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Abstract
How health status changes as migrants age and become to their host country remains 
underexplored. This study investigates two key indicators—life expectancy (LE) 
and healthy life expectancy (HLE)—among migrants in Australia using nationally 
representative secondary data, including census-based Estimated Resident Population, 
1% Census sample, and mortality statistics. LE refers to the average number of years 
a person is expected to live, while HLE refers to the expected healthy years. Results 
show that, compared with the Australian-born population, the overseas-born population 
enjoys higher LE (e.g., LE at birth: 83.4 vs 81.1 years in 2006; 83.9 vs 81.7 in 2011; 
84.8 vs 82.4 in 2016). However, the overseas-born population shows higher HLE at 
younger ages but significantly lower HLE in later life. With increasing age, both HLE 
and the HLE/LE ratio of the overseas-born population declines more rapidly than 
among Australian-born, though this trend slows at very advanced ages. Overseas-born 
females experience earlier and greater health deterioration than their male counterparts, 
highlighting the importance of gender-sensitive approaches to migrant health and 
ageing. From 2006 to 2016, LE for the overseas-born population increased by 1.4 
years. Over the same period, HLE for the overseas-born population rose by only 0.2 
years, and the HLE/LE ratio declined by 1.3%. These findings suggest nuanced ageing 
trajectories among migrants, with implications for life-course health interventions and 
policy. The results underscore the need for migrant-inclusive and gender-sensitive 
health strategies to support healthy ageing in Australia.

Keywords  Healthy life expectancy · Quality of life · Migrants’ wellbeing and health · 
The healthy migrant effect · Nativity difference
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1  Introduction

International migration, largely driven by globalisation and international socioeconomic 
inequalities, has profoundly transformed the demographic profiles of major migrant-receiv-
ing societies (Castles, 2013; Hauer et al., 2024). Countries such as the United Kingdom 
(UK), the United States (US), Australia, and Canada have all experienced remarkable 
growth in their international migrant population over recent decades (United Nations, 
2019). This demographic shift has made substantial social, cultural, and economic contri-
butions to host societies, and has also had far-reaching implications for healthcare systems 
and policies (De Haas et al., 2019; McAuliffe & Triandafyllidou, 2021; Van Doorn et al., 
2023). More recently, the COVID-19 pandemic has disrupted global migration flows and 
amplified pre-existing health inequalities, with migrant communities experiencing reduced 
healthcare access, heightened mental health burdens, and interruptions in continuity of care, 
factors likely to have long-term consequences for their health trajectories (El Arab et al., 
2023; Hintermeier et al., 2024; Mantu et al., 2025; Matlin et al., 2021). Within this broader 
global landscape, Australia represents a particularly distinctive case, with its long-standing 
multicultural policies and predominantly skilled migration program shaping both the scale 
and characteristics of its migrant population (Cheng et al., 2025). However, relatively little 
is known about how ageing, acculturation, and social inequalities interact to shape migrants’ 
long-term health outcomes in Australia’s large and diverse migrant population (Australian 
Bureau of Statistics, 2025).

A pressing issue in migrant health research centres on the way that migrants’ health out-
comes evolve as migrants integrate and acculturate into the host society (Peiro & Benedict, 
2010; Rechel et al., 2013). A large body of work indicates that migrants typically arrive 
with better health profiles than the locally-born population, a pattern commonly described 
as the ‘healthy migrant effect’ (Anikeeva et al., 2010; Biddle et al., 2007; Cunningham et al., 
2008; Simon-Kumar et al., 2025; Vang et al., 2017). This advantage is particularly evident 
in mortality outcomes (Anikeeva et al., 2010; Ruiz et al., 2013; Vang et al., 2017) and tends 
to be more pronounced among men and individuals of working age (Garcia & Chiu, 2016; 
Trovato & Odynak, 2011). However, research also shows that this initial health advantage 
diminishes with increased duration of residence, and some migrant groups experience worse 
health outcomes in later life compared with native-born populations (Biddle et al., 2007; 
McDonald & Kennedy, 2004). This paradox highlights the need to understand how morbid-
ity and mortality patterns shift across the life course as migrants age and adapt to the host 
environment.

Healthy life expectancy (HLE), defined as the expected number of healthy or disease-
free years remaining at a given age, is frequently used to capture both longevity and quality 
of life (Jagger & Robine, 2011). Prior studies of HLE suggest that although migrants often 
exhibit longer life expectancy (LE) than native-born individuals, they may experience com-
parable or lower HLE at older ages, indicating that the healthy migrant effect is less evident 
for morbidity in later life (Eschbach et al., 2007; Garcia & Chiu, 2016; Garcia et al., 2018; 
Huang et al., 2023, 2024; Reus-Pons et al., 2017). Much of these existing evidence, how-
ever, originates from North America (Garcia et al., 2015, 2018, 2019) and Western Europe 
(Carnein et al., 2014; Wohland et al., 2015), limiting its applicability to other major migrant-
receiving nations with different immigration policies, integration pathways, and health sys-
tems. Moreover, most studies focus primarily on older migrants, overlooking how HLE 
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patterns vary across the entire life course (Garcia & Chiu, 2016; Garcia et al., 2015, 2017, 
2018, 2019; Reus-Pons et al., 2017; Wohland et al., 2015). These limitations underscore the 
need for more comprehensive, age-differentiated analyses of migrant HLE.

To address these gaps, the present study provides the first systematic assessment of LE 
and HLE among overseas-born and Australian-born populations across three time points 
(2006, 2011, and 2016). Australia provides a distinctive case due to its skilled migration 
program in the past more than two decades, long-standing multicultural policy, and high 
proportion of overseas-born residents (more than 30% of the population in 2024), making 
it an ideal setting to explore long-term migrant health outcomes (Australian Bureau of Sta-
tistics, 2025). Using nationally representative data, this study employs a successive cross-
sectional design that includes all age groups and examines variations by gender, age, and 
period. By explicitly analysing both mortality and morbidity patterns across the life course, 
the study advances understanding of migrant health trajectories and offers new insights into 
the dynamics of the healthy migrant effect within the Australian context over time.

