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Abstract
There is an apparent contradiction between the high level of morbidity and the low level of mortality observed in
certain groups of migrants living in Europe. This observation should have some consequences for health policy
development and the targeting of resources in a city like Amsterdam. In this paper a number of hypotheses to explain
the low mortality in migrant groups are discussed. An analysis is made of mortality in Amsterdam using data from the
civil registry as to mortality according to age, sex and nationality group of the deceased. Standard demographic
techniques such as the standardised mortality ratio (SMR) and life table analysis were employed. Life table analysis
shows that life expectancy in Amsterdam is lowest among residents of Dutch descent (73.3 yr for males and 79.1 yr for
females) and highest among those of Mediterranean origin (77.6 yr for males and 86.1 yr for females). This appears to
contradict previous research based on the SMR, which showed high mortality in migrant groups. To ﬁnd the cause of
this contradiction, the SMR and risk ratios by age are studied. The conclusion of this paper is that on the basis of life
table analysis it appears that some immigrant groups living in Amsterdam have a remarkably high life expectancy. Since
the SMR is sensitive to demographic diﬀerences between groups compared, questions can be raised about previous
studies using the SMR. It has been suggested that the high life expectancy in migrant groups is not really caused by good
health but by ‘spurious’ phenomena, such as problems in mortality registration. However, in view of the available data
it seems likely that some migrant groups do in fact have high life expectancy, although the morbidity in these groups can
be quite high. These ﬁndings should inform health-related policy. r 2002 Elsevier Science Ltd. All rights reserved.
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1. Introduction
Recent research into the health of migrant populations and ethnic minority groups in European countries
has raised a number of epidemiological, theoretical and
methodological questions (Weitoft, Gullberg, Hjern, &
Ros!en, 1999). Some studies, based on surveys and
objective morbidity and mortality estimates, have shown
that there are many health problems among migrant
groups (Uniken Venema, Garretsen, & van der Maas,
1995; Bollini & Siem, 1995; Sundquist, 1995; Stronks,
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Uniken Venema, & Dahhan, 1999). However, other
studies have indicated a remarkably low mortality in
migrant groups (Wild & McKeigue, 1997; Razum, Zeeb,
Seval Akun, & Yilmaz, 1997; Abra!ıdo Lanza, Dohrenwend, Ng Mak, & Turner, 1999), as well as lifestyles
associated with good health (Bennett, 1993). This is a
matter of importance; health policy development must
be based on valid and reliable assessments as to migrant
health. If migrant groups show a speciﬁc susceptibility
to a particular health problem, positive policies should
be developed which take the migrants’ culture, language
and lifestyle into account (Gupta, de Belder, & Hughes,
1995; Bhopal, 1997). High-quality epidemiological
knowledge which can provide unambiguous information
is essential to eﬀective policy-making and aﬃrmative
action (Lillie-Blanton & Laveist, 1996).
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Historically, migrant studies and studies of geographical diﬀerences in lifestyle and health have been an
important impetus in developing the ‘risk factor’
approach (Feinleib, 1995; Marmot, Adelstein, & Bulusu,
1984; Marmot et al., 1975; Salmond, Prior, & Wessen,
1989). These studies make it clear that health and disease
result from complex interactions between genetic predisposition, environment, lifestyle, living circumstances
and personal history, and that they can never be
accounted for simply on the basis of ethnicity (Bennett,
1993). In order to provide the information needed to
develop eﬀective policies to address inequalities in
health, general epidemiological knowledge will have to
be combined with knowledge of patterns of health,
lifestyle and living circumstances in the population.
The international literature indicates that a number of
factors should be examined in studies of migrant health.
Firstly, diﬀerences in health between population groups
can be quite pronounced, even in the case of close
neighbours such as the English, Scots and Irish (Wild &
McKeigue, 1997; Balarajan, 1991; Abbotts, Williams,
Ford, Hunt, & West, 1997) or the Swedish and Finnish
(Sundquist & Johansson, 1997a, b; Sundquist, 1995).
