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Abstract 

Although there has been a large body of research looking at migrant health issues, there is 

little understanding of migrant health in Australia due to limited research. Australia is among the top 

migration countries, where about half of the population is a first- or second-generation migrant, and 

where more than quarter of the labour force consists of migrants. This study adds to our 

understanding of migrant health in Australia by exploring the health status and health risk factors of 

migrants in comparison to the native-born population in Australia. It uses data from the Australian 

Health Survey conducted by the Australian Bureau of Statistics (ABS) in 2011-12. The analysis 

includes two measures of health: self-assessed health and Body Mass Index. Migrant status as the 

main predictor is broken into categories according to the year of arrival to explore the possible 

effect of assimilation on health outcomes. The preliminary results show that migrants in Australia 

report better health than the native born population controlling for other factors. However, the 

better health status is mostly attributable to the newly arrived migrants, as the health status of 

earlier waves of migrants is not significantly different from that of native Australians. Health risk 

factors are also found to be much lower among migrants of all categories compared to the native 

born. The further explore the health of migrants more measures of health and country of birth of 

migrants are intended to be added to the analysis in preparation for the conference. 

Introduction 

Migrant health issues have been a focus of international research for decades (McKinley, 

1975; Kasl & Berkman, 1983; Rust, 1990; Palloni & Arias, 2004). A large body of empirical evidence 

comes from studies conducted in the United States (e.g. Abraido-Lanza et al., 1999; Argeseanu 

Cunningham et al. 2008; Palloni and Arias, 2004; Rust, 1990), and more recently from Europe (e.g. 

Akhavan et al. 2004; Lindstrom and Sundquist, 2005; Razum et al. 1998;), Canada (e.g. Dunn and 

Dyck, 2000; McDonald and Kennedy, 2005; Newbold, 2005), and China (e.g. Chen, 2011),  but 

findings have been inconsistent. It is difficult to determine trends and associations between 

migration and health based on these studies because they focus on certain health outcomes and 

certain migrant groups in particular populations. The inconsistency in outcomes is explained by the 

diversity of factors involved in the process of migration that, combined with individual factors, 

significantly affect the health and access to care of those involved in the process. These factors range 

from individual to environmental and structural-level determinants (Irving and Mosca, 2010). 



Migrants often find themselves in a country with a different language, culture and behaviours, which 

directly or indirectly contribute to health disparities. International migrants are often obliged to live 

and work in marginal situations, and hence are more vulnerable to environmental disasters than 

non-migrants. Migrants are often systematically discriminated against in national health policies and 

are ignored in routine health data collection and research (Irving and Mosca, 2010), which are the 

necessary basic steps towards creating more inclusive and stronger national health policies. The 

latter is especially relevant to Australia. Although almost half the population are a first or second 

generation migrants (Hugo, 2010), little research has been conducted towards understanding the 

health risks and challenges faced by the growing community of migrants in the country. The 

evidence is either outdated (Krupinski, 1984), or is focused only on certain types of migrants (Khoo, 

2010) and certain ethnic groups (Stanaway et al., 2010), or covers only certain medical conditions 

(Kennedy et al., 2006). 

The global stock of international migrants was estimated at about 214 million in 2010 (UN, 

2011): Australia was among the top 15 countries with the highest proportion of migrants in the 

population, and this number has been increasing in the last decade. Migrants make up about 27 

percent of the total labour force in Australia (OECD, 2011), and play a crucial role in driving the 

economy for a society with an aging population. Meanwhile, it has been observed that poor health 

makes certain groups of migrants, such as refugees and humanitarian migrants less likely to 

participate in economic activities (Khoo, 2010). The inflow of young and healthy skilled economic 

migrants and international students is increasing, making the more vulnerable migrant groups 

invisible in national statistics of Australian migrant population. The migrant population has been 

growing in size and diversity, so that poor health among them will not only jeopardize the health of 

native-born Australians, prevent migrants from fully contributing to the economy, but also strain the 

limited resources of the government that will need to be directed towards the treatment of sick 

migrants. It is important, among other issues, to promote health policies that will guarantee 

migrants’ equal access to health care services and help them maintain good health after their arrival 

in Australia. At the same time it is important that the health policies are based on rigorous research 

and clear understanding of migrant health issues. However, the current state of knowledge on 

migrant health in Australia leaves a large gap in our understanding of the social determinants 

creating and reproducing health disparities among migrants.  