2  Literature Review

2.1  Paradox of Migrant Health

The phenomenon of the healthy migrant effect, initially dubbed the ‘Hispanic health para-
dox’, was first reported in the US (Bradshaw & Fonner, 1978). Early studies showed that 
Hispanic Americans in south-western states had similar or better mortality outcomes than 
US-born populations despite lower socioeconomic status (Bradshaw & Fonner, 1978). Sub-
sequent research found that this mortality advantage extended to a wide range of other 
migrant groups, including those from China, South Korea, and Germany (Cunningham et 
al., 2008). Evidence of lower mortality among migrants relative to native-born populations 
has since been reported in many other migrant-receiving countries, including the UK (Ken-
nedy et al., 2015), Canada (Kennedy et al., 2015), Australia (Hormazábal-Salgado et al., 
2025; Renzaho, 2016; Salant & Lauderdale, 2003), New Zealand (Hajat et al., 2010; Salant 
& Lauderdale, 2003; Simon-Kumar et al., 2025), Germany (Holz, 2022; Razum et al., 
1998), Sweden (Helgesson et al., 2019; Sundquist & Johansson, 1997), and Spain (Gimeno-
Feliu et al., 2015). Recent reviews further suggest that migrants may have better outcomes 
for certain chronic conditions and indicators of physical health (Anikeeva et al., 2010; Con-
stant & Milewski, 2021; Cunningham et al., 2008; Vang et al., 2017). However, evidence 
of morbidity advantages remains inconsistent (Aglipay et al., 2013; Anikeeva et al., 2010).

Several hypotheses have been proposed to explain the healthy migrant effect, though 
no single mechanism fully accounts for the patterns. The migration selectivity hypothesis 
suggests that healthier individuals are more likely to migrate and pass health screening 
requirements in receiving countries (Puschmann et al., 2017). Cultural buffers, such as 
health-promoting behaviours and social norms from migrants’ home countries, may ini-
tially protect their health during early stages of settlement (Page, 2007). The ‘salmon bias’ 
hypothesis proposes that ill or elderly migrants may return to their country of origin, artifi-
cially inflating the health profile of those who remain (Markides & Eschbach, 2005; Palloni 
& Arias, 2004). Other explanations include the ethnic enclave hypothesis, which empha-
sises the role of concentrated co-ethnic communities in providing social support (Guo et 
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al., 2022), inconsistency in the estimation of mortality rates between migrant and native 
populations (Smith & Bradshaw, 2006), biased ethnic self-identification of the descendants 
of migrants (Antman et al., 2020), and reporting bias arising from migrants’ initially lower 
engagement with healthcare systems (McDonald & Kennedy, 2004). Nevertheless, there 
continues to be a lack of consensus about the cause of the healthy migrant effect.

A defining characteristic of this effect is its tendency to diminish over time, eventually 
resulting in similar or worse health outcomes among migrants in older age (Biddle et al., 
2007; McDonald & Kennedy, 2004). In the US, for instance, foreign-born adults exhibit 
lower rates of obesity, circulatory disease, and mental disorders on arrival, but these advan-
tages are not sustained into later life (Cunningham et al., 2008). Similarly, in Canada, the 
prevalence of conditions such as asthma, back pain, and hypertension among migrants from 
non-English-speaking countries increases substantially after arrival and converges with that 
of the Canadian-born population within about two decades (McDonald & Kennedy, 2004). 
These patterns suggest that the post-migration environment plays a critical role in shaping 
long-term health.

Several factors may contribute to this deterioration. Migration-related stress, including 
protracted visa processes, trauma related to conflict or displacement, and fear of exploitation 
among undocumented migrants, can have long-lasting effects on mental health (Jasso et 
al., 2005). The challenges of adaptation, including isolation and loneliness, further affect 
psychological wellbeing (Jasso et al., 2005). Third, as pointed out by Acculturation Theory 
(Berry, 2000, 2005), acculturation processes may lead migrants to adopt unhealthy behaviours 
over time, such as increased smoking, alcohol consumption, and intake of processed foods 
(Vang et al., 2017). Structural factors, including socioeconomic disadvantage, limited access 
to culturally appropriate healthcare, and shifting health entitlements, can also exacerbate 
health risks (Dey & Lucas, 2006; Fennelly, 2007; Safi, 2009). For example, as highlighted by 
the Social Determinants of Health framework (Marmot & Wilkinson, 2005), post-migration 
socioeconomic disadvantage (e.g., economic insecurity, housing instability and social 
marginalisation) is often linked to higher risks of chronic diseases and psychological distress 
over time (Fullin & Reyneri, 2011). Barriers to healthcare, including language difficulties 
and lack of culturally responsive services, may further delay prevention, diagnosis, and 
treatment (Anikeeva et al., 2010; Dombou et al., 2023; Vang et al., 2017).

The extent to which migrants experience these stressors varies by age, gender, and 
migration pathway. Older migrants may be more susceptible to health decline due to 
age-related vulnerabilities and barriers to culturally appropriate care (Bhatia et al., 2024; 
Gubernskaya et al., 2013). Female migrants may face additional challenges such as gendered 
discrimination, caregiving burdens, and limited social support, contributing to higher levels 
of psychological distress (Pulver et al., 2016; Stevenson et al., 2023). Younger migrants, 
while more resilient physically, may be more susceptible to adopting unhealthy behaviours 
as part of their acculturation process, particularly in relation to diet and substance use 
(Warner et al., 2010). Despite these insights, empirical evidence capturing the dynamic 
interactions between ageing, acculturation, and health remains limited, leaving important 
gaps in understanding migrants’ long-term health trajectories (Simon-Kumar et al., 2025).

