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Abstract

Research suggests that Mexican immigrants arrive in the United States with equivalent or better 

health than native-born whites but lose their advantage over time. We seek to examine 

systematically how well the patterns of initial advantage and deteriorating health apply to 

immigrants originating from other regions of the world – regions that represent a growing 

proportion of U.S. immigrants. We begin by identifying which of the groups in our study have a 

health advantage compared to U.S.-born whites and to Mexican immigrants. We then we assess 

changes in health over time, controlling for variation in the health profiles of cohorts upon arrival. 

We use logistic regression of self-rated health and heart conditions with data from the 2004–2013 

National Health Interview Survey. The results reveal diversity and similarity in health outcomes 

across world regions of origin, both on arrival and over time. By comparing and contrasting cases 

previously examined in isolation, we clarify and qualify theories of the immigrant health paradox 

and health deterioration.
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1. Introduction

Research on immigrant health has grown rapidly in response to changes in the demographic 

composition of the U.S. population. In 2013, immigrants comprised fourteen percent of the 

U.S. population, up from only five percent in 1970 (U.S. Bureau of Census, 2013). The 

overwhelming majority of U.S.-based studies have focused on the largest group, Latino 

immigrants (Van Hook et al., 2014). The unusual combination of good health and low 

socioeconomic status upon arrival (i.e., Hispanic health paradox) has drawn considerable 

attention, as has the fact that the health of Latino immigrants tends to decline as they spend 

more time in the U.S. (Antecol and Bedard, 2006; Powers, 2013; Riosmena et al., 2013). 

Findings from these studies have so dominated the immigrant health literature that the term 

“Hispanic health paradox” has been expanded to that of “immigrant health paradox” or the 
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“healthy migrant hypothesis” (Gubernskaya, 2015; Richardson et al., 2013; Wingate and 

Alexander, 2006).

This expansion of terminology potentially conceals diversity in health outcomes among 

immigrant subpopulations from other world regions of origin (Cunningham et al., 2008). For 

example, a number of studies focusing on the health and well-being of immigrants from 

Asia, (Frisbie et al., 2001; Lee et al., 2013; Son, 2013), Africa (Hamilton and Hummer, 

2011; Hendi et al., 2015; Read and Emerson, 2005), and the Middle East (Dallo and Borell, 

2006; Read and Reynolds, 2012; Read et al., 2005) find both similarities to and differences 

from the Mexican case.

Relative to studies focused strictly on the Mexican case, few studies have examined 

immigrants originating from multiple regions of the world simultaneously within the same 

analytic framework. Thus, the degree to which immigrants from other regions resemble the 

Mexican case remains unclear. The evidence is also mixed regarding the appropriate 

reference category when assessing immigrant health. Immigrants may fare better than U.S.-

born whites but how well do they fare relative to other immigrant populations? This is an 

important question because the number of immigrants from Mexico is on the decline, while 

populations from Asia, Africa and other regions of the world are on the rise (Whatley and 

Batalova, 2013). Current estimates indicate that the three largest immigrant groups after 

Mexican-Americans are sizable and growing: Chinese (2.2 million), Indian (1.9 million), 

and Philippino (1.8 million) (Grieco et al., 2012). Determining the applicability of 

knowledge gleaned from Mexican immigrants to groups from other world regions will be 

paramount for informing policies aimed at improving population health. Accordingly, this 

paper uses nationally representative data to compare the health of immigrants from multiple 

regions of origin to that of U.S.-born whites and Mexican immigrants.

