation 4.

2. Data and Method:

The analysis is based on a population survey, septative of the French population, the
Health, Health Care and Insurance Survey (ESEBRQUéte sur la santé et la protection
social€), coordinated by the Institute for Research antbrimation in Health Economics
(IRDES). We have used the 2006 survey which indugleet of question on native country,
country of birth and psycho-social resources. Tin@esy sample, which comprised of 8100
households and 22 000 individuals, is based omd@ora draw from the administrative files of
the main health funds of France which over 90%hef Erench population are members of.
Individuals drawn at random from the administratfiles are used to identify households.
The socio-economic questionnaire has been answaredne key respondent from each
household (aged at least 18 years old), who imeoc¢ssarily the individual who was selected
at random. The questions on health status are cteflethrough a self-administered
guestionnaire completed individually by each hootgimember. Questions on psycho-social
resources and nationality are answered by thedsyondent.

Since our main objective is to examine the healfler@nces between migrants and the native
population, we have restricted our analysis ofgbpulation to individuals aged 18 years old
and over, who have reported both their health stanod their national origin (7260
individuals).

2.1. Migration status and country of birth

To build a migratory status variable, we have usdgdrmation relating to nationality and
country of birth of individuals and those of thparents. Through integrating these questions,
we have identified three distinguishable migratestgtuses: “individuals who were born
French and whose parents were born in France”stfgeneration migrants” and “Second-
generation migrants”.



Firstly, the population of “individuals who wererpoFrench and whose parents were born in
France” represents in our analysis the referengailpton and it gathers individuals with
French nationality whether they were born in Fraoc&ot and whose parents were born in
France. Secondly, the population of “First-generatmigrants” gathers foreign individuals
who were born abroad, regardless of their pareatismality and country of birth. Lastly, the
“second-generation migrant” group represents inldials who are not foreigners born abroad
and who have at least one parent who was born @bifba analyse the social health
inequalities of individuals who come from SEM caigg, we have used an individual’s
country of birth for first-generation migrants atiten for second-generation migrants, the
parent’s country of birth. Hence, we constructednalicator variable named “origin” in order
to distinguish individuals or parents who have eatigd from Turkey, Morocco, Tunisia,
Algeria, Egypt, Israel, Libya and Lebanon from widuals or parents who have emigrated
from all other countries.

Individuals who were born French and who have Hreparents, which constitutes the
reference population, represent 80.9% of the saffijlBle 1). 9% of the sample is composed
of first-generation migrants. Within this group,.3% have emigrated from South-East
Mediterranean countries and 68.8% have emigratech fall others countries. Second-
generation migrants represent 10.2% of the sanWi&in this last category, 23% have
parents who have emigrated from SEM countries dmebst 77% have parents who have
emigrated from all other countries. Note that thistdfgeneration migrant population is on
average older than the second-generation one (&6 versus 45.3 years old), which is
itself younger than the French reference populgd@&:8 years old).

Table 2 below shows that the majority of the migragopulations coming from SEM
countries are nationals from Maghreb (Morocco, Alg@end Tunisia). Actually, among first-
generation migrants who have emigrated from SEMhtas, nearly 88% are nationals from
Maghreb and the composition of the second migranmeation group is similar, with 89%
native to these countries. Note that individualmicw from Turkey or Middle East are not
well represented in our sample. Only 16 and 14viddals have come from Turkey for the
first and second generation groups respectivelmil&ily, only 9 and 5 individuals have
come from the Middle East, Libya and Egypt for tivet and second generation migrants
groups. In this way, these small samples may domsta statistical problem into econometric
analysis.



Table 1. Statisticsdescriptives: Origin and migratory status of the sample

Characteristics N %
Migratory statusand origin Migratory status: French 5836 80,88
First migrant generation
From SEM countries 203 2,81
From all other countries 447 6,19
Second migrant generation
From SEM countries 169 2,34
From all other countries 561 17,77

Table 2. Statistics descriptives: Origin country of migrant population

Characteristics First migrant generation  Second migrant generation
N N
Country of Origin SEM countries 203 169
Morocco 73 42
Algeria 69 85
Tunisia 36 23
Egypt 1 3
Lebanon 6 2
Israel 1 0
Libye 1 0
Turkey 16 14
From all other countries 447 561

2.2. The Health Status Assessment:

Health status is difficult to represent as a unigouéicator due to its multidimensional
character. According to the WHO, a good healthustateans not only the absence of disease
or injury but also physical, mental and social weding. Mortality and morbidity indicators
are the most common measures for health statughandtter is used in our study. To assess
individual health status, we use the first of thetendardised questions suggested by the
WHO European Office relative to self-assessed hed@his indicator relies on the following
guestion:“Would you say that your health is: very good, gotair, bad or very bad?'This
self-assessed health question is a subjectiveatatiof an individual’s overall health status
which refers to the perception of a person’s hedaitlgeneral. It has the advantage of
reflecting aspects of health not captured in otheasures, such as: incipient disease, disease
severity, aspects of positive health status, plhygical and psychological reserves and social



and mental function. This indicator may however fesuffrom individual reporting
heterogeneity (Bago d’'Uva & al. 2008) and its comapdity among native and immigrant
populations may be questioned. Some studies hagerstthat health perception differs
according to health norms and individual aspiratjowhich relate to culture. Despite the
variable’s subjectivity, several studies have \athd its utilisation among ethnic groups and
have shown that across ethnics groups a poorerassiissed health status is constantly
associated with higher disease prevalence raten(@iiea & al., 2000; Molines & g12000;
Jenkinson & al., 2001). This indicator has alsonbieeind to be a good predictor of mortality
(Idler & Benyamini, 1997).

To study individuals’ health we have constructebliraary health descriptor. This descriptor
places people who have reported a “very good” aottj general health status opposite
people reporting a “fair”, “bad”, or “very bad” geral health status.