1 3
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2.2  Migrants’ Life Expectancy and Healthy Life Expectancy

Healthy life expectancy (HLE) is an increasingly important indicator of population health, 
combining mortality and morbidity into a single measure that reflects not only how long 
people live but also the quality of life during those years (Jagger & Robine, 2011). A 
growing literature has investigated HLE in relation to migrant populations, consistently 
showing that migrants and native-born populations differ in both longevity and health status 
(Chen et al., 1996; Eschbach et al., 2007; Garcia & Chiu, 2016; Garcia et al., 2017, 2018, 
2019; Huang et al., 2023, 2024; Reus-Pons et al., 2017). Existing studies generally find that 
migrants tend to have a significantly higher LE compared with native-born populations, 
while their HLE, particularly their HLE/LE ratio, is often lower than that of native-born 
populations (Garcia et al., 2015, 2018, 2019; Reus-Pons et al., 2017; Wohland et al., 2015). 
For example, Eschbach et al. (2007) note that foreign-born Mexican Americans have a 
higher LE at age 65 years than do US-born Mexican Americans (16.5 years v. 15.3 years 
for males and 19.0 years v. 18.2 years for females); however, the proportion of HLE at 
age 65 is lower than that of their US-born counterparts (83% v. 85% for males and 75% v. 
77% for females). Likewise, in Belgium, although migrants’ LE at age 50 (28.3 years for 
males and 33.2 years for females) exceeds that of the Belgium-born population (27.8 years 
for males and 32.8 years for females), migrants’ HLE at age 50 (12.5 years for males and 
12.8 years for females) is remarkably lower than that of the Belgium-born population at the 
same age (14.4 years for males and 15.6 years for females) (Reus-Pons et al., 2017). These 
findings correspond to the previously reported mortality advantage of migrants but suggest 
that migrants may not have health advantages in relation to morbidity in old age.

2.3  Australia’s Migration Profile

Australia has a distinct migration profile compared with that of North American and 
Western European countries. In 2024, the overseas-born population represented 30.1% of 
the Australian population (Australian Bureau of Statistics, 2025), which is significantly 
higher than that of other major migrant-receiving countries such as the US (13.6% in 2019), 
the UK (13.7% in 2019) (OECD Stat, 2023), and Canada (23% in 2021) (Statistics Canada, 
2022). The composition of Australia’s migrant population is also distinct: most migrants in 
Australia originate from Asia (52.5% in 2024) given its geographic proximity (Australian 
Bureau of Statistics, 2025), while most in the US originate from Latin America (50.4% 
in 2018) (Pew Research Centre, 2020) and most in the European Union originate from 
other European countries (more than 50% in 2016) (OECD, 2018). In addition, since the 
mid-1990s, Australia has shifted towards a predominantly skilled migration intake, rising 
from 29.1% in 1993 to approximately 70% from 2005 onward (Hugo, 2014). This emphasis 
on skilled migration distinguishes Australia from countries such as the US, where family 
reunion remains the dominant migration pathway (National Immigration Forum, 2024). 
These structural differences in migration flows and migrant composition are likely to shape 
distinct health trajectories and needs among migrant populations.

1 3
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2.4  Limitations of the Literature

Despite the expanding literature on migrants’ HLE, several significant gaps remain. First, 
most existing studies have been conducted in North American and Western European con-
texts (Carnein et al., 2014; Garcia & Chiu, 2016; Garcia et al., 2017, 2018, 2019; Reus-Pons 
et al., 2017; Wohland et al., 2015). This means that the life outcomes of migrants in other 
destinations (including Australia), where the pre- and post-migration environments and the 
composition of the migrant population differs significantly from those in North America 
and Western Europe, have been overlooked. Second, most of the existing research focuses 
on migrants’ HLE at 50 or 65 years of age (Angel et al., 2015; Garcia et al., 2015, 2018, 
2019; Reus-Pons et al., 2017), with few studies exploring migrants’ HLE over their entire 
life course. This limits a comprehensive understanding of changes in migrants’ health and 
wellbeing as they age and acculturate to the host society. Third, the existing research on 
migrants’ HLE is largely based on data from a single year rather than from multiple years 
(Carnein et al., 2014; Garcia & Chiu, 2016; Garcia et al., 2015, 2017, 2018; Wohland et al., 
2015), which makes it difficult to trace changing trends in migrants’ HLE over time. The 
present study fills these important gaps in the literature by comparing the LE and HLE of 
overseas- and native-born Australians across the entire lifespan using successive years of 
data to provide a more comprehensive understanding of migrants’ health and wellbeing in a 
national context that remains underexplored.

3  Data and Methods

3.1  Data

To estimate the HLE of the Australia- and overseas-born populations in 2006, 2011, and 
2016, this study uses three data sources from the Australian Bureau of Statistics (ABS): 
annual Estimated Resident Population (ERP) surveys,1 1% of data randomly selected from 
the Census of Population and Housing (CPH)2, and annual mortality statistics.3 Total popu-
lation counts were obtained from the ERP, while population sizes for Australian-born and 
overseas-born groups were derived from the 1% CPH sample and scaled to match ERP 
totals using the ratio between the ERP and the sample. Information on health status was 
also obtained from the 1% CPH sample. Data on deaths by nativity were sourced from ABS 
annual mortality statistics.