2. Background

2.1. The health paradox and health deterioration hypotheses

The term “Hispanic health paradox” refers to an unusual combination of low socioeconomic 

status and good health outcomes observed in immigrant Latino populations. The 

phenomenon was originally documented by Markides and Coreil (1986), and subsequent 

studies on Latino immigrant health have consistently replicated this finding. Advantages are 

observed for mortality (Palloni and Arias, 2004), pregnancy outcomes (Hessol and Fuentes-

Afflick, 2000; Hummer et al., 2007), self-rated health (Antecol and Bedard, 2006), activity 

limitations (Bostean, 2013), heart disease (Singh and Siahpush, 2001) and various mental 

health conditions (Alegría et al., 2008). Yet, Latinos do not appear to have an advantage over 

native-born whites on a range of other health conditions, including diabetes (Scheder, 1988), 

old-age disability (Hayward et al., 2014) and occupational injuries (Pransky et al., 2002), 

owing largely to the riskier nature of the jobs into which they are sorted (Orrenius and 

Zavodny, 2009).

One major family of explanations for the initial advantaged health status of immigrants 

centers around the selective nature of migration. In the case of positive selection, healthier 

individuals migrate into the U.S. (Jasso et al., 2004; Martinez et al., 2014), while less 
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healthy individuals migrate out, returning to the country of origin (Ceballos, 2011; Hummer 

et al., 2007). Other explanations relate to differences in lifestyle in host versus receiving 

countries (Frank and Akresh, 2013; Powers, 2013; Rosenthal, 2014; Singh and Siahpush, 

2002). If immigrant health worsens with the adoption of lifestyles more similar to native-

born Americans, then perhaps the lifestyles in the countries of origin and on initial arrival in 

the U.S. have certain health-protective characteristics. Not all culturally-defined lifestyles, 

however, appear to be healthier than America’s. For example, in the former Soviet Union 

and throughout Eastern Europe, rates of heavy alcohol consumption and smoking are 

notably high (Cockerham, 2000). For these groups, health behaviors are a less likely source 

of any health advantage.

2.2. Generalizing beyond the Mexican case

Although the “Hispanic health paradox” has been expanded to encompass other immigrant 

groups, the evidence has been less than conclusive. Several studies have shown that even in 

the face of some similarities with Mexican immigrants, idiosyncratic health and disease 

patterns are observed among immigrants from different regions of the world (Akresh, 2007; 

Dallo and Borrell, 2006; David and Collins, 1997; Read and Emerson, 2005). Moreover, 

many immigrant populations come from regions that have very little in common with 

Central America or Mexico, in terms of proximity to the U.S. and socio-demographic and 

cultural characteristics. For these reasons, explanations based on the experiences of 

Mexicans may be less appropriate for understanding the experiences of other groups.

Possible explanations for the divergent patterns of health among immigrant groups relate to 

the context and history of out-and in-migration. Those who migrate largely due to push-

factors in the country or region of origin, such as natural disasters or political unrest, may 

not be selected in the same way as those who migrate primarily for economic reasons. In 

addition, historical differences in relations between the U.S. and other regions of the world 

have resulted in very different migration patterns from Africa and Asia than from Europe 

and Mexico, which have, in turn, shaped the social and demographic profile of these groups. 

The nature of migration streams can affect the extent to which migrants are selected on 

multiple factors, including health (Lindstrom and Ramirez, 2010). In terms of the context of 

reception, the existence of co-ethnic communities (Viruell-Fuentes, 2007) as well as the 

ability to maintain transnational social ties with the sending community (Alcántara et al., 

2015) can also influence the health of the migrants in the long term. For non-white 

immigrants, experiences of racial and ethnic discrimination upon arrival to the U.S. can 

become particularly salient factors in shaping their health (Ryan et al., 2006).

Much like the case of health upon arrival, the typical pattern of declining health with 

increased duration found among Mexican immigrants is inconsistent for other immigrant 

groups (Dallo and Borrell, 2006; Read and Emerson, 2005). Even where an initial advantage 

is observed, specific patterns of health within certain groups cannot be explained in quite the 

same way. For example, Dallo and James (2000) found lower levels of acculturation to be 

associated with increased risk for hypertension among Arab women in Detroit. Moreover, 

recent research shows a larger effect of time spent in the U.S. on health among those who 

emigrated at a young versus older age (Holmes et al., 2015) and null effects of acculturation 
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among elderly Latinos (Lopez et al., 2014). This research suggests non-uniform effects of 

exposure depending on individual characteristics.