Nearly 25% of the sample declared that their owlf-assessed health was pdofThe
descriptive analysis shows some health differemcesrding to migratory status and country
of origin (Table 3). On average, first-generatiogmants are more numerous in the poorer
health category than the native French populatiimong the French population, 26.1%
report poor self-assessed health while 43.8% an@d%4®f first-generation migrants who
emigrated from SEM countries and from all otherrtdes (respectively) report the same
results. First-generation migrants are also moraaraus in the poorer health category when
compared to second-generation migrants. This lgiteup seems, on average, to be almost
identical to French population with regard to headtatus. Note that 23.1% of second-
generation migrants coming from SEM countries add% coming from all other countries
report a poor health status.

Table 3. Statistics descriptives: Health status of the sample according to origin and migratory status

(% row)
Characterigtics Poor self assesed health
Migratory statusand origin Migratory status: French 26,1
First migrant generation
From SEM countries 43,8
From all other countries 40,2
Second migrant generation
From SEM countries 23,1
From all other countries 29,1

Note: * Within the french population, 26.1% report a pself assesed health.

4 Data not reported.



2.3. Psycho-social resources measures

Psycho-social resources, which represent a progicator of social integration, can be
assessed through the three dimensions usually inst#te literature: social capital, social
support and sense of control at work.

Social capital is often measured at the individenagl through civic engagement, which refers
to participation in collective activity such as agations, sporting clubs, a religious
community, unions or political parties. Therefarethis research the study of social capital is
part of Putnam’s framework which “refers to featu social organisation, such as trust,
norms and networks that can improve the efficieatysociety by facilitating coordinated
action” (Putnam, 1995). For social support, we uaeduestion which addresses whether
individuals have suffered from loneliness duringitHife. Lastly, sense of control at work
which refers to an individual’'s perception towattsir position in society is measured via
individual autonomy at work. The last indicatorsafcial integration that was used refers to
the language spoken during childhood, for whichreheere three possible responses: “to
have spoken in French”, “to have spoken in Fremzhanother language” or “to have spoken
only in language other than French”.

Descriptive statistics indicate that the distribatiof psycho-social resources is unevenly
distributed within the sample (Table 4). In thisywérst and second generation migrants are
more represented in the categories of not haviygcasic engagement, to have suffered from
loneliness and not to have any sense of controlvak in comparison to the French
population. Note that more first-generation migsatitan second-generation migrants suffer
from lack of psycho-social resources. Within botbups of migrants, individuals coming
from SEM countries are more numerous not to havicfzated in a collective activity or not
to have autonomy at work than individuals comirmfrall other countries. Finally and not
surprisingly, only 10.3% and 9.4% of first-genesatimigrants coming from SEM countries
and all other countries respectively have spokeméh during childhood. This is in contrast
to the share of second-generation migrants whaseighthe case (respectively 40.2% and
56.9% for individuals whose parents have emigrdtech SEM countries and all other
countries).

Descriptive statistics also indicated that indiatbuwith a poor access to psycho-social
resources presented on average a poorer healtis ¢iable 5). Hence, individuals who do
not participate in collective activities are moikely to report poor self-assessed health than
individuals who patrticipate in some form of coliget activity (31.7% versus 20.5%).
Similarly, individuals who have suffered from lomglss contrary to people who did not are
more likely to have a poor self-assessed healttustéd7.2% versus 25.7%). Finally,
individuals who have spoken French and anotherageg, or solely in a language other than
French, are more likely to report poor health thlamse who have spoken only in French.



Table 4. Statistics descriptives: Social integration indicator s accor ding to migratory statusand origin (% col)

1st Migrant Generation 1st Migrant Generation 2nd Migrant Generation 2nd Migrant Generation
All other countries

SEM countries

SEM countries

All other countries

Characterigtics French Population
Civic engagement Participation 38,1

No participation 61,9*
Loneliness Yes 7.5

No 92,5
Sense of control at work Yes 62,1

No 38,0
Spoken language French language 84,2

French & other language 11,2

Other language only 4,6

21,2
78,8

21,2
78,8

48,6
51,4

10,3
17,7
71,9

24,6
75,4

21,
78,1

55,5
44,5

9,4
9,6
81,0

31,4
68,6

14,1
85,9

52,4
47,7

40,2
36,1
23,7

35,7
64,4

9,8
90,2

65,4
34,6

56,9
23,2
20,0

Note: * Within the French population, 61,9% do not hawy civic engagement.

Table 5. Statistics descriptives: Health status of the sample accor ding to psycho-social

ressour ces (% row)

Characteristics

Poor self assesed health

Civic engagement

Loneliness

Sense of control at work

Spoken language

Participation
No patrticipation

French language
French & other language
Other language only

20,5
31,7

47,2
25,7

21,7
33,2

25,2
30,0
40,2

Note: * Within individuals who do not have any civic exgement, 31.7% report a poor self assesed health.

10



2.4. Socio-economic variabtes

To assess the influence of socio-economic statusnoimdividual’'s heath, educational level,
occupation, activity status, income and househotdposition are used.

Level of educational is measured as follows: withqualification, primary level, first level of
secondary school, second level of secondary schost,secondary education and other level
of education which includes missing values, foradggilomas, professional training and other
education. There are four occupational statusesmployment, non-working, retired and
unemployed. For our analytical framework we alsedughe famous French “Socio
Professional Category” in which 8 activity statuaes defined: executive (used as reference),
agricultural employee, self-employed, intermediagcupations, administrative employee,
business employee, skilled worker, unskilled worken-working. Income is measured as
household income (from all sources of income),déd by the OECD equivalent scale (1 for
the first household composition, 0.5 for the secand 0.3 for the third and following one).
We created an income quintile and a last categasy built which refers to those who did not
provide income information. Finally, to assess hloeisehold composition we constructed 5
categories: couple with child (used as referensiagle, single-parent, childless couple and
other household compositions.