All data were aggregated into 11 age groups: 0 years, 1–4 years, 10-year age groups from 
5–14 years to 75–84 years, and 85+ years. This study aggregates data by 10-year age groups 
rather than the commonly adopted 5-year age groups because of the limited availability of 

1 Source: ​h​t​t​p​s​:​​/​/​w​w​w​​.​a​b​s​.​g​​o​v​.​a​​u​/​A​U​S​​S​T​A​T​S​​/​a​b​s​@​.​​n​s​f​/​​D​e​t​a​i​​l​s​P​a​g​​e​/​3​1​0​1​​.​0​J​u​​n​%​2​0​2​0​1​8​?​O​p​e​n​D​o​c​u​m​e​n​t
2 Source: ​h​t​t​p​s​:​​/​/​w​w​w​​.​a​b​s​.​g​​o​v​.​a​​u​/​s​t​a​​t​i​s​t​i​​c​s​/​m​i​c​​r​o​d​a​​t​a​-​t​a​​b​l​e​b​u​​i​l​d​e​r​/​​a​v​a​i​​l​a​b​l​e​​-​m​i​c​r​​o​d​a​t​a​-​​t​a​b​l​​e​b​u​i​l​​d​e​r​/​c​​e​n​s​u​s​
-​​p​o​p​u​​l​a​t​i​o​​n​-​a​n​d​​-​h​o​u​s​i​​n​g​#​u​​s​i​n​g​-​t​h​e​-​b​a​s​i​c​-​c​u​r​f
3 Source: mortality data in 2016, ​h​t​t​p​s​:​​/​/​w​w​w​​.​a​b​s​.​g​​o​v​.​a​​u​/​A​U​S​​S​T​A​T​S​​/​a​b​s​@​.​​n​s​f​/​​D​e​t​a​i​​l​s​P​a​g​​e​/​3​3​0​2​​.​0​2​0​​1​6​?​O​
p​e​n​D​o​c​u​m​e​n​t; mortality data in 2011, ​h​t​t​p​s​:​​/​/​w​w​w​​.​a​b​s​.​g​​o​v​.​a​​u​/​A​U​S​​S​T​A​T​S​​/​a​b​s​@​.​​n​s​f​/​​D​e​t​a​i​​l​s​P​a​g​​e​/​3​3​0​2​​.​0​2​0​​
1​1​?​O​p​e​n​D​o​c​u​m​e​n​t; mortality data in 2006, ​h​t​t​p​s​:​​​/​​/​w​w​​w​.​a​b​​s​.​g​​o​v​​.​​a​u​/​A​​U​S​S​T​​A​​T​S​/​a​​b​​s​@​​.​​n​s​f​/​D​​e​t​a​i​l​s​​​P​a​g​e​​​/​3​3​0​​
2​.​​0​2​0​0​6​?​O​p​e​n​D​o​c​u​m​e​n​t.
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mortality data by nativity and migrant status. That is, the ABS provides data on the number 
of deaths by nativity in 10-year age intervals in its annual mortality statistics.

3.2  Measurement of Health

In the CPH, health is measured according to whether help or assistance is needed in at 
least one of three core activities: self-care, mobility, and communication. This classification 
aligns with the World Health Organization’s International Classification of Functioning, 
Disability and Health (ICF), which provides a global standard for describing health and 
disability (World Health Organization, 2025). Self-care is defined as the ability to indepen-
dently conduct activities of daily living such as eating, showering, dressing, and toileting 
(ICF codes: d510–d560); mobility is defined as the ability to move such as getting out of bed 
and moving around at or away from the home (ICF codes: d410–d465); and communication 
is defined as the ability to understand or be understood by others (ICF codes: d310–d345). 
If respondents report that they need help or assistance with any of these three core activi-
ties because of disability, a chronic health condition (lasting longer than 6 months), or old 
age, they are considered unhealthy. Respondents who have no difficulty in conducting any 
type of core activity are considered healthy. Those reporting limitations due to short-term 
conditions (less than six months), limited English proficiency, or other temporary causes are 
classified as healthy, following ABS definitions.

3.3  Methods

HLE was calculated using the Sullivan method (Sullivan, 1971), a widely used and inter-
nationally recommended approach for estimating HLE from cross-sectional data (Imai & 
Soneji, 2007; Jagger et al., 2014; Mathers et al., 2001). The method integrates standard 
period life tables with age-specific prevalence of health states, making it especially suit-
able when transition probabilities or longitudinal data, required for multistate life tables or 
Bayesian methods, are not available. Given that health and mortality data by nativity are 
available only cross-sectionally, the Sullivan method represents the most appropriate and 
feasible analytical approach. In addition, the widespread use of the Sullivan method in inter-
national research and by global health agencies enhances the comparability of our estimates 
with studies conducted in other migrant-receiving countries (Imai & Soneji, 2007; Mathers 
et al., 2001). However, it should be noted that the Sullivan method assumes current age-spe-
cific morbidity patterns remain constant over the life table period, which may oversimplify 
the dynamic health transitions experienced by migrant populations (Jagger et al., 2014).

The following equation shows the computation based on the Sullivan method:

	
nHLEx =

∑ω−n
x=0 (1 − nπx) ∗ nLx

nlx
,

where x represents age, ω denotes the highest age and n denotes the age group. nπx is the 
proportion of unhealthy people in the age group (x, x + n), nLx is the number of person 
years lived in the same age group, and nHLEx is the corresponding HLE. Computation of 
nLx follows the conventional life table method, which is elaborated in standard textbooks 
and published papers (Chiang, 1979).
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4  Results

This study provides a comprehensive assessment of the LE and HLE of overseas-born and 
Australian-born populations in 2006, 2011, and 2016. Absolute values and differences by 
age, gender, and year are examined. Key findings are summarised below.

4.1  Crude Death Rate and Health Status of Migrant and Australia-born Populations

Table 1 shows the age-standardised crude death rates and the proportion of people classified 
as unhealthy in the overseas- and Australian-born populations across the three study years. 
Using the 2006 Australian population as the standard, the overseas-born population con-
sistently exhibited lower crude death rates and lower proportions of unhealthy status than 
the Australian-born population. For example, in 2016 the age-standardised crude death rate 
among the overseas-born population was 5.8 per 1,000 persons, compared to 6.8 per 1,000 
among the Australian-born. Similarly, the proportion of unhealthy individuals in 2016 was 
4.1% among the overseas-born, slightly lower than the 4.4% observed for the Australian-
born. These patterns persisted across all three years.