2.3. Expectations and research questions

The above literature suggests that the size and scope of the initial immigrant health 

advantage, as well as trends in health-related outcomes over time, may well vary by region 

of origin. Yet, compared to work focused on a single (often Latino) immigrant group, prior 

research has rarely examined immigrants from multiple regions of origin simultaneously 

within the same analytic framework (for exceptions, see the well-developed literature on 

pregnancy outcomes exemplified by Acevedo-Garcia et al. (2005), Fuentes-Afflick et al. 

(1998), Forna et al. (2003), Janevic et al. (2011), Korenbrot et al. (2000) and Qin and Gould 

(2010) as well as research on obesity and diabetes by Oza-Frank and Narayan (2010) and 

Singh and Lin (2013a,b)). Further, extant literature has not systematically compared the 

health of immigrants originating outside of Mexico to that of Mexican immigrants, the case 

that has anchored conclusions about immigrant health for decades. We attempt to address 

these shortcomings by examining the health of multiple large and/or growing U.S. 

immigrant groups within the same analysis and by comparing their outcomes to both U.S.-

born whites and the Mexican-born. Specifically, we assess: 1) whether groups originating 

outside of Mexico arrive in better health than U.S.-born whites, as predicted by the health 

paradox literature; 2) the extent to which various groups originating outside of Mexico have 

health profiles similar to those originating from within Mexico; and 3) how applicable the 

health deterioration hypothesis is for each group.

3. Data and methods

3.1. Data

To examine these questions, we draw on ten waves of merged data from the 2004–2013 

National Health Interview Survey (NHIS), an annual multi-purpose health survey conducted 

by the National Center for Health Statistics and Centers for Disease Control and Prevention 

and administered by the U.S. Census Bureau. NHIS uses a multi-stage, stratified, cluster 

design to oversample the black and Latino populations and to obtain a nationally 

representative sample of the non-institutionalized civilian population. The U.S. Census 

Bureau conducts face-to-face interviews, collecting information about the health and other 

characteristics of each member of the household.

The analyses are based on U.S.-born whites (n = 183,795), and foreign-born respondents 

born in Mexico (n = 27,816), Europe (n = 4706), Russia (n = 779), Africa (n = 1899), the 

Middle-East (n = 986), Indian subcontinent (hereafter referred to as India; n = 2763), Asia (n 

= 3802) and Southeast Asia (n = 5058) who are age 18 and older.

3.2. Measures

The dependent variables include one subjective and one objective measure of health. First, 

self-rated health is assessed with the question, “Would you say that [person’s] health in 

general is excellent, very good, good, fair, or poor?” Research has demonstrated that self-

rated health is a valid predictor of morbidity (Ferraro et al., 1997), morbidity-related 
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disability (Idler and Kasl, 1995) and mortality (Idler and Benyamini, 1999). Moreover, by 

relying on a subjective measure of health, measurement error associated with variations in 

medical documentation of illness across social groups is minimized. We have dichotomized 

this variable into excellent/very good/good health and fair/poor health. Odds of the latter are 

modeled throughout.

Because subjective assessments of health likely vary cross-culturally, we also include an 

objective indicator for heart condition, where ‘1’ indicates that the respondent reported that 

they had once been told by a doctor or other health professional that they had heart disease. 

We selected this outcome because cardiovascular disease is the leading cause of death in the 

U.S. and a commonly used measure in studies on population health (Centers for Disease 

Control, 2015). We model the odds of having been diagnosed with heart disease, setting 

those who are free of such health concerns as a reference group.

Our key independent variable is region of origin, based on the respondent’s region of birth: 

Mexico, Europe, Russia, Africa, Middle-East, India, Asia or Southeast Asia. We also use 

duration of stay in the U.S. as an independent variable in the second part of the analysis. The 

original categorical variable is coded so that higher values correspond with longer duration 

of stay in the U.S. We control for several factors known to be associated with health, 

including gender, age, and socioeconomic status (educational attainment and income). 

