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Reason for immigration and immigrant’s health
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Objectives: The existing literature on the health trajectories of UK immigrants has mainly
focused on the relationship between ethnicity and health. There is little information on the role
of immigration status and no previous information on the role of reason for immigration to the
country. This study fills this gap in the literature by analysing the heterogeneity of immigrant-

native differences in health by reason for immigration.

Study design: Analysis of cross-sectional quarterly data from the UK Labour Force Survey
covering the period of 2010 (quarter 1) to 2017 (quarter 2). The sample includes 345,086
observations. The dependent variables of interest include suffering from a long-lasting condition,
the link between long-lasting conditions and labour market performance, and the prevalence of

12 specific health conditions.

Methods: Data were analysed using linear probability models to adjust for differences in age,
education, gender, ethnicity, local authority of residence and year. The analysis also explores the
role of length of stay in the UK and the percentage of current lifetime spent in the UK (duration

in the UK/age).

Results: Results indicate that, in general, immigrants are less likely than natives to report
suffering from a long-lasting (one year or more) health problem. This pattern generally remains
the same when we consider the specificity of the long-lasting health problem. However, there are
key differences across the immigrant groups by reason for immigration. Those who migrated for
employment, family and study reasons report better health outcomes than natives, while those
who migrated to seek asylum report worse health outcomes than natives. There is convergence
to natives’ health outcomes over time for those who migrated for non-asylum reasons, but not

for those who migrated to seek asylum.



Conclusions: The findings show that the prevalence of health problems differs not only
between natives and immigrants, but also across groups of immigrants who moved to the UK

for different reasons.
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Introduction

The UK has one of the largest stocks of foreign-born residents among OECD countries.'
Between 1993 and 2015 the country’s foreign-born population more than doubled, going from
3.8 million (7% of the population) to 8.7 million (14% of the population).” In the public debate
there is a general concern that immigration may negatively affect access to public services, such
as health care,” and it has been suggested that concerns related to immigration were a key driver
of the UKs vote to leave the European Union." The impact of immigration on the demand for
health services would largely depend on the health status and health trajectories of immigrants.
However, while there is a large literature on the relationship between ethnicity and health
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outcomes in the UK, there is little information on the role of immigration status and even
less information on the role of reason for immigration to the country.

This article explores differences in health outcomes between the foreign-born (i.e.
immigrant) and UK-born (i.e. native) populations. The analysis explores a range of health
outcomes and distinguishes immigrants by reason for immigration (employment, study, family,
asylum). While there is a substantial literature exploring the health outcomes of immigrants in the
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United States and Europe,”™" studies accounting for heterogeneity in health outcomes across
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immigrant groups by route of entry are scarce.”™ Key factors related to route of entry include
experiences during the immigration process and degrees of access to health services in the host
country after arrival.”

Our analysis looks at 12 health outcomes and information on whether health conditions
affect labour market activities. The analysis further explores the role of length of residence in the
country and whether there are any signs of convergence in outcomes across groups over time.

Identifying how particular health conditions differ across immigrant groups will help

inform strategic policy interventions directed at improving the health outcomes of the immigrant

population. The study is also important for the discussion of the economic integration of



immigrants as different health conditions (e.g. physical limitation versus mental health) may have
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different effects on labour market performance.

Method
The study is based on analyses of the UK’s quarterly Labour Force Survey (LES). The LES is the

UKs largest sample survey and it is intended to be representative of the population. The sample
of the addresses surveyed is randomly drawn from a list of residential delivery addresses points
for Royal Mail. The data used in this study cover the period between the first quarter of 2010
and the second quarter of 2017 (30 quarters) and only includes individuals who are interviewed
in the LES for the first time in that quarter. The choice of the period covered by the data is due
to the fact that it was not until 2010 that the LFS included a question which asks foreign-born
respondents about their main reason for migrating to the UK. The five categories of reason for
immigration are: (1) employment; (2) study; (3) family re-unification; (4) asylum; (5) other. In
total we have a sample of 345,086 respondents who were at least 16 years of age in 2010 and at
most 64 years of age in 2017.