The current study aims at  

- to understand the demographic and socio-economic factors creating health disparities 

among migrants; 



- to contribute to the international research by adding empirical evidence on migrant health 

issues in Australia. 

Theoretical Background 

Much research on migrant health stems from structuralist and cultural approaches in Medical 

Sociology focused on understanding of social, economic and cultural determinants of health. This 

theory suggests that low socio-economic status of individuals leaves them with higher rates of 

morbidity and mortality. However, in migrant health research prevailing evidence suggests that 

migrants from developing countries enjoy better health and lower mortality rates than non-migrant 

populations in the destination, particularly in regard to cardiovascular conditions, obesity, mental 

and perinatal health and some types of cancers (e.g. Jasso et al., 2004; Singh and Hiatt, 2006; Singh 

and Siahpush, 2001; Razum et al., 1998). This health advantage of migrants over the native-born 

population despite the lower socio-economic status is known as the “healthy migrant” paradox. 

Chen (2011) has summarized the three possible reasons suggested in the literature to explain the 

“healthy migrant” effect: a) only healthy individuals are selected into migration; b) migrants are 

likely to under-report their health conditions due to limited use of or access to health care services; 

and c) “salmon-bias” effect – migrants return to their home countries in case of serious illness.  

However, there has been strong evidence that migrant health advantage diminishes over time 

(Kennedy et al., 2006; Escobar, et al. 2000; McDonald and Kennedy, 2004). Some researchers 

suggest that it is explained by acculturation, as migrants assimilate to the lifestyle and habits of 

native-born population over time, but others argue that unfavourable socio-economic status and 

environment where migrants live and work negatively affect their health (Fennelly, 2007). There has 

also been evidence that the “healthy migrant” effect does not apply to all immigrant groups. Studies 

found increased rates of morbidity and mortality among migrant groups, especially for some chronic 

conditions such as diabetes, brain and stomach cancer, infectious diseases, injuries and self-rated 

health (e.g. Newbold and Danforth, 2003; Singh and Siahpush, 2001; Sinclair et al., 2006). This health 

disadvantage of migrants is usually explained by the stressful process of migration and the negative 

impact of disadvantaged socio-economic status of migrants in the destination (Argeseanu 

Cunningham et al., 2008).  

The debate over migrant health remains open. While many studies have been able to 

establish whether certain migrant groups have an advantage over non-migrants in regard to certain 

health indicators or not, there is little consensus over the socio-economic factors and processes 

creating this advantage or disadvantage, or having the diminishing effect on migrants’ health. 

Moreover overwhelmingly, the body of evidence is limited to US immigrants, and more recently to 

Europe and Canada, and it is needless to stress that migrant profiles vary widely within and between 



different countries. These differences have resulted in inconsistent findings and created a need for 

more research on migrant health issues from a wider range of countries.  

In Australia national statistics on morbidity and mortality rates among foreign born in 

Australia, reported by the Australian Institute of Health and Welfare (AIHW), provide some evidence 

of migrant health advantage. According to 2010 report, foreign-born individuals score better on 

most of the health indicators than the native born population in Australia (AIHW, 2010). For 

example, in the period between 2005 and 2007 the overall death rate for overseas-born people was 

lower by 7 percent than that of the Australia-born, although the rates varied greatly by country of 

origin. Similarly, depending on the country of origin, some migrant groups scored better on various 

health risk factors, such as alcohol intake, smoking and exercise, and others scored worse than the 

native-born population. However, “healthy migrant” approach cannot be applied to migrant health 

advantage in Australia, as migrants here are of higher socio-economic status than the total 

population on average, unlike immigrants in the US. At the same time, migrant health reports in 

Australia present mortality and illness rates grouped into large clusters of origin countries, such as 

UK and Ireland, other Europe, Asia and “other” (AIHW, 2006; 2008). Although these statistics give us 

some idea of the health status of migrant groups in Australia, they do not explain the underlying 

socio-economic determinants and processes that might be creating health disparities between 

migrant groups. Averages also carry the danger of disguising the most vulnerable migrant groups, 

such as newly arrived refugees, due to their smaller numbers compared to economic immigrants. 