Educational attainment is coded into four categories: less than high school (reference), high 
school graduate, some college and bachelor’s degree or more. Household income is 

categorized as low (up to $24,999), middle (between $25,000 and $74,999) and high 
($75,000 or more). Gender is coded ‘1’ for female, with male set as the reference category. 

We include age in all models as well as age-squared, in recognition of the trend in declining 

health across the life course and the increase in the rate of this decline in later life. We 

include a variable specifying which of the four census regions the respondents resided in: 

Northeast (reference category), Midwest, South and West. Finally, we add dummy variables 

representing the survey year. In sensitivity analyses, we also include indicators for ‘seen 
doctor’ (“During the past twelve months, have you seen or talked to a general doctor who 

treats a variety of illnesses about your own health?”) and ‘usual place’ (“Is there a place that 

you usually go to when you are sick or need advice about your health?”). Although the 

inclusion of these variables do narrow gaps between groups, they do not alter the pattern or 

significance of our results.

3.3. Analysis

We begin by presenting descriptive statistics for each of the groups of origin (Table 1). We 

provide information about statistically significant differences between each group and 

Mexican immigrants. (The large sample size of U.S.-born whites produces uniformly 

significant results, rendering significance tests uninformative.) Next, we address the question 

of whether immigrants from all regions of origin experience a health advantage (Figs. 1 and 

2). First, we conduct a series of bivariate binomial logistic regressions predicting the odds of 

fair or poor self-rated health and heart condition for immigrants from each region of origin 

relative to U.S.-born whites. In the face of unequal variance across comparison groups, not 

only standard errors but parameters can also be biased in unpredictable ways. Thus, 
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conclusions based on odds ratios alone should be drawn cautiously. For this reason, we 

present predicted probabilities and marginal effects in later analysis where comparisons 

between groups are a central part of the investigation. These models include all control 

variables described above. Next we replicate this analysis, setting Mexican-born immigrants 

as the reference group. Throughout this, and subsequent analysis, we apply appropriate 

sampling weights and variance estimation techniques to address the NHIS’ complex 

sampling design.

Our second series of analyses address the health deterioration hypothesis among a subset of 

the regions of origin (Table 2). Doing so poses special challenges with the use of cross-

sectional data. This is because of the possibility that cohort variations are behind any 

findings of change over time. In other words, if we observe that the risk of heart disease is 

higher among immigrants who have been in the U.S. for fifteen years than it is among 

immigrants who have been here for only five, that could mean one of two things. The first, 

in keeping with the health deterioration hypotheses, is that, for any given immigrant, the risk 

of heart disease increases the longer they stay in the U.S. Alternatively, it could mean that 

the immigrants who immigrated fifteen years ago arrived in worse health than those who 

migrated five years ago. Recent research accounting for both arrival-cohort and duration 

suggests that the effect of cohort arrival significantly biases estimates of health trajectories 

(Hamilton et al., 2015).

Examining how health changes over time for each non-native respondent would allow us to 

determine what contribution each of these processes makes to observed duration effects. 

However, the cross-sectional nature of the NHIS data limits possibilities for such analysis. 

To address this shortcoming, we borrow the method devised by Borjas (1985) and fruitfully 

applied by Antecol and Bedard (2006) to the subject of immigrant health. This entails the 

creation of synthetic cohorts, assigning each respondent to one of four multi-year arrival 

cohorts based on the survey year and length of time in residence: prior to 1997, between 

1998 and 2002, 2003–2007 and 2008–2013.