As shown in Table 1, close to 17% of those in the sample are foreign-born (i.e. 58,036
respondents). We also disaggregate them by reason for immigration and length of residence. The
main reasons for immigration are family reunion and employment. Close to 7% of the sample
are family immigrants (40% of all immigrants) while 5% are employment immigrants (32% of all
immigrants). Close to 5% of those in the sample are immigrants who have been living in the UK
for five years or less (28% of all immigrants) and 3% have been living in the UK for over 25
years (20% of all immigrants).

[Table 1]

The LES collects information on an array of self-reported health outcomes. We start by
constructing three outcome variables that are based on responses to the following questions: (1)
“Do you have any health problems or disabilities that you expect will last for more than a year?”;

(2) “Does this health problem affect the kind of paid work that you might do?”; and (3) “Does



this health problem affect the amount of paid work that you might do?”. Questions (2) and (3)
are asked of the economically active who responded yes to question (1). We assign a value 1 to

<

our outcome variables when the response is “yes” and value O if the response is “no”. We
consider (1) as relating to long-lasting conditions; (2) as relating to limitations of work types; and
(3) as relating to limitations of work hours.

Respondents with a long-lasting health problem (i.e. those who answered yes to question

(1)) are asked to specify whether they were suffering from any the following 12 health problems:

e Cardiovascular (including heart, blood pressure, blood circulation, other)
e Respiratory (including breathing problems, asthma, bronchitis, other)

e Diabetes

e Mental (including phobias, panics, depression, bad nerves, anxiety, other)
e Back and/or neck

e Sensory (e.g. seeing, hearing, speaking, other)

e Skin (severe disfigurement, skin conditions, allergies, other)

e Digestive (stomach, liver, kidney, digestive, others)

e Limbs (arms, hands, legs, feet, includes arthritis or theumatism)

e Epilepsy

e Learning difficulties

e Progressive (cancer, multiple sclerosis, symptomatic HIV, Parkinson’s disease, muscular,
other)

We first compute the rates of prevalence of the aforementioned health problems across
groups (i.e. mean values of the health problem dummies). We then estimate various linear
probability models controlling for relevant demographic characteristics. The first estimated
equation is as follows:

Vit = a+ BiImmigrant;. + B,LA; + PsYear, + 0X;, + & (1)
In this case y is the health outcome of interest, Immigrant is the foreign-born dummy, I.4 and
Year control for local authority of residence and year, while X includes a set of controls for
demographic differences (age, education, gender, and ethnicity). € is the error term. The
coefficient of interest is B, the estimated adjusted difference in prevalence rates of particular

health problems (i.e. means of y) between natives and immigrants.



Next we substitute the immigrant dummy with dummies indicating reason for
immigration to the country (i.e. employment, study, family, asylum, other) in order to explore
differences across those groups. That is, we estimate:

Yie = a+ piEmployment;, + B,Study;, + BsFamily;, + BsAsylum;, + PsOther;,

+ ﬁ6LAi,t + ﬁ7Yeart + HXi,t + gi,t (2)

We also estimate equations (1) and (2) adding interactions between the ethnic groups and
reason for immigration. Given limitations of space, the results of these are presented in the
supplementary material accompanying this article.

We also include country of origin dummies as an additional control in one of the
estimations. This procedure has the advantage of allowing (an average) comparison of
differences in health outcomes for individuals from the same country who migrated for different
reasons. However, in order to include this variable, we need to limit the sample to immigrants
only. Here, the reference category is employment immigrants. Exploring the role of country of
origin is important as our estimation is based on self-reported health which captures current
health and potentially also cultural expectations about what health should be.

In a third step, we explore whether length of residence in the UK can explain the
differences in health outcomes between natives and each of the immigrant groups. To this end
we replace the immigrant dummy with indicators of length of stay in the UK (LLUK): 0-5 years, 6-
10 years, 11-15 years, 16-20 years, 21-25 years, over 25 years. We present the results for this third
step in a chart. The estimated equation is:

Yie = a+ Ya=1 BaLUK;+ + B7LA;x + BgYear, + 0X; + &;¢ ©)
In addition, we also show results where we replace absolute measures of duration in the UK with
duration in the UK as a percentage of current lifetime, i.e. the ratio of duration in the UK and
age.

All statistical analyses are conducted using STATA version 13.



