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Abstract
The “Healthy Immigrant Effect” (HIE) suggests that immigrants have a health advantage over the domestic-born which van-
ishes with increased length of residency. Most HIE research focuses on physical health, with less attention given to mental 
health (MH). This systematic review of 58 MH studies examines whether there is a MH advantage among immigrants and 
explores changes in immigrants’ MH, besides critically assessing the use of HIE theory. Inconsistent evidence was detected 
regarding the presence of MH advantage, whereas consistent, convincing evidence was revealed for a decline in immigrants’ 
MH over years. Although the HIE theory can help reveal MH disparities, this theory alone does not explain the reasons for 
these disparities nor inform about potential avenues to improve immigrants’ MH. A paradigm shift is needed to incorporate 
other potential theoretical concepts/frameworks, including the “Health Inequalities Action” framework, for a broader under-
standing of MH issues and to inform effective, culturally-sensitive interventions.
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Introduction

Background

There has been a growing worldwide emphasis on address-
ing mental health (MH) needs as a global public health 
priority within the United Nations Sustainable Develop-
ment Agenda, with the third goal that focuses on promoting 
healthy lives and mental well-being for all populations [1, 2]. 
Mental health challenges affect over 15% of the population 
worldwide, leading to subsequent physical health problems/
disabilities as well as health and social disparities. In high-
income countries, the prevalence of MH issues is highest in 
the US, Canada, and Australia (about 20% each), followed 
by Europe (nearly 17%) [3]. Immigrants are particularly 
at increased risk for MH challenges as a result of various 
socio-economic, cultural and ecological factors [4]. These 
include, but are not limited to, difficulties accessing health 

and social care services, racism, social exclusion as well 
as unequal employment conditions and opportunities. A 
thorough understanding of MH challenges among interna-
tional immigrants (i.e., individuals living in a country other 
than their country of origin) is critically needed in countries 
where international migration is a key driver of population 
growth and economic prosperity. Over the last two decades, 
there has been an approximately 60% increase in the number 
of international immigrants worldwide [5, 6]. In Western 
countries, Australia and Canada constitute the highest pro-
portions of foreign-born immigrants (30 and 22%, respec-
tively) [7, 8]. These are followed by the US and Europe, 
where immigrants represent about 16 and 14%, respectively, 
of the total populations in these nations [9].

Theoretical Frameworks and Concepts

Healthy Immigrant Effect and Resilience

Within immigrant health research, there has been a focus 
on the “healthy immigrant effect” (HIE) theory, also called 
the “Immigrant Paradox”, which suggests that immi-
grants exhibit better health outcomes than domestic-born 
populations in the destination country [10]. Most of the 
research that supports the presence of health advantage 
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among immigrants focuses on mortality, overall health 
and physical health outcomes/indicators (e.g., body mass 
index, total cholesterol, diabetes), demonstrating lower 
prevalence of these diseases/indicators for immigrants 
compared to host populations when potential confound-
ers are controlled for in the models [11–13]. Little specific 
attention, on the other hand, has been given to MH out-
comes in HIE studies [14]. Across studies that employed 
the HIE theory for investigating immigrants’ health, there 
is inconsistency in the definition of both immigrant and 
domestic-born/reference groups [15]. While some studies 
define immigrants as solely those who are foreign-born 
(1st generation immigrants) [16, 17], others have a much 
broader definition, including foreign-born immigrants and 
their domestic-born descendants (2nd and/or 3rd + genera-
tion immigrants) [18, 19]. Regarding comparison groups, 
studies show substantial variations, where definitions var-
ied between 2nd + /3rd + generation immigrants, domes-
tic-born non-immigrants, or a combination of both [17, 
20, 21]. These inconsistencies in definitions highlight the 
need for caution when interpreting HIE studies’ findings 
with regards to the presence of health advantage among 
immigrants.

The health advantage observed among immigrants has 
often been linked to “the immigrant selection hypothesis” 
that suggests a positive selection of healthy immigrants into 
the receiving country at individual and national levels [12]. 
Regarding the individual level, immigrants are suggested to 
be a self-selected segment of the population of the country 
of origin, with better health and social outcomes relative 
to non-immigrants in the sending country [12, 22]. At the 
national level, the positive selection process occurs through 
strict migration policies, such as points-based systems in the 
immigrant-seeking countries (e.g. Canada and Australia), 
that favor/screen for healthy, well-educated immigrants [23]. 
These perspectives, however, fail to take into consideration 
refugees and undocumented immigrants’ situations, which 
often do not involve a positive self-selection at either the 
individual or national level. Previous HIE research has also 
attributed the observed health advantage among immigrants 
to their resilience, suggesting that newcomers, particularly 
those who are positively selected, have the motivation and 
determination to succeed, effectively navigating the destina-
tion country’s key resources and community assets that help 
sustain their overall health and well-being [24, 25]. Resil-
ience is suggested to be a dynamic process that encompasses 
continuous positive adaptation against adverse life events 
[26, 27]. A broader definition for resilience includes the 
structural and wider community protective factors and pro-
cesses/mechanisms that contribute to favourable outcomes 
despite continuing stressors that place communities and 
individuals’ mental health and psychological well-being at 
risk [28, 29].