There has been some evidence that humanitarian migrants have poorer health than other 

immigrants in Australia, despite the settlement assistance and access to health care services 

provided to them by the government (Kennedy and McDonald, 2006). Nevertheless, research on 

migrant health in Australia remains very limited and most of it is related to health care service 

utilization and access among migrants (Chu, 2005; Dolman et al., 1996; Murray and Skull, 2004). 

There is lack of understanding of the social factors that cause health disparities among migrant 

groups such as humanitarian migrants in Australia. At the same time findings from other countries 

cannot be applied to migrant health issues in Australia due to the differences in migration systems 

and migrant profiles between them.   

To add to the international literature and to our understanding of migrant health issues in 

Australia, the current study explores the health status of migrants in comparison to the native 

population in Australia and the socio-economic factors affecting them. 

Data and methods 

The study uses data from the Australian Health Survey conducted by the Australian Bureau of 

Statistics (ABS) in 2011-12. Face-to-face interviews were conducted with about 20 thousand usual 



residents of about 15 500 private dwellings in urban and rural areas of Australia. The survey 

collected detailed information about health conditions, health risk factors, health related actions, 

and socio-demographic characteristics. For the purposes of this study, only individuals aged 18-65 

are included in the analysis, because the health issues among the aged population are a separate 

subject for research. 

To compare the health status of migrants and the native-born Australians the study uses two 

different measures of health, including: a) Self assessed health; and b) Body Mass Index. Self 

assessed health is an ordinal variable coded the following way: 1=Excellent, 2=Very good, 3=Good, 

4=Fair, and 5=Poor. Body Mass Index (BMI) is also an ordinal variable coded as: 1=Normal, 

2=Overweight and 3=Obese. Both models for the outcomes ‘self-assessed health’ and ‘BMI’ are 

fitted using logistic regression for ordered categories. 

The main predictor in all models is individual’s migrant status measured in two different ways. 

First, the person is considered a migrant if he/she was not born in Australia. Second, according to 

the year of arrival in Australia the migrant status was broken into dummy variables, such as ‘born in 

Australia’ (the reference category), ‘arrived before 1985, ‘arrived between 86-95’, ’arrived between 

96-05’, and ‘arrived between 2006-2011’. All models also control for basic socio-demographic and 

economic characteristics such as age, sex, registered marital status, highest year of school 

completed, whether or not they have a non-school qualification, whether or not they are employed, 

proficiency in spoken English, as well as three health risk factors, including: whether or not the 

person is a current smoker (on daily/weekly/monthly basis), ex-smoker, or has never smoked; 

whether or not the person’s physical activity the previous week met 150 minutes of recommended 

guidelines; and whether or not the person’s vegetable and fruit consumption met recommended 

guidelines.  

Preliminary results 

The results of the Logistic regression for ordered categories are presented as odds ratios in Tables 1 

and 2: a value above one signifies a positive association, and a value below one means a negative 

association. Model A in each table presents the results where the main predictor is the binary 

measure of migrant status. Model B in each table shows the results using Migrant categories 

according to their year of arrival as the main predictor.    

Table 1. Logistic regression for ordered categories predicting Self -assessed Health by Migrant status. 