Age-specific patterns, however, reveal a divergence between mortality and morbid-
ity. Although crude death rates for the overseas-born population were lower at all ages, 
the proportion of unhealthy individuals converged with, and eventually exceeded, that of 
the Australian-born population in older age groups. This crossover was more pronounced 
among overseas-born females. In 2016, the proportion of unhealthy overseas-born individu-
als surpassed that of Australian-born individuals from age 55–64, with the turning point 
occurring slightly later (age 65–74) among overseas-born males but earlier (age 55–64) 
among females.

Trends over time also differed for mortality and morbidity. Between 2006 and 2016, age-
standardised crude death rates declined for both groups (from 6.8 to 6.1 per 1,000 for the 
Australian-born, and from 5.8 to 5.1 per 1,000 for the overseas-born). In contrast, the pro-
portion of unhealthy individuals increased steadily across the decade (from 4.4% to 5.2% 
for the Australian-born, and from 4.1% to 4.8% for the overseas-born).

4.2  Life Expectancy and Healthy Life Expectancy of Migrant and Australia-born 
Populations

Table 2 and Figure 1 present LE, HLE, and the HLE/LE ratio for the two populations across 
the life course. Clear differences emerge between overseas- and Australian-born individu-
als, and these differences vary substantially with age.

Overall, the overseas-born population had higher LE at every age, though the magnitude 
of this advantage decreased steadily with age. In 2016, LE at birth was 84.8 years for the 
overseas-born and 82.4 years for the Australian-born, a difference of 2.4 years. This margin 
remained relatively stable until age 25 but narrowed progressively thereafter. By age 85+, 
the advantage had fallen to less than 0.8 years. Similar patterns were observed for both 
sexes in 2006 and 2011, illustrating a persistent but diminishing mortality advantage among 
migrants. This suggests that compared with the Australian-born population, the Australian 
overseas-born population has a significant mortality advantage throughout their entire life 
course, in line with previous studies that note the existence of the healthy migrant effect 
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(Anikeeva et al., 2010; Cunningham et al., 2008; Vang et al., 2017). However, it should be 
noted that the mortality advantage of Australian migrants decreases with increasing age, 
particularly after about age 25.

Patterns in HLE differed sharply from those for LE. Although the overseas-born popula-
tion had higher HLE at younger ages, this advantage declined rapidly with age and reversed 
in later life. In 2016, HLE at birth among the overseas-born exceeded that of the Australian-
born by 1.5 years and remained stable until about age 25. Thereafter, the gap narrowed 
quickly: HLE became roughly equal by middle age, and by age 55–64 the overseas-born 
population had lower HLE than the Australian-born. The largest deficit occurred at age 
75–84 (–0.3 years), after which the difference stabilised. This pattern produces an asym-
metrical V-shaped trajectory, indicating that morbidity advantages erode more rapidly for 
migrants across adulthood. This age variation in migrants’ HLE suggests that migrants’ 
morbidity advantage varies with increasing age and that migrants suffer worse morbidity 
outcomes in later life, despite their relatively better health status at younger ages.

Differences in the HLE/LE ratio also followed a V-shaped pattern (Figure 1g). Prior 
to age 25, ratios differed by less than 1%. From ages 25 to 84, however, the gap widened 
markedly, reaching its lowest point at age 75–84 (–3.8% in 2006, –6.0% in 2011, and –6.7% 
in 2016). The ratio then converged slightly after age 85. These results indicate that the dete-
rioration in morbidity among migrants intensifies with age, particularly during the working 
and early older adult years.

4.3  Gender Differences in Life Expectancy and Healthy Life Expectancy

Prominent gender differences were observed in migrants’ LE, HLE, and HLE/LE ratio and 
between the overseas- and Australian-born populations. In general, although the LE and 
HLE of overseas-born females exceeded those of overseas-born males, the ratio of HLE/LE 
of overseas-born females was lower than that of overseas-born males by more than 2.6% 
at all ages and was more than 15.8% at old age (see Table 2). This suggests that female 
migrants, despite enjoying a longer lifespan, have a lower quality of life compared with 
male migrants.

Differences between overseas- and Australian-born populations also varied by gender. 
The LE advantage of overseas-born women over Australian-born women was generally 
smaller than the corresponding advantage among men (Figure 1b and c). In terms of HLE, 
Australian-born women surpassed overseas-born women from age 35 onward, while male 
migrants retained an HLE advantage over Australian-born males across all ages (Figure 1e 
and f). Differences in the HLE/LE ratio further indicate more rapid and severe health dete-
rioration among female migrants: the migrant–native gap ranged from 0.1% to –4% among 
men but from –1.3% to –10% among women (Figure 1h and i). Together, these findings 
suggest that the healthy migrant effect is weaker and less sustained for women.

4.4  Changes in Life Expectancy and Healthy Life Expectancy over Time

Figure 2 presents the changing trends in LE, HLE, and HLE/LE ratio at birth over the period 
2006–2016 for the Australian- and overseas-born populations. LE, HLE, and the HLE/LE 
ratio in these three years show contrasting changes. Specifically, from 2006 to 2016, while 
the LE of the Australian- and overseas-born populations increased from 81.1 to 82.4 years 
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Fig. 1  Age Differences in LE, HLE, and the Ratio of HLE/LE between Overseas-born and Australia-born 
Populations in 2006, 2011 and 2016. Note: ‘AUB’ is ‘Australia-born’ and ‘OVB’ is ‘overseas-born’
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and 83.4 to 84.8 years, respectively (see Figure 2a and b), the HLE of the Australian- and 
overseas-born populations remained almost unchanged, increasing minimally from 75.8 to 
76.2 years and 77.5 to 77.7 years, respectively (see Figure 2c and d). Over the same period, 
given the prolonged LE but a largely stagnant HLE, the HLE/LE ratio decreased steadily 

Fig. 2  Trends from 2006 to 2016 
in LE, HLE, and the Ratio of HLE/
LE at Birth for Australia-born 
and Overseas-born Populations. 
Note: This figure depicts temporal 
changes in LE, HLE, and the 
proportion of life spent in good 
health at birth for both groups, 
showcasing how longevity and 
health quality have evolved over 
the decade for Australia-born and 
overseas-born populations. ‘AUB’ 
is ‘Australia-born’ and ‘OVB’ is 
‘overseas-born’
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from 93.6% to 92.5% for the Australian-born population and from 93.0% to 91.7% for 
the overseas-born population (see Figure 2e and f). These contrasting trends in LE, HLE, 
and HLE/LE ratio imply that the Australian-born and overseas-born populations enjoyed a 
prolonged lifespan over the study years but that the quality of life of both these populations 
worsened over time.