Years Since Immigration Effect, Acculturation 
and Cumulative Stress Theories and Social Suffering

A complementary phenomenon to the HIE theory is the 
“years since immigration effect” (YSIE), which proposes 
that the initially healthy immigrants experience a decline 
in their health outcomes with increased length of residency 
in the destination country [30]. There is limited attention 
given to the YSIE in HIE research, with most studies that 
assessed the phenomenon adopting a cross-sectional or 
secondary analysis design [12, 31]. A longitudinal design 
is the most efficient methodology to examine the YSIE 
phenomenon, allowing for a reliable assessment of the 
long-term change in immigrants’ health through exclud-
ing unobserved individual differences and time-invariants 
[32–34]. The observed decline in immigrants’ health over 
time has been linked to unhealthful acculturation into a 
Western lifestyle (i.e., giving up one’s ethnic identity and 
associated healthy practices and adopting risky/unhealthy 
behaviors, including over-reliance on low-nutrient, con-
venience food and sedentary lifestyle, etc.). Another 
common explanation for the noted decline in immigrants’ 
health is related to the cumulative exposure to various 
stressors at different levels: individual (e.g. financial con-
straints, language issues), societal (e.g. discrimination, 
racism, unequal job opportunities) and organizational (e.g. 
difficulties navigating food, housing, health and social care 
systems) [35]. These stressors are suggested to build up 
gradually over years, eventually giving rise to the noted 
decline in their health with increased length of residency 
[36]. This aligns with the cumulative stress theory and 
suggests that human exposure to different stressors cumu-
latively adds up to cause a dysregulation of physiological 
mediators, resulting in various physical and MH impair-
ments [37].

Despite the socio-cultural and structural nature of the 
problem, there has been a notable increase in the medi-
calization of MH challenges that is often driven by phar-
maceutical industry’s interest in the creation of broader 
diagnostic categories and markets for “selling sickness”, 
underrecognizing individuals’ lived negative experiences 
and social suffering. The term “social suffering” was 
coined by Kleinman [38] to demonstrate that most day-
to-day social life involves suffering and pain that can be 
normative and normal. Social suffering could also refer 
to various abnormal human experiences from individual 
catastrophes-related social consequences to collective 
disasters. Indeed, many cases of anxiety and depression 
in our contemporary societies can be a form or a result 
of social suffering [39]. For example, Anglin et al. [40] 
note that aggressive policing practices (e.g. stop and frisk) 
and arrest history are associated with poor MH outcomes 
among African Americans.
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Previous Research and the Current Study

Previous reviews that employed the HIE theory mainly 
focused on either overall health or physical health out-
comes among immigrants [12, 13, 41]. Findings of these 
studies may not be applicable to immigrants’ MH outcomes. 
Although most HIE-physical health research found a health 
advantage among immigrants, this advantage may not trans-
late to immigrants’ MH. For example, positively health 
selected immigrants may develop symptoms of psychologi-
cal distress as a result of the stressful migration processes 
(e.g. long waiting for decision on immigration application, 
visa issues), arriving in the destination country with newly 
developed MH challenges [42, 43]. Islam [44] conducted a 
HIE literature review to examine immigrants’ MH in Canada 
and reported inconclusive evidence regarding the presence 
of MH advantage among immigrants. The review, how-
ever, did not employ a systematic search strategy nor did it 
develop clear eligibility criteria based on which the included 
articles were selected. Furthermore, Islam [44] did not adopt 
a clear evidence synthesis approach to robustly synthesize 
the existing evidence.

Employing the HIE theory, this systematic review aims 
to robustly and comprehensively examine MH outcomes 
among immigrants in Western countries (Canada, the US, 
Europe, Australia and New Zealand) and to assess the appli-
cability of the HIE theory to immigrants’ MH status across 
separate MH diagnoses. This will help direct future HIE-MH 
research and inform MH practices in immigrant-receiving 
countries. The objectives of this study are: (1) examine the 
presence of MH advantage among immigrants compared 
to domestic-born individuals, (2) explore whether there 
is a decline or increase in immigrants’ MH with increased 
length of residency in the destination country, and 3) crit-
ically assess the use of the HIE theory in MH studies of 
immigrants. This is the first HIE-guided systematic review 
to critically examine immigrants’ MH.

Methods

A systematic review was conducted adhering to PRISMA 
guidelines to address the review’s objectives effectively [45]. 
A retrospective registration of this review was made in the 
International Prospective Register of Systematic Reviews 
(PROSPERO).

Search Strategy

Sixty-one search terms, including generalized ones, that 
reflect the main concepts of this review (mental health and 
HIE/Immigrant Paradox) were employed and combined 
utilizing Boolean operators OR/AND (Online Appendix 

Table S1). Five automated databases were searched from 
inception to January 2021: PubMed, Medline, Embase, 
PsycINFO and Sociology Database. The research was 
restricted to human studies published in the English lan-
guage. A manual search of the bibliography of potentially 
pertinent articles was also carried out.