Results

Differences between natives and immigrants

Table 2 reports mean values for the health outcomes of interest. The proportion of those who
report suffering from a long-lasting condition (i.e. a problem which is expected to last 12 months
or more) is lower for immigrants compared to natives (i.e. 32% of natives suffer from a long-
lasting condition compared to 22% of immigrants). This differs from many studies in Europe in
which immigrants self-report having poorer health than natives,”™ but is in line with studies for
the United States in which immigrants tend to self-report better health than the native-born.”
Furthermore, having a health condition is less likely to affect labour market performance of
immigrants relative to natives. While 30% of the UK-born respondents reported that the long-
lasting condition affected the number of hours they could work, this was only the case for 25%
of the foreign-born. This pattern generally remains the same for most conditions.

[Table 2]

Table 3 reports the coefficients of the immigrant dummy and dummies for reason for
immigration from linear probability models in which the health outcome is the dependent
variable. These adjusted estimates reveal that immigrants are 7 percentage points less likely to
report a long-lasting condition relative to natives, and 3 percentage points less likely to report
that this condition affects their employment options. Looking at particular conditions,
immigrants are less likely to report sensory, skin, respiratory, mental, epilepsy, learning
difficulties and progressive conditions, but more likely to report cardiovascular, back/neck
problems and diabetes.

There is substantial heterogeneity in the health outcomes of immigrants across reasons
for immigration as observed in the remaining columns of Table 3, which report differences
between the different immigrant groups and natives. For instance, employment and study
immigrants are 12 and 10 percentage points, respectively, less likely to report suffering from a

long-lasting condition in comparison to natives. For family immigrants this difference is smaller



in absolute terms, as this group is just 4 percentage points less likely to report suffering from a
long-lasting condition in comparison to natives. Meanwhile, asylum immigrants are 7 percentage
points more likely to report a long-lasting condition relative to natives.

[Table 3]

Immigrant groups also differ in the type of health conditions that they report. While
employment immigrants are 11 percentage points less likely to report mental health conditions
than natives, asylum immigrants are 4 percentage points more likely to do so. Additionally, those
who migrated for employment reasons are 3 percentage points less likely to report a long-term
problem with limbs in comparison to natives, but asylum immigrants are 9 percentage points
more likely to report this same type of health problem. Finally, while students are not statistically
different from natives in their likelihood of reporting back/neck problems, asylum immigrants
are 12 percentage points more likely to do so. These results suggest that failing to disaggregate
immigrants by motive for immigration can mask important dynamics related to their health
status.

Table 4 reports the differences across immigrant groups once we control for country of
origin in the estimation. In this case the reference category is employment immigrants. The
analysis suggests that the estimated health differences across immigrant groups do not change
much when we control for country of origin.

[Table 4]

Convergence over time

In Figure 1, we illustrate how differences in health problems between immigrants and natives
change with time spent in the UK. Our analysis relies on 30 cross-sections and the estimations
are, as such, not adjusted for possible cohort specific differences. In particular, we cannot
account for those within each cohort that have returned to their country of origin and previous
research has suggested that health status is correlated with the likelihood of return.™ While

mindful of this limitation, it is still possible to identify an overall pattern: immigrants generally



start off healthier than natives but converge towards the natives’ health levels. As with previous
results, it is possible to observe key differences across the immigrant groups. Notably, the
differences between the health of asylum immigrants and natives appear largely uncorrelated

with length of stay in the UK.

[Figure 1]

In Figure 2, we replace time in the UK with the percentage of her/his current lifetime
that the immigrant has spent in the country. In line with Figure 1, the results suggest that those
who have spent a higher share of their lifetime in the country have health outcomes which are
closer to those of natives. Here, however, asylum immigrants who spent the majority of their

lives in the UK exhibit relatively closer health outcomes to natives’ than before.

[Figure 2]
Discussion

This article explored how the health outcomes of immigrants in the UK compare to those of
natives. The results suggest that immigrants are healthier than natives upon arriving in the UK,
and that their health outcomes converge to those of natives over time. The finding that recent
immigrants have, on average, better health outcomes than natives (i.e. healthy immigrant effect),

15,xvii

has been found in other contexts. Likewise, studies in other settings have also found that

the health status of immigrants converges to that of natives. ™"

The novelty of our analysis is to zoom in further and explore the relationship between
reason for immigration and health. Only a few studies have provided insights on this aspect. In
the case of Australia, for instance, refugee immigrants (followed by preferential family
immigrants) are likely to report poorer general health status in comparison to other groups of

immigrants while employment immigrants report the best general health status."” Similar results

have been found for the United States; refugees and family preference immigrants were found



less likely to experience positive health selection compared to immigrants with employment
visas.'" Our results for the UK are in line with these results for Australia and the United States.