Studies of diﬀerences in the causes of speciﬁc mortality
in population groups most often report diﬀerences in the
prevalence of cardiovascular diseases (Balarajan, 1991;
Klatsky, 1994; Sundquist & Johansson, 1997b) and
cancers (Muir, 1996) and in risk factors for these
diseases. However, there are also distinct variations
between groups of migrants in the prevalence of
accidents, suicide, homicide, and perinatal mortality
and morbidity (Lumey & Reijneveld, 1996; Shai &
Rosenwaike, 1988; Fang, Madhaven, & Alderman,
1997). These diﬀerences are often thought of as being
inﬂuenced by three kinds of factors: biological, environmental and lifestyle. To study diﬀerences in these factors
for migrants requires a dynamic view, since in a migrant
group they will have been subject to much more change
than in a ‘normal’ population. Firstly, as far as
biological factors are concerned, there are only a few
examples of important diseases which are clearly related
to a biological predisposition in a particular migrant
group. Diabetes and heart disease among immigrants
from South Asia have often been discussed (Gupta et al.,
1995; Greenhalg, 1997; Middelkoop, Kesarlal-Sadhoeram, Ramsaransing, & Struben, 1999). Taking the
dynamic view, there may have been positive health
predispositions among migrants due to selection processes. The ‘healthy migrant’ hypothesis states that
dynamic individuals without disabilities are most likely
to migrate (Feinleib, 1995; Marmot et al., 1984). The
‘unhealthy remigration’ hypothesis (Razum, Zeeb, Seval
Akun, & Yilmaz, 1997) states that there is a tendency
among migrants with health problems and migrants who
have adapted less successfully to return ‘home’ (Abra!ıdo
Lanza et al., 1999). Secondly, environmental factors:

most migrants work and live in deprived conditions,
characterised by cramped and sub-standard housing and
high unemployment rates. Migrants predominantly
work in manual and unskilled jobs. Possibly they have
access only to inferior health and social care (Bollini &
Siem, 1995). Furthermore, the migration process itself
may have an additional negative eﬀect (Marmot et al.
(1984); Trovato, 1992; Stronks et al., 1999). Among
political refugees in particular a drop in social status and
a history of persecution are often important factors
(Fassil, 2000; Connelly & Schweiger, 2000; Adams &
Borman, 2000). However, for other migrants making the
change can be a positive experience, as it may constitute
a form of upward social mobility (Razum, Zeeb, Seval
Akun, & Yilmaz, 1997), possibly producing health
beneﬁts (Hart, Smith, & Blane 1998; Lynch et al.,
1994). Thirdly, many migrants had a healthy lifestyle in
their original country, characterised by a healthy diet,
high levels of physical activity, a moderate use of alcohol
and low use of tobacco and illicit drugs. An important
example of such a lifestyle is the Mediterranean lifestyle
(Gjonça & Bobak, 1997). Often this favourable lifestyle
is maintained in the new country of residence to a
certain extent and for a certain period of time. However,
in the process of acculturation, health lifestyles may well
deteriorate (Benfante, 1992; Salmond et al., 1989).
Another problem is that some groups of migrants are
more vulnerable with regard to illicit drug use, alcohol
use, and accidents and violence (Shai & Rosenwaike,
1988). This may be due to a high level of social and
economic deprivation in groups of migrants and therefore may be no more serious than in comparable groups
of the host population (Trovato, 1992).
The low level of mortality in some migrant groups is
surprising because these migrant groups are often some
of the most deprived groups in their host country.
Morbidity studies show the presence in these groups of
all the health problems associated with social deprivation and disadvantageous working, housing and living
conditions (Uniken Venema et al., 1995; Bollini & Siem,
1995; Reijneveld, 1998). There seems to be a contradiction between the disadvantageous social position and
morbidity in certain groups of migrants on the one
hand, and low mortality on the other. If research is
going to be able to develop knowledge and inform
health policy eﬀectively, it will have to address this
apparent contradiction. A study by Wild and McKeigue
(1997) into premature mortality showed conclusively
that the health problems requiring the most urgent
attention in migrant groups living in England were to be
found not among people of Asian descent (Gupta et al.,
1995), but among Scottish and Irish migrants. However,
it has been pointed out that the low mortality observed
in some migrant groups might be due not to good
health but due to spurious relationships which have little
to do with health status (Weitoft et al., 1999). Such