Study Selection

Articles were only considered for inclusion if they 
employed the HIE theory to investigate MH among inter-
national immigrants/refugees. There was no restriction 
on immigrants’ country of origin. To strike a balance 
between minimizing heterogeneity while being compre-
hensive, only research carried out in Western countries 
(North America (Canada and the US), Europe, Australia 
and New Zealand) was included. All MH conditions and 
proxy MH indicators (e.g., life satisfaction) across all age/
gender groups were included. All research designs, except 
for any types of reviews, were eligible. Papers utilizing the 
HIE theory to only explore physical health of immigrants 
were excluded. Studies examining the effectiveness of MH 
therapies/interventions among immigrants were also not 
eligible. These eligibility criteria were employed to screen 
the titles and abstracts of the retrieved papers after dupli-
cate removal. All potentially pertinent articles were then 
carefully examined in full (Fig. 1).

Data Extraction

A pre-established data collection tool was used to extract 
pertinent data. This involved authorship, study design, MH 
variables, participants’ characteristics, destination country 
and the major findings. To help answer the review’s ques-
tions in an efficient manner, data were separately clas-
sified according to whether they addressed the presence 
of MH advantage among immigrants compared to the 
domestic-born (i.e., HIE) and/or the change in immigrants’ 
MH patterns over years (i.e., YSIE). Data were mainly 
extracted for 1st generation immigrants (i.e., foreign-born 
immigrants) to aid comparability. Since there is inconsist-
ency in definition of domestic-born populations in the HIE 
literature, data were extracted for any Western countries' 
domestic-born individuals as comparators. To address the 
review’s objective regarding the presence of the YSIE, 
data were extracted for recent 1st generation immigrants 
as the population to investigate, whereas established 1st 
generation immigrants were comparators. Since there is no 
standard definition for recent and established immigrants 
in the HIE literature, any definitions by the authors of the 
included studies were deemed eligible.
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Assessing Quality and Synthesizing Evidence

An eight-element checklist was especially developed for 
quality appraisal of the included articles through adaptation 
from the Center for Evidence-Based Management recom-
mendations and previous relevant research (Table 1) [15, 
46–48]. These eight elements included: [1] research design 
(weight: longitudinal quantitative = 2, cross-sectional or sec-
ondary analysis = 1, any qualitative = 0.5), [2] response rate 
(reported ≥ 75% = 1, not reported or reported < 75% = 0), 
[3] adjusting for socio-demographic confounders (yes = 1, 
no = 0), [4] method of MH measurement (objective = 1, sub-
jective = 0.5), [5] Examination of the HIE and YSIE phenom-
ena (both phenomena examined = 1, only one phenomenon 
examined = 0.5, neither phenomenon examined = 0), [6] Clear 
definition of immigrants group (yes = 1, no = 0), [7] Clear defi-
nition of comparison group (yes = 1, no = 0), and [8] Examina-
tion of variations in MH across ethnicities (yes = 1, no = 0). 
Higher scorings demonstrate better quality: ≤ 4 (low quality), 
4.1–5.9 (medium quality) and ≥ 6 (high quality). In accord-
ance with previous systematic reviews that produced objective 
conclusions based upon statistical theory [48–50], a thresh-
old of ≥ 60% of significant evidence for the presence of HIE 
(revealed in a minimum of four studies) was utilized to define 
consistent, convincing evidence of existence of MH advan-
tage among immigrants (Table 2). The same approach was 
employed to draw objective conclusions on the presence of the 
YSIE for each MH diagnosis (Table 3). To make a comprehen-
sive critical assessment of the use of HIE theory in immigrant 
MH studies, data were categorized into three groups: concep-
tual and usage issues, study design issues, and measurement 
and analysis issues.

Results

Characteristics and Quality of the Eligible Studies

The automated database search yielded 3535 records, in 
addition to six potential papers identified through the bib-
liographies of pertinent articles (Fig. 1). Of these, only 58 
papers met the eligibility criteria. Half of the studies were 
conducted in the US, whereas Canada was the second most 
common country of study origin (26%), followed by Europe 
(21%) (Online Appendix Table S2). Approximately 90% of 
the studies adopted either a cross-sectional or a secondary 
analysis (of cross-sectional data) design. Over two-thirds 
(69%) of the studies recruited mixed migrants from different 
regions of the world. Latin America was the most common 
region of origin (21%), followed by Asia (9%). Around half 
of the studies were deemed of moderate quality, and about 
34% were of high quality. Adjustment for socio-demographic 
confounders was carried out in 88% of the studies. Only 
21% of the eligible papers showed a reliable response rate 
(≥ 75%) [51]. Examination of both the HIE theory and 
the YSEI phenomenon was considered in only 40% of the 
included studies (Online Appendix Table S2). Overall MH 
was investigated in about a third of the included studies. 
Depression was the most examined MH condition (43%), 
followed by anxiety (29%).

Presence or Absence of Mental Health Advantage?