As previously stated, the descriptive analysis psosome differences according to migratory
statuses and country of origin (Table 6). Firstagation migrants have on average more
unfavourable socio-economic conditions than thevedtrench born population and this is
confirmed when all indicators are considered (etlonal level, occupatiorand activity
statuses, income or household composition). Fesegation migrants are, for instance, more
likely not to have any qualifications, to be uneayad or to have a lower income than the
native French population. However, socio-econortatus is hot homogenous within the first
migrant generation group. Individuals who have eateggd from SEM countries have a poorer
socio-economic situation than those who have engdrixom all other countries. In contrast,
the socio-economic situation of second-generatiogrants is not always poorer than the
native French population. For example, second-@eioer migrants are more likely to have a
post secondary education level than the nativedfréorn population but at the same time
are more likely to be unskilled workers, unemplogedo have low incomes {quintile of
income). Note that within the second-generationramg group, individuals whose parents
have emigrated from SEM countries have generathpee unfavourable situation.
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Table 6. Statistics descriptives: Socio-economic conditions according to migratory statusand origin (% col)

Characteristics

French Population

1st Migrant Generation
SEM countries

1st Migrant Generation
All other countries

2nd Migrant Generation
SEM countries

2nd Migrant Generation
All other countries

Sex Male 40,5 54,6 40,7 37,3 41,9
Female 59,5 45,3 59,3 62,7 58,1
Age Age<30 14,4 12,3 8,3 37,3 14,1
30<=age<40 18,7 30,1 21,0 30,2 21,2
40<=age<50 21,5 23,2 21,0 16,0 18,4
50<=age<65 25,5 23,7 28,6 14,2 27,8
65<=age<75 10,7 5,9 10,1 1,2 11,9
age>=75 9,2 4,9 11,0 1,2 6,6
Education level Without qualification 1,4 11,3 10,5 0,6 0,5
Primary 18,6 16,3 22,2 5.3 16,2
1st level of secondary school 33,5 33,5 27,3 39,1 38,7
2nd level of secondary school 16,7 15,8 16,1 24,3 15,0
Post secondary education 29,8 23,2 23,9 30,8 29,6
Activity Status Agricultural employee 4,9 0,0 1,3 0,0 1,8
Self-employed 57 49 5,8 3,0 45
Executive 12,4 59 9,6 6,5 12,7
Intermediary occupations 20,8 12,8 13,7 10,7 18,5
Administrative employee 17,8 8,9 11,4 18,3 21,8
Business employee 12,4 13,8 22,4 17,8 13,0
Skilled worker 13,6 21,2 17,9 11,8 16,0
Unskilled worker 9,2 24,1 14,8 16,6 8,9
Non-working 3,3 8,4 3,1 15,4 2,9
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Table 6. Continued

Characteristics French Population 1st Migrant Generation 1st Migrant Generation 2nd Migrant Generation 2nd Migrant Generation
SEM countries All other countries SEM countries All other countries
Occupation status In employment 57,4 49,3 54,1 59,8 59,4
Non-working 9,8 20,7 11,9 22,5 9,1
Retired 25,0 13,3 22,4 3,6 24,1
Unemployed 7,8 16,8 11,6 14,2 7,5
Income 1st Quintile 15,2 40,4 11,9 14,8 13,9
2nd Quintile 16,4 19,2 25,7 30,2 15,5
3rd Quintile 16,6 12,3 20,6 20,1 17,7
4th Quintile 18,1 7,4 17,2 13,6 17,5
5th Quintile 20,0 7,4 11,2 8,9 15,9
Refus 13,7 13,3 13,4 12,4 19,6
Household composition  Single 19,4 20,7 20,1 10,1 18,0
Single-parent 7,8 7,9 11,0 13,6 7,8
Childless couple 29,9 11,3 24,6 17,2 31,0
Couple with child 40,4 53,2 37,8 54,4 39,0
Other household composition 2,6 6,9 6,5 4,7 4.1

Note : * Among French population, 57,4% are active.
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2.5. Analytic Strategy

To analyse the link between migration, country afjia and health status, we have run

several binary probit regressions with marginateffaimed at studying at the same time the
influence of migratory status and country of origin the risk of reporting a poor health

status.

Suppose that the binary health varialte is the result of a continuous latent health
variableH,, representing health status in a continuous whg. dbserved dummy variable
is defined by:

H=1if H,>0

H =0 otherwise

First we ran a baseline probit analysis to asdessnfluence of origin(di) on the risk of
reporting a poor health statusl(), controlled only by biological dimensions sucheand
gende(Di). The average of health status in the sample i®septed by the constag®} and
the standard errog is assumed to follow a normal distribution.

H, =p8,+aD, + po, +e (Model 1)
All socio-economic indicator§X; ) were then introduced simultaneously in a secondaho
to analyse the associatioateris paribubetween self assessed health and origin.

H, =8, +aD, +oX, + pd, +e (Model 2)
These two first models enabled a distinction betwie direct effect of migration and the
country of origin on health status, from the indireffect which passes through socio-
economic conditions. Through to these models, passible to assess the share of social

health inequalities that is explained on one handiblogical and material factors and on the
other hand by migration and country of origin.

To test further the influence of psycho-social teses on health status, lastly we introduced
in a third model indicator representing social (jJTIBEEion(l,Ui) that is: civic engagement; social
support; sense of control at work and language epaluring childhood. This last analysis
attempts to assess the share of social healthatiggs that is explained by a lack of psycho-
social resources and more generally by a lack abkmtegration in France.

H, =B, +aD, +oX, + uy, + po, +e (Model 3)
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Note that coefficientg,o, u and p are estimated by the maximum likelihood method$eun
the assumption that the residual tegnis uncorrelated with the exogenous variable.

These three analyses have been reproduced sepamaiehg men and women to test a
different impact of origin on a person’s healthtssaaccording to gender. In fact, the
determinants of migration are different for men amomen. Considering that men more
commonly migrate in search of new employment oppoties than women, we may expect
stronger health selective migration in males tmafemales.

Lastly, we performed an analysis in which the twignant generation groups coming from
SEM countries are broken down into two sub-grouqdividuals coming from Turkey versus
individuals coming from North Africa or the MiddEast. Similarly to the first analysis, we
replicated the three models (that is a baselineainodwhich only sex, age and origin are
entered, followed by a second model in which s@tonomic conditions are then introduced
and finally a third model in which social integratiproxies are entered next to other control
variables).

