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Abstract

In recent years, Germany and Austria have been among the leading European receiving
countries for asylum seekers and refugees (AS&R). The two countries have cultural and
economic similarities, but differ, for example, in their health care systems, with AS&R having
unrestricted access to health services upon arrival in Austria, but not in Germany. This
study investigates the determinants of health among refugees in Austria and Germany, and
how these determinants differ between the two countries. We analyze comparable and har-
monized survey data from both countries for Syrian, Afghan, and Iraqi nationals aged 18 to
59 years who had immigrated between 2013 and 2016 (Germany: n = 2,854; Austria: n =
374). The study adopts a cross-sectional design, and uses propensity score matching to
examine comparable AS&R in the two receiving countries. The results reveal that the AS&R
in Germany (72%) were significantly less likely to report being in (very) good health than
their peers in Austria (89%). Age and education had large impacts on health, whereas the
effects of length of stay and length of asylum process were smaller. Compositional differ-
ences in terms of age, sex, nationality, education, and partnership situation explained the
country differences only in part. After applying propensity score matching to adjust for struc-
tural differences and to assess non-confounded country effects, the probability of reporting
(very) good health was still 12 percentage points lower in Germany than in Austria. We con-
clude that many of the determinants of health among AS&R correspond to those in the non-
migrant population, and thus call for the implementation of similar health policies. The health
disadvantage found among the AS&R in Germany suggests that removing their initially
restricted access to health care may improve their health.
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Introduction

In recent years, Europe has been the destination of large inflows of refuge-seeking individuals,
with more than 4.6 million individuals arriving in the EU-28 countries over a five-year period
[1]. Large shares of these asylum seekers came from Syria, Afghanistan, and Iraq. To date, the
political, societal, and scientific discourses on this wave of refugees have focused mainly on its
effects on the economies and welfare systems of the receiving countries in Europe [2-5], while
less attention has been paid to refugees’ health and their access to health services [6-13]. While
anumber of studies have examined the mental and physical health of refugees in large refugee
camps and in low-income countries [14-17], the health of refugees in high- or medium-
income country contexts remains under-researched [9-11, 13]. The previous studies that have
examined this topic have found that compared to the health status of the total population,
AS&R in Germany have better physical but worse mental health [18], while male AS&R in
Austria have better self-rated health [19].

This research gap has important consequences, as health is an individual’s most important
resource for successful integration into a society and the labor market of the receiving country
[20, 21]. There are numerous determinants of refugees” health. Among AS&R, being female [7,
22] and being older [7, 12] are associated with worse health, while having higher levels of edu-
cation [23] and (family) social support [22, 24] are associated with better health. Moreover, the
health of AS&R varies by their country of origin [6, 22]. Refugee-specific determinants of
health include the circumstances and experiences of individuals before they fled, during their
journey, and after their arrival in a host country [16, 20, 21]. Moreover, access to health care
services in the destination country has been shown to be a key factor in the health of AS&R.
There is, for example, evidence that when AS&R face no formal access barriers to care, they
tend to be in better health and have higher levels of social inclusion. Moreover, the lack of such
barriers might reduce public health expenditures [8, 25-27].

Germany and Austria are two high-income European countries with high gross domestic
product (GDP) levels and above-average medical care standards [28, 29]. Both countries have
received large numbers of asylum seekers. During the last five years, about 1.8 million asylum
applications have been filed in Germany and 197,000 applications have been filed in Austria
[1]. In this period, the number of individuals who were officially granted asylum (including
subsidiary protection and protection on humanitarian grounds) was roughly 1.1 million in
Germany and 109,000 in Austria [30, 31].