Models of this sort would normally not be identified given the well-known linear 

dependence problem (whereby age = period -cohort). We enable the inclusion of survey 

year, cohort and duration in the models simultaneously by setting the native-born as the 

reference for the cohort variable and estimating the period effect among this group for whom 

the linear dependency does not obtain. This constrains the period effect to be equal among 

all sample respondents (i.e. - no year-by-cohort interaction terms are estimated) but this 

assumption is not implausible. The resulting analysis provides estimates of the difference in 

health between each immigrant cohort and U.S.-born whites, as well as between each length 

of stay in the U.S. and 0–4 years, accounting for potential differences in health profiles 

across immigrant cohorts. The resulting model can be expressed as follows:
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where i represents individuals, X the potential confounders described above, A duration of 

stay, C arrival cohort, ∞ the dependent variable, T survey year, ∏ the period effect and ε the 

stochastic component.

We generate predicted probabilities based on the above equation, computing the likelihood 

of each health outcome occurring for immigrants from each region of origin assuming a 

given set of values for the independent variables. The predictions are calculated as adjusted 

average predictions rather than adjusted predictions at the mean. This means that rather than 

generating a prediction using the “mean” value for all control variables, we generate a 

predicted probability for each case using the observed values of the co-variates and then 

average those predictions across members of a given region of origin. Marginal effects are 

then calculated for each group, indicating the effect on health of a discrete change from the 

base to a given category.

4. Results

4.1. Sample characteristics

Table 1 describes the characteristics of immigrants from the various regions of origin 

included in our sample. To conserve space, and because its substantive relevance is minimal, 

we have excluded the breakdown on marital status and region of U.S. residence. The top two 

rows describe the distribution of the health outcomes across regions of origin. Overall, we 

see a lot of variability across regions of origin. In the case of heart disease, the U.S.-, 

European-and Russian-born have the highest rates of over 10%, while the prevalence rates of 

heart conditions among immigrants born in Africa, India and Asia are less than half that. We 

see similar variability when looking at self-rated health. The U.S.-, European, Middle-

Eastern-, Asian and Southeast Asian-born groups range between 9 and 12% reporting poor 

self-rated health, but Mexicans and especially Russians show much higher rates (15% and 

17% respectively), and the African and Indian group much lower rates (7% and 6% 

respectively).

European, Russian, Asian and Southeast Asian women outnumber men, whereas the 

opposite is true among the African, Middle-Eastern and Indian immigrants. In terms of 

education, we see that a much greater proportion of Mexicans have less than a high school 

education and that the remaining groups are well-educated, having higher rates of college 

completion than U.S.-born whites. This is less true of European and Middle-Eastern 

immigrants and especially true of Indians. Between 30 and 40% of each immigrant sample 

has income in the highest category, with two deviations – Mexicans and Indians – well-

predicted by the education measure.

4.2. Comparisons to U.S.-born whites and Mexican immigrants

Figs. 1 and 2 display the odds ratios for immigrants from each region of origin relative to the 

U.S.-born whites and Mexican immigrants. These figures are designed to shed light on the 

first two of our research questions: 1) whether immigrants originating outside of Mexico 

arrive in better health than U.S.-born whites, as predicted by the immigrant health paradox 

literature; and 2) the extent to which immigrants from various regions of origin maintain 
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health profiles similar to Mexican-born immigrants. Fig. 1 displays these results for self-

rated health with comparisons to U.S.-born whites in blue and to Mexican immigrants in red. 

Fig. 2 displays the results for heart conditions in the same fashion. We display the 90 and 

95% confidence intervals around point estimates in both figures.

In comparing the self-rated health of the foreign to native-born in Fig. 1, we find that 

Mexican, European, African, Indian and Asian and Southeast Asian immigrants have 

significantly lower odds of having poor self-rated health. Middle-Eastern immigrants also 

have lower odds of having poor self-rated health, although this is only significant at the p ≤ 

0.1 level. Russian immigrants do not have statistically different odds of poor self-rated 

health compared to the U.S.-born whites. When examining the comparisons against the 

Mexican-born as the base category, for self-rated health, Europeans, Africans and Asians 

have significantly lower odds relative to the Mexican-born and Russians significantly higher 

odds. Middle-Eastern, Indian and Southeast Asian immigrants do not have statistically 

different odds of poor self-rated health than do Mexican immigrants.