Forty-nine studies exploring the presence of MH advan-
tage among immigrants were included. These were catego-
rized into two subsections according to the MH outcomes 

Fig. 1   Flow diagram presenting 
the included studies
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Table 2   Examination of the presence of mental health advantage among immigrants compared to domestic-born individuals

HIE healthy immigrant effect
a Involves either low mental health pathologies or optimal overall mental health, well-being and life satisfaction
b Involves either high mental health pathologies or poor overall mental health, well-being and life satisfaction
c Number of studies supporting the predicted HIE theory divided by the whole number of studies examined each mental health outcome. +  = evi-
dence for presence of mental health advantage (60–100% of papers supporting the predicted HIE theory); 0 = no evidence for presence of mental 
health advantage (0–33% of papers supporting the predicted HIE theory); ? = inconsistent evidence for presence of mental health advantage 
(34–59% of papers supporting the predicted HIE theory); Single signed codes (+ , 0, ?) were given when a significance evidence for presence of 
mental health advantage was found in less than four studies; Double signed summary coding (+ + , 00, ??) indicates that a significance evidence 
for presence of mental health advantage was revealed in four or more studies
d Immigrant group included combined 1st and 2nd generation immigrants
e Participants ageing < 60 years
f Participants ageing ≥ 60 years
g Females
h Males

Mental health issue/measure Significant better mental health 
outcomesa

Significant worse 
mental health 
outcomesb

Non-significant % studies that 
support the 
HIEc

Sum-
mary 
codes

Depression [34, 35, 52, 53, 61, 73, 83, 85, 86, 
113]

[55, 56, 89, 92] [57, 58, 60, 81d] 55% ??

Anxiety [35, 59, 60, 62, 91e, 113] [55, 58, 61, 81d, 83, 91f] 50% ??
Psychological distress [76] [57, 114] 33% 0
Mood disorder [59, 62] 100%  + 
Personality disorders [62] 100%  + 
Psychosis [59] [24] 50% ?
Substance use disorder [59, 63, 64] [83] 75%  + 
Depression or anxiety [82, 88] [116] 67%  + 
Anxiety or mood disorder [17, 66, 87] 100%  + 
Overall mental health [19, 31, 65–67, 84, 90, 93, 117] [18d, 21, 68, 69g] [20, 57, 60, 69h, 70] 50% ??
Well-being [65, 71] 100%  + 
Life satisfaction [72] 100%  + 

Table 3   Examination of the presence of the YSIE across different mental health issues/measures

YSIE years since immigration effect
a Involves either increase in mental health pathologies or decrease in overall mental health and well-being over years
b Involves either reduction in mental health pathologies or improvement in general mental health and well-being over years
c Number of studies supporting the predicted YSEI phenomenon divided by the whole number of studies examined each mental health out-
come. +  = evidence for presence of YSIE for the investigated mental health outcome (60–100% of papers supporting the predicted YSIE phe-
nomenon); 0 = no evidence for presence of YSIE (0–33% of papers supporting the predicted YSIE phenomenon); ? = inconsistent evidence for 
presence of YSIE (34–59% of papers supporting the predicted YSIE phenomenon); Single signed codes (+ , 0, ?) were given when a significance 
evidence for presence of YSIE was found in less than four studies; Double signed summary coding (+ + , 00, ??) indicates that a significance evi-
dence for presence of YSIE was revealed in four or more studies

Mental health issue/measure Significant deteriorationa Significant 
improvementb

Non-significant change % studies that sup-
port the YSIEc

Summary codes

Depression [73] [57, 58, 60] 25% 0
Anxiety [74] [58, 60] 33% 0
Psychological distress [75] [57] [76] 33% 0
Mood disorder [74] 0% 0
Anxiety or mood disorder [17] [66] 50% ?
Either depression or anxiety [88] 100%  + 
Overall mental health [20, 31, 65–67, 84, 90] [68] [57, 60] 70%  +  + 
Well-being [65, 71] 100%  + 
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investigated: MH pathologies and overall MH/proxy 
indicators.

Mental Health Pathologies

Studies showed inconsistent evidence for the presence of 
MH advantage among immigrants in terms of lower depres-
sion, anxiety and psychosis compared to domestic-born pop-
ulations (Table 2). While some studies revealed significantly 
lower depression scores among 1st generation immigrants 
relative to domestic-born individuals [34, 52, 53], others 
showed significantly higher depression levels [54–56]. Still, 
other studies do not reveal any significant differences [57, 
58]. Anxiety and psychosis scores were significantly lower 
amongst 1st generation immigrants compared to the host 
population in North America in studies by Menezes et al. 
[59], John et al. [60] and Lau et al. [35] whereas other stud-
ies did not detect any significant differences [24, 58, 61]. 
Studies revealed no significant evidence for the presence 
of health advantage among immigrants in terms of lower 
psychological distress levels relative to domestic-born indi-
viduals (Table 2). Two North American studies, on the other 
hand, exhibited that 1st generation immigrants have signifi-
cantly lower mood and personality disorders than domestic-
borns [59, 62]. Likewise, 1st generation immigrants/refugees 
in North America showed significantly lower substance use 
disorders than domestic-born comparators [59, 63, 64].

Overall MH and Proxy Indicators

No consistent evidence was revealed for more optimal over-
all MH among immigrants, compared to domestic-born 
individuals (Table 2). Immigrants in North America and 
Europe showed significantly better overall MH compared to 
domestic-borns in studies by Kearns et al. [65], Kwak [66], 
and Huang et al. [67] whereas other North American and 
European studies either revealed significantly worse over-
all MH [68, 69] or non-significant differences [20, 60, 70]. 
Well-being was investigated in only two European studies 
and was significantly higher among 1st generation immi-
grants relative to domestic-born individuals [65, 71]. Calvo 
et al. [72] reported significantly higher life satisfaction levels 
among immigrants compared to US-born individuals.