 Model A Model B 

 Odds Ratio P Odds Ratio P 

Migrant 0.889 0.0003   

Arrived before 1985     1.036 0.4295 

Arrived in 86- 95     1.096 0.1394 



Arrived in 96 - 05     0.780 <.0001 

Arrived in 06 - 11   0.548 <.0001 

Age 1.011 <.0001 1.009 <.0001 

Male 1.209 <.0001 1.215 <.0001 

Registered marital status 0.929 <.0001 0.933 <.0001 

Highest year of school completed 0.824 <.0001 0.825 <.0001 

Non school qualification 0.871 <.0001 0.884 <.0001 

Employed 0.484 <.0001 0.476 <.0001 

Proficiency in spoken English 0.913 0.0005 0.853 <.0001 

Smoker 0.738 <.0001 0.741 <.0001 

Recommended physical activity met 0.546 <.0001 0.544 <.0001 

Recommended diet met 0.609 <.0001 0.610 <.0001 

          

Number of cases 20013 20017 

 Table 1 presents the results for the outcome of Self-assessed Health. The models predict the 

probability of being in a higher category, which means reporting worse health.  Thus, we can see 

that the odds ratio for Migrant in Model A is 0.89 and is statistically significant at P<o.oo1 level, 

which means that the odds of migrants reporting worse health is about 11 percent lower than that 

of non-migrants controlling for other factors. However, when we look at Model B where migrant 

status is broken into categories by their arrival year, we can see that the effect of migrant on self-

assessed health is significant only for the migrants that arrived after 1996, while the odds for those 

who have arrived before 1995 are not significantly different from those of the native born. 

Table 2. Logistic regression for ordered categories predicting BMI by Migrant status. 

 Model A Model B 

 Odds Ratio P Odds Ratio P 

Migrant 0.781 <.0001   

Arrived before 1985     0.843 0.0005 

Arrived in 86- 95     0.815 0.0033 

Arrived in 96 - 05     0.760 <.0001 

Arrived in 06 - 11   0.634 <.0001 

Age 1.022 <.0001 1.021 <.0001 

Male 1.442 <.0001 1.444 <.0001 

Registered marital status 1.052 <.0001 1.054 <.0001 

Highest year of school 
completed 0.879 <.0001 0.881 <.0001 

Non school qualification 0.931 0.0268 0.937 0.0442 

Employed 1.018 0.8399 1.018 0.8412 

Proficiency in spoken English 1.278 <.0001 1.242 <.0001 

Smoker 1.012 0.5181 1.014 0.467 

Recommended physical activity 
met 0.73 <.0001 0.729 <.0001 



Recommended diet met 0.842 0.0089 0.846 0.0107 

          

Number of cases 16604     16608 

The results for BMI are presented in Table 2.  The models here also predict the probability of being in 

a higher category, which corresponds to higher than normal BMI.  Similar to the previous outcome 

the results in Model A show that the odds ratios of migrants being in a higher BMI category are 

significantly less than that of non-migrants, controlling for other factors. However, unlike the models 

fitting self-assessed health, the effect of migrant on BMI is significant for all migrant categories 

(Model B).  The odds ratios of being in a higher BMI category for all migrant arrival groups are 

significantly lower that the odds for native born, however, the newer arrivals have much lower odds 

than earlier arrivals compared to native born Australians.  

  



Preliminary conclusions and future steps 

The preliminary results show that migrants in Australia report better health than the native born 

population controlling for other factors. However, the better health status is mostly attributable to 

the newly arrived migrants, as the health status of earlier waves of migrants is not significantly 

different from that of native Australians. Health risk factors are also found to be much lower among 

migrants of all categories compared to the native born. Although these results give us a basic idea 

about where migrants in Australia stand in relation to their health status, we need to further 

understand what are the socio-demographic and economic factors affecting them.  

To prepare this paper for the conference, the models will be further improved to include other 

important economic characteristics, such as household income, and relative socioeconomic index. 

The paper will also include other health outcomes, such as health conditions, health risk factors, and 

health actions to fully understand how the health of migrants compares to the native born 

Australians. The main predictor will also be further explored to include country of birth along with 

the year of arrivals. 

 

  



References: 

Abraido-Lanza, AF, et al. 1999. “The Latino Mortality Paradox.” American Journal of Public Health, 89(10): 
1543-1548. 