The goal of this exploratory study was to try todfiany relationship between origin and
health status and more specially to assess the sthaocial health inequalities that can be
explained by the fact that a migrant emigrated fidouth-East Mediterranean countries. Is
there any association between health and migratatys? Among migratory status, is there
any difference in health according to a personigare of origin?

Note that all models have been estimated usingreddprobit analyses since our health
variable (namely the self-assessed health) wasinalig a multinomial ordered and
dependant variable. In theory, this model enabledourefine the analysis and to estimate
more accurately the influence of migration and d¢purof origin on health across the
transition between bad health status and goodhsetdtus. However, we did not retain this
estimation strategy since the consistency assumpit of effects across different categories
was rejected. The likelihood ratio test which wasf@rmed indicated that slopes were not
equal across our five health categories. Therefwee,decided to maintain our dependant
variable in a binary health descriptor.
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3. Findings:

Table 6 presents the results of a probit analysig@ at studying the individual determinants
of health status and migrant health heterogeneitgraling to their migratory status and their
origin.

Model 1, which contains only a control variablelablogical factors (age and sex), shows
that migratory status has a significant effect ba tisk of reporting a poor self-assessed
health status (column 1, table 7). First and seogewkeration migrants have a significant
higher risk than the native French born populatmmneport a poor health status and this risk
Is dissimilar among the migrant population. Induads coming from SEM countries are more
likely to be in the poorer health category, whethey belong to the first generation or
second group. This result is consistent with presiBrench studies that show the poor health
conditions of the migrant population in France, ethcontrasts with the “healthy migrant
effect” hypothesis (Attias-Donfut & Tessier, 20Q%rt & al., 2007; Jusot & al., 2009). As
expected, the probability of reporting a poor Heatatus is higher for women and also
increases with age.

The control variable for socio-economic conditigmevides different results (model 2). First,
the decrease in marginal effects associated witlratary status between model 1 and 2
shows that the poor health status of migrants idypexplained by their more unfavourable
socio-economic conditions. In spite of this deceedgst-generation migrants still have a
significantly higher risk than the native Frenclpplation to report poor health status. Even
after control for socio-economic conditions, th&krof being in the poorer health category is
higher for people who have emigrated from SEM coest(marginal effect equals 0.14 and is
significant to the 1% level) than people who haveigeated from all other countries
(marginal effect equals 0.07 and is significantthie 5% level). This result suggests that
migration and origin have a detrimental effect th&tindependent of socio-economic
conditions of immigrants in the host country. Amosgcond-generation migrants, only
individuals whose parents have emigrated from #ikeo countries but not SEM countries
have a significant higher risk than the native Eheborn population to repoxeteris paribus,

a poor self-assessed health status. Thus, thengetial effect of migration independently of
socio-economic conditions is again observed fors thub-group of second-generation
migrants. However, this effect is not verified f@cond-generation migrants whose parents
have emigrated from SEM countries and thus it sethaistheir poor health status is entirely
explained by poor material conditions.

Furthermore, the findings of model 2 confirm théiuence of socio-economic conditions on
health status proved by previous studies relatmgdcial health inequalities. All socio-

® Note that the equality test of marginal effect haen accepted.
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economic variables have a significant effect ontheand in the expected way (Goldberg &
al., 2002; Cutler, Lleras-Muney & Vogl, 2008). Imdiuals without any qualifications and
those with a primary level of education are moieelli to report poorer health status
compared to individuals with a post-secondary etioicalevel and skilled or unskilled
workers compared to executives. Individuals algonaore likely to report a poor health status
when they are inactive, unemployed or a single npgaftdousehold income has a strongly
significant effect on self-assessed health statusedt reduces the risk of reporting a poor
health status.

Model 3 provides the results of the third analysisere social integration indicators (i.e.
psycho-social resources) are introduced into thggession in addition to origin, socio-
economic conditions, age and sex. Introducing psgdtial resources into the model
substantially modifies the results and especidléy influence of a person’s country of origin
in the explaining health status. Within the firgtagration migrants’ group, only people who
had emigrated from SEM countries had a signifidagher risk of reporting a poor health
status than the French born population. Hence d@kigencountry, and especially being born in
SEM countries, generates a detrimental effect dfiaseessed health independently of
economic conditions and social integration. Theulesuggests that apart from the effect of
socio-economic conditions and social integratidrere are still some hidden factors which
have a detrimental impact on their health statwnversely, the effect of having emigrated
from countries other than those of the SEM didreatain significant on the risk of reporting
a poor health status after control for psycho-domsources. Thus, there is no more
significant difference in health status betwees gub-group of first generation migrants and
the native French born population. This suggeststtie poor self-assessed health of migrants
from those countries is mainly explained by thebipaccess to psycho-social resources, in
addition to their disadvantaged socio-economic tawms$. Despite a slight decrease in
marginal effects, the results concerning the segameration migrants did not change after
the introduction of psycho-social resources. Théassessed health status of the second-
generation migrants’ group whose parents had etedrdrom SEM countries is not
significantly different from the native French bgoopulation whereas those whose parents
have emigrated from other countries have a higskraf being in a poorer health status than
the French born population.

All social integration indicators are strongly agsted with the risk of reporting a poor self-
assessed health status. Having spoken in Frenclarasttier language during childhood in
comparison to having spoken only in French increabe risk of reporting a poor health
status. We did not find any significant effect aving spoken only in another language.
Indeed, there is no significant difference betwéedividuals who have spoken only in

another language and those who have spoken intrbnaddition there is a clear association
between the three psycho-social resources and rtimalplity of an individual declaring a

poor self-assessed health status. Hence, indigdwdio do not have any collective
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participation, who disagree that they have autonamtheir work and who have suffered
from loneliness, have a higher risk to be in therpoself-assessed health category (marginal
effects significantly different from 0 at the 1%vét). These results confirm previous
literature on social health inequalities (Sirve@0@; Folland, 2007; Islam, 2007; Jusot & al.,
2008).