In addition, we explored the link between long-lasting health conditions and labour
market activities across immigrants with different reasons of immigration. Asylum immigrants
who have a long-lasting condition are more likely than natives to report that this condition limits
the number of hours that they can work and the type of employment that they can undertake.
The story is different for other immigrant groups. For instance, employment and study
immigrants are less likely than natives to report that long-lasting conditions affect their labour
market performance. Also, there is no significant difference between native and family
immigrants regarding the link between long-lasting conditions and labour market performance.

Opverall, the results suggest that reason for immigration has substantial implications for
health outcomes and studies that ignore this heterogeneity only provide a partial account of the
health trajectory of immigrants.

The results have implications for the allocation of health related integration funding and
the development of immigration policy. For instance, as reason for immigration relates strongly
to health problems that affect labour market engagement for some groups, it might be effective
to reallocate funding geared toward the economic integration of these groups (e.g. those who
migrated for asylum) to first address health issues that impede labour market performance. Also,
the analysis suggests that changes in immigration policy that affect the composition of the
immigrant population (e.g. making it more difficult for international students to remain in the
country after finishing their studies, while facilitating the settlement of asylum and family
immigrants) will have repercussions on the overall demand for health services of the immigrant
population — this is in line with studies that have highlighted the implications of different

> xxil

immigration policies for findings such as the “healthy immigrant effect”.
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Figures

Figure 1: Relationship between length of stay in the UK and differences in the likelihood of reporting

a long lasting illness between immigrants and natives
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Figure 2: Relationship between length of stay in the UK as proportion of lifetime and differences in
the likelihood of reporting a long lasting illness between immigrants and natives
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Tables

Table 1: Distribution of sample

0,

Variable % of full

N sample
Total 345,086 100.00
UK-born 287,050 83.18
Foreign-born 58,036 16.82

Reason for immigration (among foreign-born)
Employment 18,362 5.32
Study 8,651 251
Family 22,874 6.63
Asylum 2,961 0.86
Other 5,188 1.50
Time since immigration (among foreign-born)
0-5 years 15,995 4.63
6-10 years 13,290 3.85
11-15 years 8,959 2.6
16-20 years 4,811 1.39
21-25 years 3,600 1.04
over 25 years 11,449 3.32
General characteristics of the sample

Male 164,234 47.58
Female 180,920 52.42
White 301,893 87.47
Mixed race 3,259 0.94
Indian 9,408 2.73
Pakistani 6,384 1.85
Bangladeshi 2,316 0.67
Chinese 2,274 0.66
Other Asian 4,288 1.24
Black African / Caribbean 9,254 2.68
Other 6,078 1.76




Table 2: Mean values of dummies indicating health problems (yes =1, no = 0) among individuals aged 16—64 years based on cross-sectional
observations from 2010 to 2017 Labour Force Survey, UK.

Reason for immigration of the foreign born

Outcome UK born Foreign born
Employment Study Family Asylum Other

Has a long lasting illness 0.32 0.22%** 0.16*** 0.13*** 0.27*** 0.35%** 0.28***

Iliness limitations in labour market performance (among those with an illness)

Number of hours worked 0.30 0.25%** 0.15%** 0.15%** 0.30 0.47*** 0.30
Type of work 0.34 0.27*** 0.17*** 0.16%** 0.33*** 0.48*** 0.32*

Type of illness (among those with an illness)

Limbs 0.27 0.26%** 0.21%** 0.19%** 0.27 0.33*** 0.28

Back/Neck 0.23 0.24%** 0.23 0.17%** 0.24** 0.30%** 0.277***
Sensory 0.08 0.06*** 0.04*** 0.05%** 0.07*** 0.07 0.06***
Skin condition 0.07 0.05*** 0.05*** 0.07 0.05*** 0.03*** 0.05***
Cardiovascular 0.21 0.24*** 0.23* 0.20 0.25*** 0.26*** 0.26***
Respiratory 0.21 0.15%*=* 0.13*** 0.16%** 0.16%** 0.14%*** 0.15%**
Stomach 0.13 0.11%** 0.10*** 0.11* 0.11%** 0.14 0.12