5  Conclusion and Discussion

HLE is a key indicator of population health, and this study provides one of the first compre-
hensive examinations of LE and HLE among migrants in Australia, including variations by 
age, gender, and time. The results show that, compared with the Australian-born population, 
Australia’s overseas-born population has higher LE at all ages and higher HLE up to about 
age 55. However, these advantages diminish substantially with increasing age, particularly 
after age 25. The HLE/LE ratio for Australia’s overseas-born population is consistently 
lower than that of the Australian-born population and declines sharply from early adult-
hood. Health deterioration is more pronounced among female migrants, who experience an 
earlier, larger, and faster decline in health status than male migrants. The study also reveals 
that although LE increased for both overseas- and Australian-born populations from 2006 
to 2016, HLE remained largely stagnant, resulting in a worsening proportion of life lived in 
good health. Together, these findings advance understanding of migrant health trajectories 
in Australia and offer new insights into how health and wellbeing evolve alongside accul-
turation and ageing.

5.1  Migrant Health Advantages in the Australian Context

The results from the present study are in line with those of previous studies on the healthy 
migrant effect (Anikeeva et al., 2010; Cunningham et al., 2008; Ruiz et al., 2013; Vang et 
al., 2017), as well as earlier studies on migrants’ HLE that migrants have longer LE (Angel 
et al., 2015; Carnein et al., 2014; Garcia & Chiu, 2016; Garcia et al., 2015, 2017, 2018; 
Wohland et al., 2015). However, whereas studies conducted in North America and Europe 
have reported similar or even lower HLE among migrants, particularly in relation to instru-
mental activities of daily living and cognitive functioning, compared to natives (Carnein et 
al., 2014; Garcia et al., 2017, 2018, 2019; Reus-Pons et al., 2017; Wohland et al., 2015), our 
findings reveal a slightly higher HLE before age 55 among migrants in Australia, as well 
as smaller differences in the HLE-to-LE ratio between the overseas- and Australian-born 
population.

These health advantages may be partly explained by factors such as the selection pro-
cess for migrants and cultural health buffers. Like many other migrant-receiving countries, 
Australia imposes health requirements on prospective migrants, reducing the likelihood that 
individuals with serious health conditions enter the country. In addition, migrants’ health 
outcomes are often shaped by cultural practices from their countries of origin. For example, 
Italian and Greek migrants, two long-established communities in Australia since WW2, 
frequently maintain elements of the traditional Mediterranean diet, which has been linked 
to better cardiovascular health and lower mortality (Anikeeva et al., 2010). Beyond diet, 
many migrant communities also benefit from strong collectivist family structures, inter-
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generational support, and close-knit community networks, which can buffer stress, enhance 
social connectedness and facilitate healthier coping strategies during the settlement process 
(Wong et al., 2006).

In addition to these general factors, Australia’s distinct migration profile may also con-
tribute to the health advantages observed among migrants. Australia’s geographic isolation 
and strong border controls mean that the proportion of undocumented migrants is consid-
erably lower than in many other migrant-receiving countries (generally below 0.5% [Par-
liament of Australia, 1999; Department of Immigration and Multicultural and Indigenous 
Affairs, 2004] vs 4% in the US [Pew Research Centre, 2019a], 1.2–1.8% in the UK, and 
1.2–1.4% in Germany [Pew Research Centre, 2019b]), resulting in a migrant population that 
more consistently meets health and screening requirements. Moreover, most undocumented 
migrants in Australia are visa overstayers rather than individuals exposed to the trauma and 
risks often associated with irregular border crossings (Parliament of Australia, 1999; Aus-
tralian Government, 2019). Most importantly, most recent Australian migrants are skilled 
migrants, accounting for almost 70% of the Australian migrant population (Australian Gov-
ernment, 2019). This is significantly higher than the percentage of skilled migrants in the 
US (13.9%) (Department of Homeland Security of United States, 2019), the UK (29.1%) 
(Home Office of United Kingdom, 2019), and even Canada (58.0%) (Department of Citi-
zenship and Immigration Act of Canada, 2019). Skilled migrants typically have higher edu-
cation levels, stronger labour market attachment, and higher income compared with other 
migrant groups (Boucher, 2007; Hugo, 2014). This favourable socioeconomic profile likely 
contributes to the more positive health outcomes observed among migrants in Australia.

5.2  From Earlier Advantage to Late Vulnerability

The results also show that migrants’ early-life health advantages narrow substantially over 
time and vary across the life course. These advantages remain evident during the working 
years and early older age but diminish sharply thereafter, becoming less pronounced in 
the oldest age group. This pattern is particularly notable for morbidity outcomes, which 
follow an asymmetrical V-shaped trajectory: characterised by a steady decline in HLE 
through midlife, a pronounced low point in early older age, and a slight recovery after age 
85 (see Figure 1g–i). These age-patterned shifts, from strong early advantages to later-life 
disadvantages, closely reflect the core dynamics of the ‘healthy immigrant paradox,’ where 
migrants initially exhibit superior health but subsequently experience accelerated health 
decline as exposure to post-migration environments accumulates. This finding aligns with 
earlier work showing deteriorating health outcomes among migrants with longer residence 
in Australia (Biddle et al., 2007) and extends existing research by highlighting the different 
rates of change across age groups. While most existing evidence on age-related variation 
in migrants’ HLE comes from North American contexts, our study shows that similar but 
context-specific patterns emerge in Australia’s specific migration environment. This also 
aligns with previous studies conducted in the US, which found that those who migrated at 
younger or middle ages tend to have better HLE compared to those who migrated at old ages 
(Garcia & Chiu, 2016; Garcia et al., 2017, 2018).