In Fig. 2, we find that all groups have significantly lower odds of having been diagnosed 

with a heart condition relative to the U.S-born. With Mexican-born as the base, Asians have 

significantly lower odds. European and Russian immigrants, on the other hand, have higher 

odds of having been diagnosed with a heart condition. Among remaining groups, none are 

statistically different from Mexican immigrants.

4.3. Cohort effects & health deterioration

In order to better understand the findings for groups exhibiting the most divergent patterns in 

Figs. 1 and 2, Table 2 displays the marginal cohort (top panel) and duration (bottom panel) 

effects for our immigrant groups. Due to space limitations, we have elected to present the 

findings for only four of our seven groups (Mexican, Russian, African, Southeast Asian). We 

have selected these groups as the first represents the most-studied and the latter three 

represent some of the least-studied groups in our sample; results for these groups should be 

particularly illuminating. Results for self-rated health are displayed in the first column and 

heart disease is displayed in the second. For each group, the marginal effects indicate the 

change in the adjusted average predicted probability of a specific outcome due to a shift 

from the base to a given category. In the case of cohort effects, this represents the shift from 

U.S.-born to 0–4 years in residence as an immigrant. In the case of duration effects, it 

represents the shift from 0 to 4 years to one of three longer residency intervals (5–9 years, 

10–14 years and 15 or more years). The pattern of results allows us to investigate the third 

research question: how applicable is the health deterioration hypothesis for each group? 

Fitting these duration models while simultaneously estimating cohort effects allows us to 

test for differences in incoming waves of immigrants relative to the native-born population. 

Moreover, it permits us to interpret the duration effects net of the influence of any 

differences in the health of immigrant cohorts upon arrival.

4.4. Cohort effects

We begin by describing the results of the cohort analysis of self-rated health. For self-rated 

health, the cohort effects are negative in at least one cohort for each immigrant group. These 
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negative effects are significant for all Mexican cohorts as well as the most recent two 

African and Southeast Asian cohorts. They are not significant for Russians in the second and 

fourth cohorts, Africans in the first and second cohort or Southeast Asians in the second 

cohorts. The effects are positive for Russians in the first and third cohorts and Southeast 

Asians in the first cohort, but none of these coefficients reach statistical significance. Now 

we turn to the results of the cohort analysis of heart conditions. The effects are again 

negative for all groups in at least one cohort. The negative effects are significant for all 

Mexican and African cohorts as well as the two most recent Southeast Asian cohorts. They 

are not significant for Russians in the third cohort or Southeast Asians in the second cohort. 

The effects are significantly positive for Russians in the first and second cohorts. They are 

positive, but insignificant, for Russians in the final cohort as well as Southeast Asians in the 

first cohort.

4.5. Duration effects

With regard to self-rated health duration effects, the probability of poor self-rated health 

decreases for African immigrants in the 5–9 year period and for Southeast Asians in the 5–9 

and 10–14 year periods. None of these changes are statistically significant. The probability 

of poor self-rated health is significantly increased for Mexicans after 10 years. Probabilities 

also increase, although are not significant, for Mexicans in earlier periods as well as for 

Russians in all periods, Africans in the final two periods and Southeast Asians in the final 

period.

In the case of heart condition, duration effects indicate that the probability of a heart 

condition decreases significantly for Russians in the final two periods and Southeast Asians 

in the middle period. Probabilities also decrease, with marginal significance, for Africans in 

the final period. Probabilities for Russians and Southeast Asians in other periods, as well as 

for Mexicans during the 5–9 and 10–14 year periods, are decreased, but not significantly. No 

groups experience significantly increased probabilities of heart disease, although Mexican 

and African immigrants do have non-significant positive marginal effects for the final and 

first two periods, respectively.