The analysis of the determinants of poor accessyoho-social resourcesonfirms also the
contribution of this dimension to social health qoalities related to migratory status.
Actually, socio-economic conditions, migratory s&fnd origin play a considerable role in
social integration. Hence, individuals with lowesvéls of education, income and more
generally unfavourable socio-economic conditionffesuon average from less access to
psycho-social resources. Similarly, the migrantyation tends to have less access to these
resources and is less likely to be socially integgtanto society than the native French born
population. For example, migrants participate gigantly less often and frequently have less
emotional and social support.

Findings not reported.
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Table7. Influence of migratory status, origin and social integration on therisk to report a poor health status

Poor self assesed health

Poor self assesed health

Poor self assesed health

Characteristics Model 1 Model 2 Model 3
Mfx p-value Mfx p-value Mfx p-value

Male Ref Ref Ref
Femal 0,0z 0,0C ** 0,0C 0,91 0,0C 0,9:
Age Ref Ref Ref
Age 0,01 0,00 ik 0,01 0,00 ok 0,01 0,00 el
Migratory status: French Ref Ref Ref
First migrant generation

From SEM countries 0,25 0,00 oxx 0,14 0,0 ** 0,10 0,01 x*x

From all other countries 0,12 0,00 ok 0@, 0,01 ki 0,03 0,29
Second migrant generation

From SEM countries 0,11 0,02 bl 0,05 0,25 ,00 0,56

From all other countries 0,04 0,05 * 0,05 0,03 o 0,04 0,08 *
Post-secondary education Ref Ref
Without certificate 0,19 0,00 *x 0,16 0,00 ok
Primary 0,09 0,00 ohx 0,07 0,00 **
1st level of secondary school 0,05 0,01 *x 0,03 0,06 *
2nd level of secondary school 0,01 0,46 0,01 0,80
Other level of education 0,05 0,54 0,03 0,72
SES: Executive Ref Ref
Agricultural employee 0,01 0,72 0,02 0,52
Self-employed 0,00 0,99 0,01 0,84
Intermediary occupations 0,01 0,70 0,01 0,77
Administrative employee 0,07 0,01 *x 0,05 0,05 *k
Business employee 0,08 0,01 ** 0,06 0,04 **x
Skilled worker 0,07 0,02 *x 0,05 0,06 *
Unskilled worker 0,09 0,01 ** 0,06 0,05 *
Non-working 0,00 0,93 0,00 0,92
Occupation : Actif Ref Ref
Non-working 0,19 0,00 ohx 0,17 0,00 i
Retired 0,02 0,41 0,02 0,37
Unemployed 0,16 0,00 ohx 0,14 0,00 i
Income: 5th quintile Ref Ref
1th quintile 0,18 0,00 b 0,16 0,00 ok
2nd quintile 0,11 0,00 ik 0,10 0,00 ok
3rd quintile 0,05 0,03 b 0,04 0,06 *
4th quintile 0,05 0,03 b 0,04 0,06 *
Unknown 0,06 0,01 ** 0,05 0,04 **
Household composition: Couple with child Ref Ref
To be alone 0,06 0,00 *x 0,05 0,00 ok
Single-parent 0,07 0,00 ** 0,06 0,01 **x
Childless couple 0,04 0,02 *x 0,04 0,02 ok
Other household composition 0,06 0,10 * 0,04 0,23
French language Ref
French and other language 0,03 0,07 *
Other language 0,02 0,33
Collective Praticipation Ref
No collective participation 0,05 0,00 i
To have autonomy at work Ref
To have no autonomy at work 0,04 0,00 ox
Not applicable 0,03 0,19
To not have suffered from loneliness Ref
To have suffered from loneliness 0,14 0,00 il
No answer 0,00 0,89
N 6555 6555 6555
Pseudo R2 (Mc Faden) 0,12 0,00 ok 0,19 0,00 ok 0,20 0,00 ==
Log L -3383,7 -3132,7 -3092,5

Legend :* p<0,1; ** p<0,05; *** p<0,01
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Conducting separate analyses for both sexes wedfalifferent associations between
migration, origin and health status (Table 8 & Be first column of both tables shows that
migratory status does not work identically for memd women after control for biological

factors. Among women, first and second generatiagrants have a higher risk to be in a
poorer health category than the native French population (Table 8) whereas this risk is
only higher for first-generation migrants among n{€able 9). In both genders, the risk is
higher for people coming from SEM countries thantfmse coming from all other countries,
which is consistent with the previous analysis (€at).

The control for socio-economic conditions revealme interesting patterns, especially for
men (column 2 of Tables 8 & 9). While all migrat@®tatus remains significantly associated
with a poor health status for women, this is nosesbed for men. Indeed, there is no
significant difference in health status betweenrthgrant population (whether they belong to
the first or second generation) and the native ¢frdsorn population. These results suggest
that the poor health status of male immigrant pafiah is entirely explained by their more
unfavourable socio-economic conditions in Francar. Women however, marginal effects
associated with migratory status are still sigaifit which suggests a detrimental effect of
migration on health independently of socio-econonoaditions. Once again, for first and
second generation migrants the risk of reportipger health status seems higher for women
coming from SEM countries (marginal effects equead22 and 0.10 and is significant at the
1% and 10% level respectively). Note that the ¢ftécsocio-economic conditions on health
status is quite similar among men and women. Tigdifierences are that education is more
strongly associated with a women health status thamen, whereas socio-economic position
iIs not associated with health status in women dunhimen. Apart from the occupation’s
modality “retired” which is negatively associatediwa poor health status for men, we found
associations of the same sign and magnitude.