Migrants’ rapidly vanishing health advantage from age 25 to 84 years may be understood 
through the lens of Acculturation Theory (Berry & Hou, 2017), which posits that migrants 
undergo significant psychological and behavioural adjustments in response to a new cultural 
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environment. These adjustments often involve stressors such as cultural dissonance, lan-
guage barriers, and role conflicts. In addition, migrants follow divergent paths of integration 
into the host society, with those on downward trajectories more likely to encounter systemic 
barriers such as discrimination, precarious employment, and limited access to healthcare, 
factors that adversely affect health outcomes (Zhou, 1997). The cumulative stress of adapt-
ing to a new sociocultural context, compounded by the loss of transnational family ties, 
reduced community support, the adoption of less healthy lifestyles, and inconsistent health-
care access, can accelerate health deterioration, especially during midlife and early later life 
(Gee et al., 2007; Hovey & Magaña, 2000; Sirin et al., 2013).

In contrast, the detrimental effects of acculturation may be less pronounced for migrants 
aged 85 years and older, who are likely to have developed greater familiarity with their sur-
roundings and established more stable social networks, thereby experiencing lower levels 
of acculturative stress. Additionally, the slower rate of health decline observed in advanced 
age may also be interpreted through the age-as-leveller hypothesis (Dupre, 2007), which 
suggests that the influence of social, economic, and cultural disparities on health outcomes 
diminishes in very old age due to the predominance of biological ageing processes. As indi-
viduals reach advanced ages, biological frailty tends to override earlier life-course inequali-
ties, leading to a convergence in health outcomes regardless of previous socioeconomic or 
cultural disadvantages.

5.3  Gendered Health Disparities

Another important finding is that female migrants have poorer mortality and morbidity out-
comes compared with male migrants and experience earlier, greater and faster health dete-
rioration during the acculturation and ageing process. This aligns with previous studies on 
migrants’ HLE reporting a disadvantage for female migrants relative to native-born females 
both in terms of absolute years and as a proportion of LE (Carnein et al., 2014; Garcia et 
al., 2018, 2019; Reus-Pons et al., 2017). Our findings further confirm that this disadvan-
tage persists across the lifespan. These gender differences suggest that female migrants are 
less likely to experience the healthy migrant effect and are more vulnerable to the negative 
effects of acculturation.

This vulnerability may be explained by the gender differences related to pre- and post-
migration environments. Males are more likely than females to migrate for occupational 
opportunities, which are typically associated with health requirements and functional 
demands, while females are more likely to migrate for family reunification, which does 
not necessarily require a health examination (Angel et al., 2010; Treas, 2015). In Austra-
lia, female migrants represent approximately 35% of skilled migrants and 63% of migrant 
spouses (Boucher, 2007), suggesting a lower probability of females migrating for employ-
ment, thus subject to a less stringent selection regime during the migration process. Cultural 
and socioeconomic factors further compound these gendered health outcomes. In many 
developing countries, including some of the major Australian migrant countries of origin 
such as China, India, and South-East Asian countries, females often experience socioeco-
nomic disadvantages such as lower educational attainment, limited income and reduced 
social capital (Ahmed et al., 2010; Jayachandran, 2020; Batra & Reio, 2016; Chikh-
Amnache & Mekhzoumi, 2024; Tripathi & Mishra, 2024). In some migrant communities, 
traditional gender roles, where males are the main income earners and females are the pri-
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mary caregivers, can restrict female migrants’ financial independence and social integration 
in the host country, limiting their opportunities for acculturation and health promotion (Gar-
cia et al., 2015). In Australia, overseas-born females have a substantially lower employment 
rate (65.3%) than do overseas-born males (79.7%) or native-born females (72.6%) (OECD 
Data Statistics, 2019). Moreover, gendered expectations within some migrant communities 
slow females’ acculturation process, increase caregiving burdens and elevate psychosocial 
stress (Ghuman, 2000). Access to healthcare is another critical cultural factor impacting 
female migrants. Language barriers, cultural beliefs about health and illness, and limited 
health literacy can hinder healthcare utilisation (Gee et al., 2007; Sentell & Braun, 2012). 
Combined with caregiving responsibilities that constrain time and resources, these factors 
reduce female migrants’ capacity to manage their health effectively.

These intersecting cultural, socioeconomic, and structural barriers contribute to what 
has been termed the ‘double disadvantage’ in health (Donato et al., 2014), where gender-
based inequalities overlap with migration-related vulnerabilities. These patterns can also 
be explained by intersectionality theory (Crenshaw, 2013a, b; Crenshaw, 2013a, b), which 
emphasises how multiple identities, such as gender, migration status, and socioeconomic 
position, combine to produce compounded health disadvantage. That is, as females, they 
may face structural gender inequalities such as lower socioeconomic status and reduced 
access to education and healthcare, while as migrants, they encounter additional barriers 
including acculturative stress and language challenges. When these two sets of disadvan-
tages intersect, they compound each other, leading to earlier and more pronounced health 
deterioration compared to both male migrants and native-born females. These findings 
underscore the need for gender-sensitive interventions, such as improving migrant women’s 
access to culturally appropriate healthcare, strengthening social support networks, and pro-
viding targeted mental health and employment services, to address the compounded vulner-
abilities faced by female migrants.