Diabetes 0.08 0.14%** 0.13%** 0.12%*=* 0.15%** 0.15%** 0.15%**
Mental 0.23 0.16%** 0.10*** 0.147** 0.17%** 0.22 0.19%**
Progressive 0.05 0.04*** 0.04%** 0.04*** 0.04*** 0.03*** 0.04***
Epilepsy 0.03 0.01*** 0.01%** 0.01*** 0.02%** 0.02** 0.02%**
Learning difficulty 0.03 0.01*** 0.00*** 0.01*** 0.01*** 0.01*** 0.02%**

The stars indicate that the mean value for the outcome of the group is statistically different from the one for the UK born. *P<.10; **P<.05; and ***P<.01



Table 3: Conditional differences in rates of prevalence of health problems between natives and
immigrants aged 16—64 years based on cross-sectional observations from 2010 to 2017 Labour
Force Survey, UK

Reason for immigration of the foreign born

Outcome Foreign born -
Employment Study Family Asylum Other
Has a long-lasting illness -0.070%*** -0.115%** -0.097***  -0.036***  0.069***  -0.026***
(-30.88) (-39.40) (-22.82) (-10.78) (7.66) (-4.15)

lliness limitations in labour market performance (among those with an illness)

Number of hours worked  -0-028"* -0.070%*  -0.074**  -0.002  0.156**  0.012
(-8.12) (-16.04) (-10.44)  (-0.40)  (11.98)  (1.32)
Type of work -0.033** -0.081**  -0.086%*  -0.001  0.140**  0.006
(-9.61) (-18.04) (-1.76)  (-0.17)  (10.80)  (0.64)

Type of iliness (among those with an illness)

Limbs -0.004 -0.030%* -0.024*  0.004 0.094%*  0.013
(-0.72) (-3.73) (-2.00) (0.64) (5.94) (1.10)
Back/Neck 0.033* 0.039*+ -0.01 0.023%*  0.116%*  0.057**
(6.48) (4.65) (-0.82) (3.57) (7.42) (4.74)
Sensory -0.014% -0.028%*  -0.019%*  -0.005 -0.005  -0.016*
(-4.72) (-6.55) (-2.83) (-1.31) (-0.60) (-2.52)
Skin condition -0.009%* -0.011** 0.004 -0.008%  -0.034**  -0.010*
(-3.11) (-2.51) (0.45) (-2.09) (-5.29) (-1.71)
Cardiovascular 0.011** 0.016** 0.005 0.008 0.005 0.014
(2.32) (2.03) (0.46) (1.33) (0.37) (1.25)
Respiratory -0.050% 0.071%*  -0.060%**  -0.035%*  -0.070%*  -0.050%**
(-10.94) (-10.23) (-5.33) (-5.79) (-5.73) (-5.10)
Stomach -0.004 -0.009 0.003 -0.006 0.028** 0.004
(-0.97) (-1.46) (0.31) (-1.31) (2.40) (0.41)
Diabetes 0.018%* 0.026++ 0.014  0.012%*  0.021*  0.027**
(5.49) (4.19) (1.50) (2.63) (1.73) (2.99)
Mental -0.051 -0.106%*  -0.063**  -0.034**  0.039%*  -0.016
(-11.09) (-16.82) (-5.76) (-5.73) (2.73) (-1.50)
Progressive -0.006** -0.007** 0.00 -0.004 -0.004  -0.011*
(-2.22) (-1.97) (-0.02) (-1.34) (-0.55) (-2.08)
Epilepsy -0.007* -0.013%*  -0.012%*  -0.003 -0.003 -0.005
(-4.10) (-6.00) (-3.71) (-1.34) (-0.78) (-1.32)
Learning difficulty -0.019*%* -0.033%*  -0.032%*  -0.011%*  -0.026**  -0.011***
(-11.28) (-20.86) (-9.98) (-4.83) (-6.36) (-3.02)

The table shows the coefficients and t statistics (in parenthesis) of the immigrant dummy or dummies for reason for immigration from
linear probability models in which the health outcome is the dependent variable. The control group is UK born. The stars indicate that
the mean value for the outcome of the group is statistically different from the one for the UK born: *P<.10; **P<.05; and .***P<.01
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Table 4: Differences in rates of prevalence of health problems among immigrants (those who
migrated for employment vs other immigrants) aged 16—64 years based on cross-sectional
observations from 2010 to 2017 Labour Force Survey, UK. (1): adjusted differences; (2):

extended adjustment with country of origin controls.