Introducing social integration indicators into tmeodel (column 3 of Table 8 & 9)
considerably affected the results concerning ttkience of origin in the explanation of
health status but only for women. Among women, diikt-generation migrants from SEM
countries had a higher risk than the native Frdyanim population to be in the poorer health
category (marginal effect equals to 0.15 and sicgnit at 5%). This suggests that if socio-
economic conditions and social integration largetplain the poor health status of the female
migrant population, there is still a hazardousaften health of being born in a SEM country.
However, with regard to men there are still no digant differences between migrant
population and French population, even if sociékgnation is strongly associated to health
status in male population.

The influence of socio-economic conditions on Hedt in general terms, quite similar even

after control for social integration indicators afwd both analyses we find again the same
associations between social integration indicados health status.
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Table 8. Influence of migratory status, origin and social integration on therisk to report a poor health status
(Women only)

Poor self assesed health

Poor self assesed health

Poor self assesed health

Characteristics Model 1 Model 2 Model 3
Mfx p-value Mfx p-value Mfx p-value
Age Ref Ref Ref
Age 0,01 0,00 ok 0,01 0,00 ok 0,01 0,00 ok
Migratory status: French Ref Ref Ref
First migrant generation
From SEM countries 0,30 0,00 i 0,22 0,0 ok 0,15 0,01 =
From all other countries 0,15 0,00 ok 10, 0,00 ok 0,05 0,18
Second migrant generation
From SEM countries 0,15 0,00 o 0,10 0,05 0,06 0,23
From all other countries 0,06 0,05 kil ®,0 0,03 *x 0,05 0,10
Post-secondary education Ref Ref
Without certificate 0,21 0,00 *x 0,17 0,02 **
Primary 0,15 0,00 il 0,12 0,00 il
1st level of secondary school 0,07 0,01 ki 0,05 0,03 ki
2nd level of secondary school 0,04 0,16 0,02 0,36
Other level of education 0,10 0,33 0,08 0,45
SES: Executive Ref Ref
Agricultural employee 0,00 0,96 0,01 0,88
Self-employed -0,01 0,84 0,00 0,98
Intermediary occupations 0,00 0,96 0,00 0,96
Administrative employee 0,06 0,13 0,04 0,27
Business employee 0,07 0,09 * 0,05 0,21
Skilled worker 0,06 0,20 0,05 0,29
Unskilled worker 0,07 0,12 0,05 0,29
Non-working 0,02 0,69 0,02 0,70
Occupation : Actif Ref Ref
Non-working 0,15 0,00 il 0,14 0,00 il
Retired 0,05 0,06 * 0,05 0,05 *
Unemployed 0,17 0,00 il 0,15 0,00 ok
Income: 5th quintile Ref Ref
1th quintile 0,14 0,00 il 0,13 0,00 il
2nd quintile 0,08 0,01 ** 0,06 0,03 b
3rd quintile 0,03 0,36 0,02 0,54
4th quintile 0,06 0,02 ** 0,06 0,05 b
Unknown 0,03 0,34 0,02 0,51
Household composition: Couple with child Ref Ref
To be alone 0,07 0,00 ki 0,07 0,01 ki
Single-parent 0,05 0,04 ** 0,05 0,09 *
Childless couple 0,02 0,46 0,01 0,50
Other household composition 0,05 0,22 0,03 0,42
French language Ref
French and other language 0,05 0,03 i
Other language 0,03 0,32
Collective Praticipation Ref
No collective participation 0,06 0,00 x
To have autonomy at work Ref
To have no autonomy at work 0,04 0,02 *x
Not applicable 0,01 0,86
To not have suffered from loneliness Ref
To have suffered from loneliness 0,16 0,00 ok
No answer 0,01 0,73
N 3885 3885 3885
Pseudo R2 (Mc Faden) 0,12 0,00 ok 0,18 0,00 ok 0,19 ok
Log L -2046,3 -1900,3 -1870,4

Legend :* p<0,1; ** p<0,05; *** p<0,01
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Table 9. Influence of migratory status, origin and social integration on therisk toreport a poor health status

(Men only)

Poor self assesed health

Poor self assesed health

Poor sdlf assesed health

Characteristics Model 1 Model 2 Model 3
Mfx p-value Mfx p-value Mfx p-value
Age Ref Ref Ref
Age 0,01 0,00 0,01 0,00 ok 0,01 0,00 ok
Migratory status: French Ref Ref Ref
First migrant generation
From SEM countries 0,20 0,00 i 0,07 ®,1 0,05 0,34
From all other countries 0,08 0,04 *x 0 0,69 0,00 0,99
Second migrant generation
From SEM countries 0,00 0,97 -0,05 0,44 ,060 0,39
From all other countries 0,02 0,56 0,02 ,440 0,02 0,52
Post-secondary education Ref Ref
Without certificate 0,20 0,02 *x 0,17 0,05 *x
Primary 0,03 0,34 0,02 0,53
1st level of secondary school 0,03 0,30 0,02 0,45
2nd level of secondary school -0,01 0,71 -0,02 0,55
Other level of education 0,02 0,88 0,01 0,95
SES: Executive Ref Ref
Agricultural employee 0,02 0,67 0,03 0,49
Self-employed 0,01 0,85 0,02 0,70
Intermediary occupations 0,02 0,61 0,02 0,63
Administrative employee 0,10 0,04 o 0,08 0,08 *
Business employee 0,06 0,37 0,04 0,50
Skilled worker 0,08 0,02 *x 0,07 0,06 *
Unskilled worker 0,11 0,01 *x 0,08 0,07 *
Non-working -0,11 0,11 -0,14 0,03 ok
Occupation : Actif Ref Ref
Non-working 0,38 0,00 il 0,36 0,00 il
Retired -0,06 0,06 * -0,06 0,07 *
Unemployed 0,13 0,00 ok 0,11 0,00 *k
Income: 5th quintile Ref Ref
1th quintile 0,22 0,00 ok 0,20 0,00 ok
2nd quintile 0,14 0,00 ok 0,13 0,00 ok
3rd quintile 0,08 0,01 ** 0,07 0,03 **
4th quintile 0,01 0,64 0,01 0,80
Unknown 0,10 0,01 *x 0,09 0,02 *x
Household composition: Couple with child Ref Ref
To be alone 0,06 0,02 *x 0,05 0,07 *
Single-parent 0,12 0,01 o 0,10 0,03 ki
Childless couple 0,07 0,00 o 0,07 0,01 ki
Other household composition 0,08 0,19 0,07 0,23
French language Ref
French and other language 0,01 0,82
Other language 0,02 0,63
Collective Praticipation Ref
No collective participation 0,04 0,04 ki
To have autonomy at work Ref
To have no autonomy at work 0,05 0,01 o
Not applicable 0,17 0,00 ki
To not have suffered from loneliness Ref
To have suffered from loneliness 0,09 0,01 ki
No answer -0,04 0,32
N 2670 2670 2670
Pseudo Rz (Mc Faden) 0,14 0,00 ok 0,23 0,00 0,23 0,00  ***
Log L -1332,8 -1199,6 -1185,6