In both countries, health care expenditures are equivalent to 10-11% of the GDP, a share
that is above the EU-28 average (numbers refer to 2016; EU-28 includes the 28 member states
of the European Union as of 2016) [29]. Health insurance is granted to both asylum seekers
and refugees, but in different ways. In Austria, as legally mandated in the Austrian General
Social Insurance Law from 2004, individuals can make use of all health care services provided
by the medical insurance system upon submission of their asylum application. This includes
access to public hospitals, psychological treatments, and medications. Therefore, asylum appli-
cants have the same formal access to the health care system as the resident population [11]. In
contrast, as regulated by the German Social Welfare Law for asylum seekers from 1993, Ger-
many provides limited access to asylum seekers up to 15 months after they have submitted
their asylum application, including essential medical treatment, vaccinations, and pregnancy
care. After that period, asylum applicants receive regular medical care and have the same
access to health care as the German resident population. Moreover, once applicants have
received a positive decision on their application, refugees enjoy unlimited access to health
care.
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Taking the cultural and economic similarities as well as the differences in health policy in
the two countries into account, our paper has two central research aims: first, we want to pro-
vide insight into self-rated health (SRH) and determinants of health among AS&R in Germany
and Austria; second, we want to put the factors that may contribute to the differences between
the two countries in perspective. We hypothesize that we will find 1) differences in health out-
comes by sociodemographic characteristics among AS&R, and 2) health differences among
AS&R in Germany and Austria.

Materials and methods
Data and population

This study uses data from the JAB-BAMF-SOEP-Refugee Survey 2016 (for Germany) and
from the Refugee Health and Integration Survey (ReHIS) (for Austria). The IAB-BAMF-SOE-
P-Refugee Survey 2016 [32] includes responses from AS&R who arrived in Germany between
2013 and 2016. Interviews were conducted as CAPIs (computer-assisted personal interviews)
in Arabic, Kurmanji, Farsi/Dari, Urdu, German, and English. The translation was carried out
conscientiously by two translators, and the responses were subsequently harmonized [33]. The
random sample was based on the German Central Register of Foreign Nationals (which con-
tains information about all foreign nationals in Germany), and included 4,527 individuals
aged 18 years or older [33]. The response rate was roughly 50%, with only a small proportion
of nonresponse being refusal (~10%) or due to illness or nursing care (<1%) [34]. The ques-
tionnaire consisted of a detailed personal questionnaire and a household questionnaire. The
survey collected information on the health, migration, educational, and employment biogra-
phies of AS&R, as well as on their reasons for fleeing, the routes they took, and their personal-
ity and attitudes [35, 36].

The ReHIS was conceptualized as an interim survey within FIMAS, a project on the labor
market participation of Syrian, Afghan, and Iraqi refugees in Austria. The ReHIS survey was an
interim survey between the second and third wave of the FIMAS+INTEGRATION panel [37].
The FIMAS+INTEGRATION sample contained 780 persons that agreed to participate in the
interim survey and provided contact details. The response rate was 68%, where the majority
could not be reached due to incorrect contact details or not picking up the phone after multiple
contact attempts. Only 6% of the non-responding persons refused to participate. The interviews
were carried out in early 2018 as CATIs (computer-assisted telephone interviews) mainly in
Arabic and Farsi/Dari as well as few interviews in German. The ReHIS was based on selected
EHIS (European Health Interview Survey) items and the IAB-BAMF-SOEP-Refugee Survey
2016. The sample consisted of 515 persons aged 18-61 years who arrived in Austria between
2011 and 2018 [38]. The questionnaire spanned 50 items focused on psychosocial and physical
health, barriers and patterns of health care utilization, and individual characteristics [38, 39].

For further information on the field phase and data collection, we refer to two other studies
[33, 40].

For reasons of comparability, the current study is restricted to AS&R who are Syrian,
Afghan, or Iraqi nationals aged 18-59 years who immigrated between 2013 and 2016. These
three nationalities have made up a large share of the asylum seekers in Europe in recent years,
especially in Austria and Germany [1]. Our sample comprises 2,854 respondents in Germany
and 374 in Austria.

Health measure and control variables

Our German data source (IAB-BAMF-SOEF-Refugee Survey 2016) had a broad focus on refu-
gees’ lives in their host country of Germany. Each respondent was asked questions about his/
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her living situation, legal status, vocational training, language skills, employment, state bene-
fits, religion, worries and concerns, political attitudes and interests, attitudes toward women,
family situation, and general life satisfaction. A short cognitive test (the “symbols and numbers
test” to test the speed of perception and fluid intelligence) was also administered. In addition,
the respondents were asked several questions related to their health, including about their gen-
eral health, as well as their physical and mental health. The questionnaire was validated via
qualitative pretests [34]. During the interview, the interviewer and the respondent were able to
simultaneously look at the questionnaire in German and in the respondent’s language in order
to minimize language barriers [41].