5. Discussion

Over a decade ago, Singh and Siahpush (2001, 2002) documented heterogeneity in 

morbidity and mortality among America’s largest racial/ethnic populations (non-Hispanic 

whites, blacks, Hispanics, and Asian/Asian Pacific Islanders). Since that time, research and 

data collection techniques on immigrant health have continued to evolve to acknowledge the 

ever-changing demographic profile of U.S. immigrants. Our paper contributes to this line of 

inquiry using unique region of birth information to make comparisons that further illuminate 

heterogeneity among immigrants upon arrival and over time in the U.S.

Our findings reveal both similarities and diversity in immigrant health—on arrival and over 

time—based on region of origin and reference category. On arrival, Mexican, European, 

African, Indian, Asian and Southeast Asian immigrants have significantly lower odds of 

poor self-rated health when compared to U.S.-born whites. In contrast, Middle-Eastern and 

Russian immigrants do not have a significant health advantage over the U.S.-born. Even in 
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the case of heart conditions, where there is a uniform advantage among immigrants from all 

regions of origin relative to U.S.-born whites, the size of this advantage varies depending on 

region of origin. When the comparison group is Mexican immigrants, we again find 

similarities and differences to the Mexican case by region of origin and health outcome. For 

self-rated health, Europeans, Africans, and Asians have significantly lower odds of poor 

health relative to Mexican immigrants, while Russians have significantly higher odds. 

Middle-Eastern, Indian and Southeast Asian immigrants do not have statistically different 

odds of poor self-rated health than do Mexican immigrants. In the case of heart conditions, 

Asian immigrants have significantly lower odds of receiving a diagnosis relative to the 

Mexican-born, while European and Russian immigrants have significantly higher odds.

The conclusion is likewise complicated in terms of the health deterioration hypothesis. Here 

we find that the pattern for self-rated health is generally one of deterioration although, 

except in the case of Mexicans, few of the duration of stay categories are statistically 

significant, likely owing to the small sample sizes. Most groups arrive with better self-rated 

health relative to U.S.-born whites but the advantage diminishes over time. The story with 

heart disease is different. Here we find that the probabilities decrease for Russians and 

Southeast Asians in all periods after the initial one and that, despite the very modest sample 

size, these decreases are significant in at least one period for three of the four groups 

(Russians in final two periods, Southeast Asians in middle and Africans in final). While 

some groups experience increased odds of heart disease over time (Africans consistently and 

Mexicans in the final period), none of these increases are statistically significant.

Overall, our findings illuminate variation in health outcomes and trajectories among 

different immigrant groups by world region of origin. Although the exploration of specific 

mechanisms responsible for such variation is not the primary focus of this paper, they are 

important to consider. It is likely that some of the diversity can be explained by the existing 

contexts of migration from different regions of the world, as well as diversity of conditions 

that immigrants face upon arrival to the U.S. The health of immigrants from different 

regions of the world may be shaped by geopolitical contexts of international migration and 

the nature of existing migration streams (Lindstrom and Ramirez, 2010), access to health 

care and social services (Berk et al., 2000), local and transnational social networks (Viruell-

Fuentes, 2007), and experiences based on race and ethnicity (Ryan et al., 2006). Further 

study of mechanisms responsible for divergent health trajectories among immigrant groups 

would be a logical next step on the path to understanding diversity within the immigrant 

population in the U.S.

This investigation is not without limitations. We do not have data on those who remained in 

each region of origin. Consequently, we cannot assess the extent to which health advantages 

may be biased by return migration (Riosmena et al., 2013). Research comparing origin and 

host countries has made great strides in evaluating whether immigrants who migrate are 

healthier because they represent the most robust inhabitants of their nation or because 

inhabitants of a given nation are healthier to begin with. This research generally suggests, in 

the case of Mexico at least, that some part of both of these stories is true. The lack of data on 

health in regions of origin prohibits us from adjudicating between these explanations in the 

current study. We are made more confident by the fact that while return migration may lead 

Reynolds et al. Page 10

Soc Sci Med. Author manuscript; available in PMC 2017 December 12.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



to overestimates of health advantages, it may also lead to underestimates of health 

disadvantages. Therefore, the observed differences between immigrants from different 

regions of origin are likely to remain even if return migration attenuates health advantages 

among the foreign-relative to native-born.