Legend :* p<0,1; ** p<0,05; *** p<0,01
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The only difference is that the language spokernnduchildhood influences only women’s

health status. Otherwise, the lack of civic engag@mno sense of control at work and no
social support increase significantly the risk ® ib the poorer health category for both
women and men.

The last analysis (Table 10) was performed by bngaklown the two migrant generation
groups coming from SEM countries into two sub-gmupndividuals coming from Turkey
versus those coming from North Africa or the Midelast. Model 1 is consistent with results
previously shown since first and second generatiggrants have a higher risk of being in
poorer health status after control for biologiaatbrs. This risk is again dissimilar among the
migrant population. Within both migrant generatgmoups, the risk to report a poorer health
status is higher for individuals coming from SEMuntries. Moreover, among both groups
the effect is strongest for those coming from TwyrkAfter control for socio-economic
conditions, first-generation migrants still havehgher risk than the native French born
population to report poorer health status. Withis group, the estimated risk of poorer health
status is higher for people who have emigrated frbmnkey than for people who had
emigrated from North Africa or the Middle East dimhlly for those who had emigrated from
all other countries. The effect associated witmgdiorn in Turkey is therefore the strongest
one (marginal effect equal to 0.24), even thougfs ibnly significant at the 10% leveél.
Among the second-generation migrants group, onlypleewhose parents have emigrated
from Turkey and from all other countries (that @ S8EM countries) still have a higher risk of
being in the poorer health status category. Theedse in marginal effects associated with
migratory status between model 1 and 2 shows ti@abd-®conomic conditions partly explain
the poorer health status of this group of the nmigpopulation. Unlike the poor health status
of second-generation migrants whose parents haigraed from North Africa or the Middle
East, this seems to be entirely explained by secaomic factors.

When social integration indicators are introducetb ithe model (model 3), the results are
partly altered. Among the first-generation migrarasly people who have emigrated from
North Africa and Middle East still have a higheskriof reporting a poorer health status than
the native French born population. Therefore thare no more differences between
individuals who have emigrated from Turkey or frai other countries and the French
population regarding self-assessed health. Theseltseconfirm that a lack of social

integration and poor socio-economic conditions éfrgexplain the poor health status of
individuals who have emigrated from Turkey or frathother countries. Even so, there is a
detrimental effect of migration for those who hawmigrated from North Africa or the Middle

East which is independent of socio-economic comaléti or social integration. Findings

concerning the second migrant generation are girléhose of model 2, even after control
for psycho-social resources. Hence, only peoplesetmarents have emigrated from Turkey

" Due to the sample size of this migrant populatioa suspect a statistical robustness problem.
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and all other countries have a higher risk of répgra poor health status. The slight decrease
in coefficient tends to show that social integnatexplains only a small part of health status
for these sub-groups of migrants.

Note that findings concerning the impact of so@ore@mic conditions and psycho-social
resources are similar to the first analysis (TabléTdividuals without any qualifications,
skilled or unskilled workers, non-worker, unempldya single parents for instance also have
a higher risk to be in the poorer health categdtpusehold income reduces also the
probability of reporting a poor health status. Avously stated, all social integration
indicators are associated with the risk of pooithestatus. Individuals who do not have any
collective participation, who disagree that theyéhautonomy at work and who have suffered
from loneliness are more likely to be in the poaelf-assessed health category.
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Table 10. Influence of migratory status, origin and social integration on therisk toreport a poor health status
Breaking down migrants coming from SEM countries: Turkey versus North Africa or Middle East

Poor self assesed health

Poor self assesed health

Poor self assesed health

Characteristics Model 1 Model 2 Model 3
Mfx p-value Mfx p-value Mfx p-value
Male Ref Ref Ref
Female 0,03 0,00 *x 0,00 0,91 0,00 0,95
Age Ref Ref Ref
Age 0,01 0,00 rkk 0,01 0,00 rkk 0,01 0,00 rokk
Migratory status: French Ref Ref Ref
First migrant generation

From SEM countries

Turkey 0,40 0,00 i 0,24 0,08 * 0,21 0,13

North Africa and Middle East 0,24 0,00 *** 0,13 0,00 ki 0,09 0,02 b
From all other countries 0,12 0,00 ok 0,07 0,01 *x 0,03 0,26