5.4  The Longevity Paradox: Declining Quality of Life Amid Longer Lifespans

This study also revealed a lower quality of life for both the migrant and Australian-born 
populations during the period 2006–2016, reflecting that although Australians are living 
longer, they have more years of poor health, regardless of place of birth. This finding mir-
rors those of previous studies showing that the Australian population is living longer but in 
poorer health (Davis et al., 2002; Lynch et al., 2007) and further demonstrates that this trend 
in reduced quality of life also occurs in Australian migrants. This decline in quality of life 
aligns with some previous studies reporting reduced ratio of HLE/LE in Europe and other 
countries (Campolina et al., 2014; Crimmins et al., 2021; Jagger et al., 2010; Kyu et al., 
2018; Zimmer et al., 2015), echoing the hypothesis that people are more likely to live with 
illness and experience a longer but unhealthier life whereby medical advances and declin-
ing mortality. This contributes to what has been dubbed the ‘failure of success’ (Gruenberg, 
1977) and represents the trade-off between longer life and worsening health (Olshansky et 
al., 1991). Within the Australian context, these patterns may also reflect increasing pres-
sure on Medicare (Australia’s government-funded public health insurance system) and the 
aged-care system, where rising rates of chronic conditions, fragmented preventive care, and 
variability in access to culturally appropriate services contribute to prolonged but poorer 
health outcomes, particularly for migrants. The concerning trends in quality of life among 
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both Australian migrants and the Australia-born population call for greater attention from 
both policymakers and healthcare providers to enable increased efforts to improve quality 
of life in addition to the traditional efforts to extend lifespan.

5.5  Policy Implications

The findings of this study have important implications for Australian health policy by indi-
cating the need to strengthen access to culturally and linguistically appropriate primary care 
within Medicare, enhance settlement support and early mental health services, and pro-
vide gender-sensitive interventions, particularly for migrant women, through mechanisms 
such as the National Primary Health Care Strategy, the National Preventive Health Strategy 
and Primary Health Networks. Over the longer term, addressing structural determinants of 
migrant health, including secure housing, stable employment, and equitable education, will 
be essential, alongside strengthening chronic disease management and culturally responsive 
care within Medicare-funded primary care and aged-care systems. These priorities align 
with multicultural health frameworks adopted by several Australian state governments, such 
as Victoria’s Multicultural Health Action Plan 2023–27 and Queensland’s Multicultural 
Health Policy and Action Plan 2024–2029, as well as with the ongoing aged-care reforms 
following the federal Aged Care Royal Commission, all of which emphasise the need for 
culturally safe care for culturally and linguistically diverse older adults. Finally, improving 
national data infrastructure by leveraging linked datasets such as the Australian Census 
Longitudinal Dataset (ACLD), Person Level Integrated Data Asset (PLIDA), and linked 
health–immigration records will be critical for monitoring migrant health trajectories and 
informing long-term planning. Together, these strategies underscore the need for a coor-
dinated and culturally responsive approach to improving both lifespan and healthspan for 
Australia’s increasingly diverse population.

5.6  Limitations

Some limitations of this study must be acknowledged. First, by using the life table method, 
the study assumes the population in a specific year represents a hypothetical cohort, mean-
ing that the mortality and morbidity prevalence in a given year are treated as if experienced 
by a real cohort over the life course. This cross-sectional approach may mask changes in 
cohort health trajectories over the life course. As such, the computed LE and HLE estimates 
should be interpreted with caution. Nevertheless, the life table method is a standard method 
used widely in the literature to calculate LE (Chiang, 1984; Schöley et al., 2022; Woolf & 
Schoomaker, 2019). Future researchers are recommended to explore changes in migrants’ 
health and wellbeing based on longitudinal data if available. Second, the use of the Sullivan 
method, which applies cross-sectional data to estimate HLE, assumes that current age-spe-
cific morbidity patterns are representative of lifetime experiences. However, this approach 
does not fully capture cohort effects in migrant populations, where health outcomes may 
vary significantly by age at migration, length of stay, or changing social and healthcare con-
texts. As such, the method does not reflect declining health or other cohort-specific changes 
over time. Future research employing longitudinal data and multi-cohort analysis is needed 
to more accurately assess these dynamics.
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Third, the study treats migrants as a homogeneous group, without disaggregating by 
country of origin or ethnicity. Prior research shows that health outcomes can vary signifi-
cantly by region or country of birth due to differing sociocultural norms, migration motives 
and pre- and post-migration experiences (Huijts & Kraaykamp, 2012; Simon-Kumar et al., 
2025; Wohland et al., 2015). This lack of granularity may limit the applicability of the find-
ings to specific migrant communities. Future research should aim to disaggregate migrant 
groups where data permit. Fourth, it is important to acknowledge that the use of 10-year 
age groupings may reduce the granularity of our analysis. Aggregating data in this way can 
obscure more nuanced age-specific variations in health status and mortality, potentially lim-
iting the sensitivity of our findings to detect subtle demographic trends. This approach was 
adopted due to constraints in data availability and the need to ensure sufficient sample sizes 
within each stratum, but future research using finer age intervals could provide more pre-
cise insights. Fifth, this study relies on self-reported health measures, which may introduce 
reporting bias. Self-assessments of health do not always capture less visible or undiagnosed 
conditions that may not be perceived or disclosed by respondents. As a result, the calculated 
estimates of HLE may understate the true extent of health loss in the population. Future 
studies incorporating objective health assessments or administrative health data could pro-
vide a more comprehensive evaluation of population health.

Despite these limitations, this study provides one of the first comprehensive exami-
nations of migrants’ HLE in Australian, a major migrant-receiving country, and offers a 
more nuanced understanding of how health outcomes evolve throughout the acculturation 
and ageing process. The findings highlight the need for future research that disaggregates 
migrant populations by ethnicity, country of origin, duration of residence, and visa category 
to identify more fine-grained health patterns. Longitudinal studies are also essential for cap-
turing the dynamics of health decline, adaptation and resilience across the life course, and 
across generations. Together, these efforts will support the development of more equitable 
and effective public health strategies tailored to Australia’s increasingly diverse population.
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