Change in Immigrants’ MH with Increased Length 
of Residency

Eighteen studies examining the change in MH of immigrants 
over years were included. These were classified into two 
subsections according to the MH outcomes assessed: MH 
pathologies and overall MH/proxy indicators.

Mental Health Pathologies

Studies showed no significant evidence for an increase in 
either depression or anxiety levels among immigrants with 
increased length of residency (Table 3). Wu and Schimmele 
[73] and Breslau et al. [74] showed that there is a signifi-
cant increase in depression and anxiety scores, respectively, 
whereas no significant changes in scores of both conditions 
were detected in other studies [57, 58, 60]. When investi-
gating psychological distress among immigrants in Canada, 
Wang and Palacios [75] found a significant increase over 
years, whereas Montazer [76] did not detect any significant 
change. A focus group study by Kaplan et al. [77] revealed 
an increase in psychological distress among Ghanaian immi-
grants in the US over years. Participants of this qualitative 
study linked the rise in their distress levels to various socio-
economic stressors in the destination country (e.g., unequal 
employment opportunities and loss of social status). Choi 
et al. [57], on the other hand, reported a significant decrease 
in distress with increased length of residency among immi-
grants in the US. Only one study examined mood disorder 
among immigrants, revealing no significant change over 
years [74].

Overall MH and Proxy Indicators

Studies revealed consistent significant evidence for a decline 
in overall MH of immigrants with increased length of resi-
dency in both North America and Europe (Table 3). Well-
being was examined in only two European studies and 
showed significant decline over years [65, 71]. Mexican 
immigrants reported a decline in their overall MH and well-
being with increased length of residency in Canada [78].

Critical Evaluation of the Usage of the HIE Theory 
in Immigrant MH Studies

The issues around the usage of the HIE theory were catego-
rized into three categories: (1) conceptual and usage issues, 
(2) study design issues, and (3) measurement and analysis 
issues.

Conceptual and Usage Issues

Across studies, there is a lack of consistency in the concep-
tual definition of the HIE theory. About 40% of the studies 
provide a clear comprehensive definition for the two inter-
related HIE and YSIE phenomena, proposing a presence of 
a MH advantage among immigrants compared to domes-
tic-born populations that declines with increased length of 
residency (Table 1). Half of the studies solely focused on 
the preliminary HIE phenomenon and suggested that immi-
grants exhibit better MH than domestic-borns, without 
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addressing the complementary YSEI phenomenon that is 
crucial to understand the trajectory of immigrants’ MH out-
comes over years. In their cross-sectional studies, Fu and 
VanLandingham [79], Breslau et al. [74], and Gutierrez-
Vazquez et al. [80] defined the HIE theory as the presence of 
health advantage among immigrants compared to their non-
immigrant counterparts in the country of origin. Wu et al. 
[25] and Helgesson et al. [21] presented a more inclusive 
definition for the HIE theory, suggesting that immigrants 
have better MH than both domestic-born populations in the 
receiving country and non-immigrant counterparts in the 
sending country.

All studies, expect for one study by Yang et al. [61], pro-
vided a clear definition for the immigrant study population 
(Table 1). About 95% of these studies recruited 1st genera-
tion immigrants as the main study population. Perreira et al. 
[81] and Lee [18], on the other hand, defined their research 
population as mixed 1st and 2nd generation immigrants. The 
included studies lacked a clear, consistent definition for the 
comparison group (Table 1). Approximately 67% of the stud-
ies defined the reference group as domestic-born individuals 
without clarifying whether this comprised 2nd/3rd + genera-
tion immigrants, domestic-born non-immigrants, or combi-
nation of both (Table 1). The most common/clear definitions 
for the comparison group were 2nd + generation immigrants 
[24, 82–86] and domestic-born non-immigrants [17, 66, 
87–89]. Other clear reference group definitions included 
3rd + generation immigrants [18, 63] and mixed 3rd gen-
eration immigrants and domestic-born non-immigrants [19, 
21]. Finally, all of the included research, except for two stud-
ies by Kearns et al. [65] and Salas-Wright and Vaughn [64] 
lacked clarity about the composition of the immigrant group 
in regard to immigration status (i.e., voluntary immigrants 
and/or refugees).

Study Design Issues

Most studies (90%) employed either a cross-sectional or a 
secondary analysis design (of cross-sectional data), which is 
limited by the inability to infer a reliable causality (Table 1 
and Online Appendix Table S2). Out of the 26 studies that 
assessed the YSIE phenomenon (Table 1), only two Euro-
pean studies used a longitudinal design to reliably exam-
ine the change in immigrants’ MH with increased length of 
residency [21, 90]. In an attempt to obtain insight into the 
trends of change in immigrants’ MH, the other non-longitu-
dinal quantitative studies recruited foreign-born immigrants 
with different lengths of residency, forming and comparing 
two groups: recent immigrants and established immigrants. 
These studies, nonetheless, encountered discrepancies in the 
definition of both recent and established immigrant groups. 
While some studies defined recent and established immigrant 
groups as those with residence of < 10 years and ≥ 10 years, 