Second migrant generation

From SEM countries

Turkey 0,37 0,01 ** 0,30 0,04 ki 0,24 0,10 *

North Africa and Middle East 0,08 0,09 * 0,02 0,66 0,00 0,99
From all other countries 0,04 0,05 * 0,05 0,03 *x 0,04 0,07 *
Post-secondary education Ref Ref
Without certificate 0,19 0,00 ** 0,16 0,00 *x
Primary 0,09 0,00 rkk 0,07 0,00 i
1st level of secondary school 0,05 0,01 *x 0,03 0,06 *
2nd level of secondary school 0,02 0,45 0,01 0,80
Other level of education 0,05 0,54 0,03 0,71
SES: Executive Ref Ref
Agricultural employee 0,01 0,72 0,02 0,52
Self-employed 0,00 0,98 0,01 0,86
Intermediary occupations 0,01 0,69 0,01 0,76
Administrative employee 0,07 0,01 *x 0,06 0,04 **
Business employee 0,08 0,01 *x 0,06 0,04 **
Skilled worker 0,07 0,02 *x 0,05 0,06 *
Unskilled worker 0,08 0,01 ** 0,06 0,06 *
Non-working 0,01 0,90 0,00 0,95
Occupation : Actif Ref Ref
Non-working 0,19 0,00 rkk 0,17 0,00 xkk
Retired 0,02 0,43 0,02 0,39
Unemployed 0,16 0,00 Fokk 0,14 0,00 Fork
Income: 5th quintile Ref Ref
1th quintile 0,18 0,00 e 0,16 0,00 b
2nd quintile 0,11 0,00 Fkk 0,10 0,00 Fowk
3rd quintile 0,05 0,03 *x 0,04 0,06 *
4th quintile 0,05 0,03 hid 0,04 0,06 *
Unknown 0,06 0,01 *x 0,05 0,04 **
Household composition: Couple with child Ref Ref
To be alone 0,06 0,00 *x 0,05 0,00 *x
Single-parent 0,07 0,00 *x 0,06 0,01 **
Childless couple 0,04 0,02 *x 0,04 0,03 **
Other household composition 0,06 0,10 * 0,04 0,23
French language Ref
French and other language 0,03 0,07 *
Other language 0,02 0,40
Collective Praticipation Ref
No collective participation 0,05 0,00 rx
To have autonomy at work Ref
To have no autonomy at work 0,04 0,00 xkk
Not applicable 0,03 0,18
To not have suffered from loneliness Ref
To have suffered from loneliness 0,14 0,00 Fork
No answer 0,00 0,85
N 6555 6555 6555
Pseudo R2 (Mc Faden) 0,12 0,00 b 0,19 0,00 rkk 0,20 rkk
Log L -3381,0 -3130,6 -3090,7

Legend :* p<0,1; ** p<0,05; *** p<0,01
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4. Conclusion:

This study provides empirical evidence of the lpgtween migratory status, country of origin
and health status, controlling for other usual thedeterminants, such as age, gender, socio-
economic conditions and psycho-social resources. r@sults are consistent with several
previous studies since we have shown that the migpmpulation (first and second
generation) are more likely to have a poorer heatdtus than the native French born
population (Attias-Donfut & Tessier, 2005 ; Lert &., 2007 ; Jusot & al., 2009). The
“healthy migrant effect” is therefore not supported-rance and people who are descendents
of immigrants are dissimilar to native French bpapulation with regards to health status.

Introducing origin into the analysis enables usdofirm the health heterogeneity within both
groups of migrants. The effect of migratory stagiactually different and not homogeneous
among native countries. Without any control for iseeconomic condition or social
integration indicators, individuals coming from SEMuntries are more likely to report a
poor health status than the native French born lptpn (whether they belong to the first
generation group or the second one) and this Bskns higher for individuals coming from
Turkey.

Among first-generation migrants, there is a detritakeffect of being born in North Africa or

the Middle East on health which is independentheirteconomic situations and their social
integration. Conversely, for second-generation amtg we have shown that the effect of
migration is adverse for those whose parents hmigrated from Turkey and from countries
other than the SEM countries. These results sugpestsome other hidden factors may
explain the health status of these subgroups ofamigpopulation. These factors may be
related, for instance, to cultural habits or toenstending the French health care system.

Apart from these subgroups of the migrant popugtiour findings indicate that socio-
economic situation, along with social integratitargely explains the health of the immigrant
population as it was proven by previous studiesyid#d & Danforth, 2003; Attias-Donfut &
Tessier, 2005; Jusot & al, 2009). These resultsnatesurprising since a number of studies
have shown that an immigrant's economic conditians on average poorer than native
population’s. The immigrant unemployment rate festance is double the native French born
population and a large part of this sub-populatioRrance is unskilled workers.

When we replicated the analyses separately among and women, we found different
associations between origin and health. Migrataagus and origin do not have the same
effect on men or women. The poor health statusrabdefor each migratory status with
regard to men is entirely explained by their monéauourable socio-economic conditions.
Unlike among women, health status is not entiredgl@&ned by socio-economic conditions
but also by social integration and similarly we rduthat migration and origin had a
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detrimental effect on first-generation migrant woemeho had emigrated from SEM
countries. These results confirm that migration aghndhe male population is mainly
motivated by the search for better employment dpities and that is why their health
status is more related to socio-economic conditi@s average, they have less access to
employment and poorer working conditions than thiéve French born male population.

Our empirical results corroborate previous studiesve have also shown that psycho-social
resources are strongly associated with healthss{&iuven, 2006; Folland, 2007; Islam, 2007;
Jusot & al., 2008). A lack of civic engagement, isbsupport or autonomy at work is
associated with the probability of reporting a modrealth status. Furthermore, it seems that
access to these resources is uneven across th&apapuwand strongly influenced by socio-
economic conditions, migratory status and origiherefore, further investigations should
prove the causal pathway between socio-economiditwoms, access to psycho-social
resources and health of the migrant populationttier definition of relevant public health
policies. Indeed, discrimination based on ethnicitymmigrant status may be an important
factor of unequal access to psycho-social resourc&sance and could potentially explain
the poor health status of this sub-group withingbpulation.

However, our research suffers from some limitatidfisstly, our sample includes solely the
immigrant population who belong to ordinary houddhoThe data does not permit us to
analyse the marginalised or illegal migrant popaiatand in this way, we may have
overestimated the general health status of theamigoopulation. Additionally, the use of
self-assessed health to measure health status beutditicised as this variable may suffer
from individual reporting heterogeneity (Bago d’'Usa al. 2008) and its comparability

among the native and immigrant populations mayuestioned. Despite its subjectivity, this
indicator has been found to be a good predictanoftality (Idler & Benyamini, 1997) and

several studies have validated its utilisation agnethnic groups (Chandola & al., 2000;
Molines & al, 2000;Jenkinson & al., 2001).
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