The focus of our Austrian data source (ReHIS) was on psychological health and access to
medical care and integration services among refugees in Austria. The respondents were asked
questions about their general health, physical health, psychological well-being, experiences
with the Austrian healthcare system (including unmet needs), concerns and worries, and the
extent to which they feel welcome in the host country. Information on each respondent’s
demographic characteristics, education, employment, legal status, language proficiency, and
family context was derived from an interview conducted shortly before the ReHIS in the
framework of the embedded survey on the labor market participation of refugees in Austria
FIMAS [37]. All of the relevant question blocks and items were directly taken from the well-
established EHIS survey, and from the JAB-BAMF-SOEP-Refugee Survey 2016. After rigorous
technical and internal tests/mockup interviews were conducted with native speakers, an inten-
sive pretest phase with 20 completed interviews in Arabic and Farsi was undertaken with refu-
gees residing in Austria [37].

In our comparative study, the main variable of interest is SRH, which was included in both
questionnaires. The exact wording of the question was “How would you describe your current
state of health? (1) Very well, (2) well, (3) satisfactory, (4) Not very good, (5) poor” in the IAB--
BAMEF-SOEF-Refugee Survey; and was “In general, would you say your health is (1) very good,
(2) good, (3) acceptable, 4 (fair), (5) bad” in the ReHIS. Answer options were dichotomized
into “(very) good” (comprising the answers (1) and (2)) and “less than good” (including
answer options (3), (4), and (5)). The set of control variables refers to the WHO’s “Social
Determinants of Health” framework, which describes the interrelation of structural determi-
nants of health inequities (the socioeconomic and political context in the destination country,
and the socioeconomic position in the country of origin), intermediary determinants of health
(material circumstances, biological and behavioral factors, and psychosocial factors), and
health system factors [21]. We included the following as main control variables: sex (male,
female), age (18-24, 25-29, 30-34, 35-39, 40-44, 45-59 years) (representing biological fac-
tors), nationality (Syrian, Iraqi, Afghan) (representing factors referring to the country of ori-
gin), partnership status (never married, married and living with partner, married and not
living with partner, married and no information on place of residence of partner, widowed or
divorced, or no information on partner status) (representing psychosocial factors), and educa-
tion (low level (International Standard Classification of Education (ISCED) 0-1) or no infor-
mation on education, medium level (ISCED 2), high level (ISCED 3-6)) (representing
socioeconomic factors). These socio-demographic variables were cited in previous studies as
crucial determinants of SRH [42, 43]. For some of our multivariate analyses, we also consider
migration-specific characteristics, such as the length of stay (0-18, 19-24, 25-30, 31-36, 37 or
more months) and the length of the asylum application process (0-3, 4-6, 7-14, 15 or more
months; decision still open; no information on length of asylum process), which represent
health system and psychosocial factors.
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Statistical analysis methods

The analyses consist of three steps. First, we provide descriptive results on the share of inter-
viewed refugees in (very) good self-rated health (vgSRH) in the two countries. Second, we
explore determinants for SRH. Separately for the two countries, probit regression models with
SRH as a dependent variable are used to estimate average marginal effects (AME). These AME
represent the average effects of a variable on the probability of perceiving one’s health as (very)
good, and are comparable across different models [44]. Positive/negative coefficients indicate
that the corresponding group had vgSRH more/less often than the reference group.

Third, we investigate whether the initially limited access of AS&R to health services in Ger-
many is associated with differences in SRH in Germany and Austria. Matching estimators are
used compare the outcomes (i.e., SRH) of individuals who are as similar as possible with the
sole exception of their treatment status. Whereas in medical studies “treatment” typically refers
to the introduction of a new drug or a new surgical procedure [45, 46], we define treatment as
AS&R being given unlimited access to health services in the host country from the time of
arrival onward. An individual’s treatment status is equal to one if s/he is residing in Austria,
and to zero if s/he is residing in Germany. The efficacy of the treatment is estimated via the
average treatment effect (ATE) of those receiving it. Within the counterfactual framework [47,
48], we denote Y, as the observed outcome if a subject did not receive treatment, and Y; as the
counterfactual for that subject if s/he was exposed to treatment. For a subject who received
treatment, we denote Y, as the observed outcome, and Y as the counterfactual outcome. To
address this missing data problem, the Stata software package provides methods for estimating
treatment parameters like the ATE, which is the mean of the difference between the observed
and the counterfactual outcome: ATE = E(Y;-Y,). We perform a five-nearest-neighbor match-
ing procedure, and apply matching with replacement, which increases matching quality and
decreases bias [49]. The caliper width for valid matches [50] is set to 0.3.