respectively [17, 31, 34, 53, 66, 71, 75, 91], other studies 
adopted a higher threshold of < 15 years and ≥ 15 years for 
defining recent and established immigrants, respectively [57, 
74, 88]. King et al. [58] and Huang et al. [67], on the other 
hand, defined recent and established immigrants as those liv-
ing in North America for < 5 years and ≥ 5 years. Dean and 
Wilson [78], and Kaplan et al. [77] employed a qualitative 
design to obtain in-depth insight into immigrants’ experi-
ences/perspectives of MH status change over time, providing 
a better understanding of the YSIE phenomenon. To address 
their aim, Dean and Wilson [78] recruited immigrants of 
three different length of residencies (< 3 years, 3–10 years, 
and < 10 years), whereas Kaplan et al. [77] categorized their 
study participants into four groups (< 5 years, 5–10 years, 
11–20 years, and > 20 years).

Only four studies considered testing the “immigrant 
selection hypothesis” (i.e., positive selection of healthy 
immigrants into the receiving country) by recruiting non-
immigrant individuals from the same country of origin as 
immigrant participants [25, 74, 79, 80]. Two cross-sectional 
studies of Mexican immigrants in the US considered recruit-
ment of non-immigrants in Mexico to test the selection 
hypothesis [74, 80]. Both studies did not include a clear 
description of either the foreign-born immigrant sample in 
the US (e.g., established and/or recent immigrants) and the 
non-immigrant sample in Mexico (e.g., whether intending/
planning for immigration), which would be critical for draw-
ing conclusive evidence about the validity of the immigrant 
selection hypothesis. Likewise, cross-sectional studies of 
Vietnamese and Chinese immigrants in the US by Fu and 
VanLandingham [79], and Wu et al. [25] did not consider 
a clear description of both immigrant and non-immigrant 
samples. The lack of an explicit description of immigrant 
and non-immigrant samples may in part explain the con-
flicting findings revealed in these four studies, where the 
immigrant selection hypothesis was supported by Wu et al. 
[25], yet challenged by Gutierrez-Vazquez et al. [80], Fu and 
VanLandingham [79], and Breslau et al. [74].

Measurement and Analysis Issues

Approximately, 19% of studies relied on perceived ques-
tions to examine participants’ MH (e.g., self-reporting on 
subjective mental health), which may have led to different 
types of bias (recall and /or mis-reporting bias) (Table 1). 
Approximately 70% of the studies used data from national 
statistical agencies and surveys, mainly collected through 
bio-medically-informed, culturally unadapted tools 
according to either the Diagnostic and Statistical Manual 
of Mental Disorders (DSM) or the International Classifica-
tion of Diseases (ICD). This may have made the data liable 
to reporting bias. Furthermore, the use of secondary data 
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means that the performed analysis is a one-time snapshot 
of the population in question.

Only about one-quarter of the included studies con-
ducted a sub-ethnic group analysis, which would be use-
ful for assessment of variations in MH outcomes across 
different immigrant ethnicities, identifying the most MH 
disadvantaged ethnic groups (Table 1). For example, a 
study by Huang et al. [67] revealed that Western European 
immigrants are 2.7 times more likely to exhibit depres-
sion symptoms relative to Mexican immigrants in the US.; 
Mexican immigrants, however, had significantly higher 
depression levels than Asian immigrants in a Canadian 
study by Ali [53]. Moreover, Latino immigrants showed 
significantly higher prevalence of substance use disor-
ders than Asian immigrants (19.8 vs. 9.9, respectively) 
in an American study by Salas-Wright et al. [63]. When 
performing a sub-ethnic group analysis of MH among 
Asian immigrants in the US, Ro and Gee [84] found that 
the prevalence of poor MH was highest among Hmong 
and Cambodian immigrants (23 and 21%, respectively), 
whereas Japanese and Taiwanese had the lowest preva-
lence (3.8% each).

None of the studies performed an analysis by immi-
gration status, which can be helpful, given the different 
types of stressors refugees face compared to voluntary 
immigrants (e.g., exposure to political trauma/torture, 
suboptimal hygiene in camps and transit countries) that 
can impact their MH. The impact of age at immigration 
on immigrants’ MH outcomes was only assessed in three 
American cross-sectional studies. Salas-Wright et al. [63] 
reported that those who immigrated to the US as children 
and adolescents were significantly more likely to meet 
criteria for substance use disorders than immigrants who 
came as adults. Likewise, Breslau et al. [74] found that 
migration at a young age increased the likelihood of exhib-
iting symptoms of mood disorder among Mexican immi-
grants in the US. The same patterns were noted for both 
depression and anxiety among Asian immigrants [35]. 
Only five studies considered a sub age group analysis to 
explore variations in immigrants’ MH outcomes across 
different age groups. Studies by Kwak [66], and Aglipay 
et al. [91] observed that the MH advantage among immi-
grants in Canada is stronger for young adults relative to the 
elderly. The same patterns were also noted among immi-
grants in Spain [90]. In contrast, Lee [18] found better MH 
outcomes with increased age of immigrants in Australia. 
Straiton et al. [92] examined interactions between age and 
gender of immigrants in Australia and noted that aging 
increased the depression level of women and decreased 
that of men. Six studies conducted a sub-analysis of gen-
der of immigrants in North America, Europe and Australia 
and reported a stronger MH advantage among immigrant 
males relative to females [18, 31, 66, 80, 90, 93].