Reason for immigration

outeome Study Family Asylum Other
(1) (2) (1) (2) (1) (2) (1) (2)
Has a long-lasting illness -0.002 0.001 0.035*** 0.033*** 0.154***  0.136*** 0.062*** 0.060***
(-0.38) (0.13) (7.67) (7.09) (16.36)  (12.74) (9.33) (8.82)
lliness limitations in labour market performance (among those with an illness)
Number of hours worked -0.018* -0.008 0.034*** 0.039*** 0.195**  0.163*** 0.058*** 0.064***
(-2.15) (-0.91) (4.87) (5.42) (14.56)  (10.36) (5.89) (6.35)
Type of work -0.017* -0.010 0.045*** 0.048*** 0.192***  0.159*** 0.062*** 0.065***
(-2.08) (-1.11) (6.27) (6.47) (14.31)  (10.05) (6.11) (6.35)
Type of illness (among those with an illness)
Limbs -0.000 0.005 0.017 0.018 0.119***  0.104*** 0.034** 0.037**
(-0.01) (0.33) (1.57) (1.51) (6.76) (5.12) (2.37) (2.49)
Back/Neck -0.048***  -0.041*** -0.008 0.001 0.081***  0.071*** 0.027* 0.034**
(-3.36) (-2.75) (-0.69) (0.09) (4.63) (3.56) (1.82) (2.29)
Sensory 0.006 0.006 0.018*** 0.018*=** 0.024** 0.017 0.009 0.008
(0.79) (0.67) (2.98) (2.91) (2.51) (1.49) (1.18) (1.09)
Skin condition 0.017* 0.013 0.002 -0.000 -0.014* -0.009 0.002 0.001
(1.90) (1.38) (0.36) (-0.03) (-1.92) (-0.96) (0.31) (0.12)
Cardiovascular -0.005 0.015 -0.006 0.014 -0.021 0.022 -0.002 0.014
(-0.35) (1.00) (-0.51) (1.22) (-1.24) (1.13) (-0.15) (0.94)
Respiratory 0.008 0.008 0.016 0.009 -0.003 -0.012 0.013 0.000
(0.59) (0.57) (1.64) (0.87) (-0.25) (-0.78) (1.12) (0.00)
Stomach 0.006 0.007 0.004 0.003 0.034*** 0.018 0.012 0.012
(0.49) (0.57) (0.53) (0.39) (2.60) (1.22) (1.09) (1.12)
Diabetes -0.012 -0.008 -0.028*** -0.030*** -0.023* -0.017 -0.007 -0.005
(-1.03) (-0.67) (-3.15) (-3.25) (-1.66) (-1.02) (-0.59) (-0.43)
Mental 0.026** 0.013 0.035*** 0.019** 0.122***  (0.083*** 0.066*** 0.050%***
(2.10) (1.04) (3.96) (2.04) (8.09) (4.86) (5.44) (4.00)
Progressive 0.002 0.002 -0.003 -0.003 0.003 -0.003 -0.007 -0.009
(0.32) (0.32) (-0.52) (-0.57) (0.38) (-0.28) (-1.09) (-1.28)
Epilepsy -0.002 -0.003 0.004 0.003 0.008* 0.008 0.004 0.003
(-0.59) (-0.77) (1.29) (1.08) (1.67) (1.52) (1.04) (0.70)
Learning difficulties 0.002 0.001 0.013*** 0.012*** 0.008** 0.006 0.013*** 0.012***
(0.62) (0.29) (5.45) (4.81) (2.24) (1.40) (3.93) (3.39)

Estimates of differences in health outcomes from linear probability models (t statistics in parenthesis). The control group is those who
migrated for employment reasons. The stars indicate that the mean value for the outcome of the group is statistically different from the
one for the UK born: *P<.10; **P<.05; and ***P<.01
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