AIHW 2006. Australia's health 2006. Australia's health no. 10. Cat. no. AUS 73. Canberra: AIHW. 

AIHW 2008. Australia's health 2008. Cat. no. AUS 99. Canberra: AIHW. 

AIHW 2010. Australia's health 2010. Australia's health no. 12. Cat. no. AUS 122. Canberra: AIHW. 

Akhavan, Sh, CO Bildt, EC Franzen, & S Wamala. 2004. “Health in Relation to Unemployment and Sick Leave 
Among Immigrants in Sweden From a Gender Perspective.” Journal of Immigrant Health, 6(3):103-118. 

Argeseanu Cunningham, S, et al. 2008. “Health of foreign-born people in the United States: A review.” Health 
& Place, 14: 623–635. 

Chen, J, 2011. “Internal migration and health: Re-examining the healthy migrant phenomenon in China.” Social 
Science & Medicine. 

Chu, C. 2005. “Postnatal experience and health needs of Chinese migrant women in Brisbane, Australia.” 
Ethnicity & Health, 10(1): 33-56. 

Dolman, J, et al. 1996. “A survey of health agencies’ responses to non-English-speaking women’s health needs 
in South Australia.” Australian and New Zealand Journal of Public Health, 20: 155-60. 

Dunn, J.R. & I. Dyck. 2000. “Social determinants of health in Canada's immigrant population.” Social Science & 
Medicine, 51:1573-1593. 

Escobar, J et al. 2000. “Immigration and mental health: Mexican Americans in the United States.” Harvard 
Review of Psychiatry, 8(2):64-72. 

Fennelly, K. 2007. “Health and Wellbeing of Immigrants: The Healthy Migrant Phenomenon.” pp. 19-26. In 
Walker and Barnett (Eds.) Immigrant Medicine: A Comprehensive Reference for the Care of Refugees and 
Immigrants, Elsevier Press, Philadelphia. 

Hugo, G.J. 2010. “Demographic Change and Liveability Panel Report.” Report commissioned  by the Hon. Tony 
Burke MP, Minister for Sustainability, Environment, Water, Population ans Communities, December. 

Irving, G. and D. Mosca. 2010. “Future Capacity Needs in Managing the Health Aspects of Migration.” 
Background Paper for World Migration Report 2010, International Organization for Migration, 2010.   

Jasso, G., Douglas, M., Rosenzweig, M., Smith, J. 2004. “Immigrant health-selectivity and acculturation”. In 
Anderson, N.B., Bulatao, R.A., Cohen, B. (Eds.), Critical Perspectives on Racial and Ethnic Differences in Health 
in Late Life. National Academy Press, Washington, DC. 

Kandula, NR, et al. 2004. “Assuring the health of immigrants: What the leading health indicators tell us.” 
Annual Review of Public Health, 25:357-376. 

Kasl, V. & L. Berkman.1983. “Health consequences of the experience of migration.” Annual Review of Public 
Health, 4: 69-90. 

Kennedy, S., J. T. McDonald, & N. Biddle.  2006. “The healthy immigrant effect and immigrant selection: 
evidence from four countries.” McMaster University, Social and Economic Dimensions of an Aging Population 
Research Papers #164. 

Kennedy S. & J.T. McDonald. 2006. “Immigrant health in the period after arrival in Australia”. In: Cobb-Clark 
DA, Khoo SE (eds.) Public policy and immigrant settlement, Chapter 6. Cheltenham: Edward Elgar; pp. 149–74. 

Khoo, S. 2010 “Health and humanitarian migrants’ economic participation.” Journal of Immigrant and Minority 
Health, 12: 327–339. 

Krupinski, J. 1984. “Changing patterns of migration to Australia and their influence on the health of migrants.” 
Social Science and Medicine, 18(11): 927- 937. 