Discussion

This systematic review critically assessed the use of HIE 
theory to investigate the presence of MH advantage among 
immigrants and the changes in immigrants’ MH over time 
in Western countries. Our review reveals inconsistent evi-
dence regarding the presence of MH advantage among 
immigrants compared to domestic-born individuals. While 
some studies showed significantly better MH outcomes 
among immigrants relative to domestic-born compara-
tors supporting the HIE theory, others reported either sig-
nificantly worse outcomes or non-significant differences. 
These conflicting findings were also reported in previous 
HIE-physical health reviews and may in part be explained 
by inconsistency in definition of reference group [12, 13]. 
Similar to the included studies in the current review, HIE-
physical health research lacks consistency in comparison 
group definition; definitions varied among 2nd/3rd + gen-
eration immigrants, domestic-born non-immigrants or 
combination of both [15, 16, 94]. Another potential expla-
nation for the inconsistent findings across HIE studies is 
the lack of clarity about whether the investigated immi-
grant group included or excluded refugees. Refugees are 
more likely than voluntary immigrants to experience mul-
tiple stressors throughout their migration trajectory (e.g., 
political violence, persecution-related trauma, uprooting, 
suboptimal hygiene) that can affect their health and well-
being negatively after resettlement [95]. Furthermore, 
compared to voluntary immigrants, refugees often arrive 
at the destination country with no or considerably fewer 
material resources that are necessary for establishing a 
quality life free from disease and disability. The incon-
sistency in the findings can, moreover, be explained by 
the absence of sub-group analysis by racialized status, as 
racialized immigrants likely encounter more stressors and 
MH triggers than non-racialized immigrants.

The current study revealed a consistent, convincing 
evidence for a decline in immigrants’ MH with increased 
length of residency in the destination country, supporting 
the YSIE phenomenon. Research showed that immigrants 
encounter various stressors at different levels in the des-
tination country that continue to accumulate over time, 
giving rise to a substantial decline in their MH and well-
being [35, 96]. For instance, racialized immigrants suf-
fer from racism/harassment in the destination country in 
various contexts (e.g., street, workplace and schools) [97]. 
Across leading immigrant-receiving countries, most hate 
crimes are race and religion-related. For example, xeno-
phobic and religion-related hate crimes in 2018 constituted 
around 80% of the entire police-reported hate crimes in 
each of the US and Canada [98, 99]. The same prevalence 
was noted for racially/religiously motivated hate crimes 
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in Australia in 2016 [100]. Within Western job markets, 
racial discrimination has been a critical issue, resulting in 
substantial health andsocial inequities [101]. A recent study 
of 97 field experiments examining racial discrimination in 
hiring in North America and Europe reported significant 
discrimination against non-European immigrants, with the 
highest racial discrimination rates found in France (85%), 
Sweden (65%), the UK (55%) and Canada (44%) [102]. 
The racially discriminatory job market has become a more 
critical issue since the start of the coronavirus (COVID-19) 
pandemic, with immigrants/refugees experiencing substan-
tially higher job losses, increasing their precarity, com-
pared to the domestic-born [103]. A recent Canadian study 
showed that immigrants are significantly more likely than 
domestic-born individuals to report that the COVID-19 cri-
sis would have a moderate/major impact on their capability 
of meeting financial obligations (43 vs. 27%, respectively) 
[104]. Repeated exposure to these discriminatory behaviors 
and racial incidents contributes to an increase in distress 
levels among immigrants, putting their MH at risk.

Another potential explanation for the noted decline in 
immigrants’ MH over time is the overmedicalization of MH 
challenges in Western countries together with the lack of 
culturally-sensitive patient-centered health care and cultur-
ally competent providers [38]. These factors can be particu-
larly critical for immigrants whose home cultures stigmatize 
MH challenges. For example, there has been poor access 
to MH services among African Americans due to a lack 
of availability of Black psychotherapists in the US [105]. 
According to the American Psychological Association, 
Black psychotherapists represent only about 4% of the total 
US psychology workforce [106]. For most African Ameri-
cans, provision of MH services by a therapist from the same 
cultural background is critical to facilitate understanding of 
cultural experiences, particularly those related to racism/
oppression and intergenerational trauma.

Our review showed various issues around the usage of 
the HIE theory in immigrant MH studies. Half of the studies 
only focused on the HIE and hypothesized that immigrants 
demonstrate better MH than domestic-born populations, 
overlooking the corollary YSIE phenomenon that provides 
a thorough insight into the trajectory of immigrants’ MH 
over years in the destination country. This is particularly 
critical given the various societal stressors/challenges immi-
grants face which likely result in a decline in their MH [4]. 
Moreover, many immigrants set optimistic expectations 
regarding their lives following immigration (e.g., better 
job opportunities in their field of expertise) that are not met 
despite continuous attempts, causing a sense of personal fail-
ure mixed with disappointment at the discriminatory sys-
tem in the destination country [107]. For example, research 
has showed that although most immigrants to Canada are 
selected according to a strict, skill-based point system, many 

are not accepted in job opportunities related to their educa-
tion/training, due to a discriminatory barrier- the lack of the 
so-called “Canadian experience” [108].