The data used in this study also do not allow us to differentiate between immigrants based 

on their documentation status. Unauthorized immigrants comprise an estimated 4% of the 

U.S. population and certain regional origin groups (for example, migrants from Mexico) are 

more likely to be undocumented compared to other immigrant subpopulations (Passel and 

Cohn, 2009). Undocumented immigrants can be expected to have health profiles that are 

different from those found in the general immigrant population. Undocumented migrants are 

more likely to face barriers in access to health care, often avoiding health facilities and 

providers for fear of being denied care (Berk et al., 2000). While the lack of access to health 

care leaves undocumented migrants with fewer tools available to manage their health, it may 

also result in them appearing healthier, as access to health care is linked to the likelihood of 

receiving a medical diagnosis.

Similarly, since the birthplace information in the public use NHIS data files is aggregated to 

regional level, we cannot differentiate between individual countries within each of the world 

regions. Existing research (and common sense) suggests that such variation exists among 

Hispanic (Acevedo-Garcia et al., 2005) and Asian subgroups (Gee et al., 2007). However, 

less is known about within-group diversity in smaller immigrant subpopulations, such as the 

immigrants from Africa, Russia and the Middle East. One of the strengths of the current 

study is inclusion of these often overlooked populations into the larger discussion of 

immigrant health in the U.S.

Additionally, research on health and illness has begun to question whether one’s own self-

rated health is evaluated uniformly across groups (Grol-Prokopczyk et al., 2011; Jyhlä, 

2009). Since the data did not allow us to test this possibility, we also included a more 

objective ( i.e. – diagnosed) health condition. The consistency in results across health 

outcomes provides additional confidence in our findings and highlights the need for future 

work to continue investigating similarities and differences in health among immigrants from 

different world regions of origin.

6. Conclusion

In contrast to assumptions of uniformity across immigrant groups we find that the immigrant 

health advantage is not present for immigrants from all regions of world origin. We also find 

that when an advantage is observed, the size of the advantage varies depending on the 

immigrants’ region of origin. Statistically and substantively meaningful differences between 

non-Mexican and Mexican immigrants, made evident in analyses using the Mexican-born as 

the reference category, underlie these variations.

Given that Mexican immigrants tend to display a health advantage on many specific 

outcomes, it is easy to overlook disadvantages that many immigrants face in the realm of 

health and healthcare. Focusing on a single, albeit large, region of origin limits our 
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understanding of the diverse health trajectories and unique health needs of other minority 

populations. The size of these groups is not trivial: immigrants born in Vietnam, China, 

Korea, India and the Philippines remain among the largest immigrant groups in the U.S., 

each comprising up to 5% of the total immigrant population. Other immigrant groups, like 

those born in Africa, while remaining relatively small, have increased significantly in size in 

the last several years.

Additionally, immigrant populations from different countries of origin are not evenly 

geographically distributed within the U.S. Thus, looking at smaller immigrant populations 

might be of practical importance to major receiving areas, as well as emerging immigrant 

destinations. Studies such as this have special relevance at these local and regional levels, 

where health policy is often drafted and enacted. If health upon arrival, and, even more 

importantly, over time varies depending on the region of origin, then broad-based policy 

efforts are likely to have uneven effects across subgroups of the immigrant population in a 

given city, county or state. Knowledge of these initial and evolving health profiles can 

provide insight into how policies might be tailored to successfully achieve goals for all 

targeted groups.
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Fig. 1. 
Odds ratios with 90% and 95% confidence intervals from logistic regression models 

predicting nativity gap in poor self-rated health, NHIS 2004–2013.
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Fig. 2. 
Odds ratios with 90% and 95% confidence intervals from logistic regression models 

predicting nativity gap in heart conditions, NHIS 2004–2013.
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