Lindstrom, M. & K. Sundquist. 2005. “The impact of country of birth and time in Sweden on overweight and 
obesity: A population-based study.” Scandinavian Journal of Public Health, 33: 276–284 



McDonald, J. T., & Kennedy, S. (2004). “Insights into the ‘Healthy Immigrant Effect’: health status and health 
service use of immigrants to Canada.” Social Science & Medicine, 59(8): 1613-1627. 

McDonald, J.T. &Kennedy, S. 2005. “Is migration to Canada associated with unhealthy weight gain? Overweight 
and obesity among Canada’s immigrants.” Social Science & Medicine, 61:2469-2481. 

McKinley, JB 1975. Some issues associated with migration, health status and the use of health services. Journal 
of Chronic Diseases, 28:579-592. 

Mills, PK, Yang, R. 1997. “Cancer incidence in the Hmong of Central California, 1987–94.” Cancer Causes and 
Control, 8:705–712. 

Murray, SB & SA Skull 2004. “Hurdles to health: immigrant and refugee health care in Australia.” Australian 
Health Review, 29(1):25-29. 

Newbold, B. 2005. “Self-rated health within the Canadian immigrant population: risk and the healthy 
immigrant effect.” Social Science & Medicine, 60:1359-1370. 

Newbold, K.B. & J. Danforth. 2003. “Health status and Canada’s immigrant population.” Social Science & 
Medicine, 57:1981–1995. 

OECD. 2011. “International Migration Outlook”. SOPEMI 2011, OECD Publishing. 
http:/dx.doi.org/10.1787/migr_outlook-2011-en   

Palloni, A. & E. Arias 2004 “Paradox lost. Explaining the Hispanic adult mortality advantage.” Demography, 
41(3):385-415. 

Razum, O., H. Zeeb, H. S. Akgün and S. Yilmaz. 1998. “Low overall mortality of Turkish residents in Germany 
persists and extends into a second generation: merely a healthy migrant effect?” Tropical Medicine and 
International Health, 3(4): 297–303.  

Rust, GS 1990 HealthStatusofMigrantFarmworkers A Literature Review and Commentary.” American Journal of 
Public Health, 80:1213-17. 

Sevoyan, A. & V. Agadjanian. 2010. “Male migration, women left behind and sexually transmitted diseases in 
Armenia.” International Migration Review, 44(2): 354-375. 

Sinclair, S.A., Smith, G.A.S., Xiang, H. 2006. “A Comparison of nonfatal unintentional injuries in the United 
States among US-born and Foreign-born persons.” Journal of Community Health, 31:303–325. 

Singh, G.K., Hiatt, R.A. 2006. “Trends and disparities in socioeconomic and behavioural characteristics, life 
expectancy, and cause-specific mortality of native-born and foreign-born populations in the United States, 
1979–2003”. International Journal of Epidemiology, 35:903–919. 

Singh, G.K., Siahpush, M. 2001. “All-cause and cause-specific mortality of immigrants and native born in the 
United States.” American Journal of Public Health, 91:392–399. 

Stanaway, F.F., et al. 2010. “Depressive symptoms in older male Italian immigrants in Australia: the Concord 
Health and Ageing in Men Project.” Medical Journal of Australia, 192: 158–162. 

World Health Assembly, The 61
st

.  2008. Resolution on the “Health of Migrants”. Document EB122.R5, 25 
January 2008. 

U.S. Dep. Health Hum. Serv. 2000. Healthy People 2010. With Understanding and Improving Health and 
Objectives for Improving Health. Washington, DC: U.S. Gov. Print. Off. 2nd ed. 

 United Nations, Department of Economic and Social Affairs, Population Division. 2011. “Trends in International 
Migrant Stock: Migrants by Age and Sex.” (United Nations database, POP/DB/MIG/Stock/Rev.2011).  

World Health Organization. 2010. Health of migrants: the way forward - report of a global consultation, 
Madrid, Spain, 3-5 March 2010 

World Health Organization. 1991. “Management of Patients with Sexually Transmitted Diseases.” Technical 
Report Series No 810-1991. Geneva: WHO. 

 