Most of the HIE-MH studies (90%) included in this sys-
tematic review employed either a cross-sectional or second-
ary analysis (of cross-sectional data) design, underscoring 
the paucity of well-grounded longitudinal and qualitative 
research. Besides helping to interpret quantitative research 
findings, qualitative studies would give a deeper insight into 
immigrants’ perceptions and experiences of MH status [78]. 
The included studies relied on bio-medically-informed, cul-
turally unadapted tools mainly according to the DSM; this 
practice has heavily been criticized by scholars due to under-
recognizing individuals’ lived negative experiences emanat-
ing from social inequities [39]. Most studies (75%) did not 
conduct a sub-ethnic group analysis, which is crucial given 
that some ethnic groups, particularly racialized ones, likely 
face significantly higher stressors that put their MH more 
at risk compared to non-racialized groups. Furthermore, 
every ethnic group could have their own lived experiences 
and unique challenges that impact their MH. For example, 
a Canadian cross-sectional study revealed that the Chinese 
community has disproportionately faced discrimination and 
psychological distress since the start of the COVID-19 pan-
demic because the virus was first detected in China [109].

Strengths and Limitations

The current systematic review comprehensively addressed 
the applicability of the HIE theory to MH of immigrants in 
Western countries, an under-researched area in immigrant 
MH research. This review also provided a critical assess-
ment of the use of the HIE theory in immigrant MH studies 
to inform potential modification/improvement. A rigorous 
systematic search strategy was adopted, searching five elec-
tronic databases of health and social sciences. A retrospec-
tive registration of this review was made in PROSPERO to 
enhance transparency and reduce reporting bias. One limita-
tion of this review is that only English papers were eligible, 
posing a likelihood of excluding potential non-English arti-
cles from continental Europe. As well, a limited segment of 
the migration phenomenon was captured in this study given 
that there are many immigrant/refugee-receiving countries 
that lack resources to conduct HIE-MH research (e.g., Pales-
tinian refugees dispersed across the Middle East, Venezue-
lan immigrants in Central and South America). Most of the 
synthesized evidence in this study came from cross-sectional 
studies, which are associated with limited ability to make 
reliable causal inferences [35]. Nearly all the included stud-
ies used either perceived MH questions or self-reported MH 
scales, making the review’s findings liable to recall and /or 
mis-reporting bias stemming from MH stigma [110].
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Conclusions and Future Directions

HIE-MH research appears to be limited and is primarily 
restricted to cross-sectional and secondary analysis stud-
ies, highlighting the paucity of longitudinal and qualita-
tive research in this field. North America and Europe are 
relatively ahead of Australia in HIE-MH research, whereas 
New Zealand apparently lacks this type of research. Incon-
sistent evidence was revealed regarding the presence of 
MH advantage among immigrants compared to domestic-
born individuals, questioning the applicability of HIE 
theory to MH. Most HIE-MH research provided a clear 
consistent definition for the immigrant group, whereas the 
comparison group definition lacked clarity and consistency 
across studies. Consistent, convincing evidence was found 
for a decline in MH of immigrants with increased length of 
residency in the destination country, supporting the YSIE 
phenomenon.

Regarding future research, mixed-method and qualita-
tive study designs are recommended to provide in-depth 
and comprehensive insight into immigrants’ MH experi-
ences in the destination country and the trends in changes 
in MH outcomes with increased length of residency. This 
would help determine potential MH determinants and 
protective factors/resources (e.g., social/community cohe-
sion, translated resources, culturally-relevant activities), 
informing the development of effective and tailored, MH-
promoting interventions/programs that best serve immi-
grants’ needs. Sub-group analyses by potentially important 
factors, such as age, gender, age at migration, immigration 
status, racialized status, and ethnicity, is required to iden-
tify variations in MH outcomes across different subgroups. 
In terms of the assessment of MH, the use of a combina-
tion of both perceived MH questionnaires and objective 
scales that are culturally sensitive is recommended to 
improve data reliability and validity.

Concerning theoretical frameworks, although the use of 
HIE theory in immigrant health research can help reveal 
MH disparities, this theory alone does not explain how 
and why these disparities exist nor inform about potential 
ways to improve immigrants’ MH. This highlights the need 
for a paradigm shift from the sole use of the HIE theory 
to incorporating other potential theoretical concepts and 
frameworks to help understand the whole picture regard-
ing the reasons for disparities and the decline in immi-
grants’ MH over years. Alongside the HIE theory, the 
“Health Inequalities Action” framework can be helpful in 
providing insight into the reasons behind MH inequities 
and propose viable solutions to enhance immigrants’ MH 
[111]. This framework is developed by the Glasgow Cen-
tre for Population Health and the National Health Service 

for addressing health inequalities and developing equity 
promotion strategies for community health and social 
care services. The framework starts with understanding 
the needs/lived experiences of marginalized populations, 
including immigrants/refugees, and comparing their 
health outcomes to the broader population. This is fol-
lowed by developing community-informed interventions 
that help address the reported needs, reducing the inequity 
gap. Finally, the concept of resilience can be beneficial 
to explore potential resources that can help immigrants 
adapt/cope in face of adversities and to inform the design 
of effective interventions.
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