Propensity score matching is used to control for differences between the two countries in the
structure of the AS&R population [51]. Propensity scores are the conditional probability of assign-
ment to treatment (i.e., residing in Austria) given a vector of observed covariates (sex, nationality,
age, partnership status, and education) [52]. As implemented in the Stata software via the command
teffects, after conditioning on these covariates, any remaining influences on the treatment are not
related to the potential outcome [53]. Statistical analyses were conducted in Stata version 15 [53].

Ethics

The ReHIS was approved by the research commission of the Vienna University of Economics
and Business. The “Ethical Guidelines for Good Research Practice” issued by the Oxford Refu-
gee Studies Centre [54] were fully adhered to. Participants provided their informed consent to
participate in the study. Because the survey was conducted via CATIs, interviewee consent was
not documented, as only those participants who gave their explicit consent were interviewed.

The authors used only de-identified data from the ReHIS and the IAB-BAMF-SOEP-Refu-
gee Survey 2016, and were thus exempt from IRB review. Consent was obtained by providing
all participants with a declaration of data protection indicating that participation was volun-
tary, and identities would be kept confidential.

Results
General characteristics

The respondents in our German analytical sample were predominantly male, and had a mean
age of 33 years. The majority were Syrian (Table 1). A large share were married and living with

PLOS ONE | https://doi.org/10.1371/journal.pone.0250821  April 28, 2021 5/22



PLOS ONE

Health determinants of Syrian, Afghan, and Iraqi refugees in Germany and Austria

Table 1. Sample characteristics of AS&R and share in vgSRH, by country.

Sample characteristics Share in vgSRH t-Test
mean (95%CI)
Germany Austria Germany Austria
Sex
Male 64% 87% 0.76 (0.74; 0.78) 0.90 (0.87; 0.93) e
Female 36% 13% 0.65 (0.62; 0.68) 0.79 (0.67; 0.91) +
Nationality
Syria 67% 62% 0.74 (0.72; 0.76) 0.93 (0.90; 0.96) e
Iraq 17% 17% 0.68 (0.63; 0.72) 0.88 (0.79; 0.96) e
Afghanistan 16% 21% 0.66 (0.61; 0.70) 0.75 (0.65; 0.85) +
Age
18-24 years 22% 26% 0.84 (0.81; 0.87) 0.87 (0.80; 0.94)
25-29 years 16% 24% 0.75 (0.71; 0.79) 0.95 (0.90; 0.99) e
30-34 years 18% 18% 0.76 (0.72; 0.80) 0.89 (0.82; 0.97) *
35-39 years 17% 15% 0.70 (0.66; 0.74) 0.89 (0.81; 0.98) *r
40-44 years 11% 9% 0.69 (0.64; 0.74) 0.94 (0.86; 1.02) o
45-59 years 15% 8% 0.49 (0.45; 0.54) 0.67 (0.49; 0.85) +
Mean age in years 33 31
Partnership status
Never married 27% 53% 0.83 (0.80; 0.86) 0.89 (0.85; 0.94) *
Married, living with partner 59% 26% 0.70 (0.68; 0.72) 0.91 (0.85; 0.97) ek
Married, not living with partner 10% 8% 0.65 (0.59; 0.71) 0.77 (0.62; 0.93)
Married, no information on partner 1% 10% 0.69 (0.43; 0.94) 0.89 (0.79; 1.00) +
Widowed/divorced/no answer 4% 3% 0.44 (0.35; 0.53) 0.85 (0.62; 1.07) o
Education
Low level (ISCED 0-1) or no answer 43% 25% 0.66 (0.63; 0.68) 0.82 (0.74; 0.90) o
Medium level (ISCED 2) 19% 13% 0.75 (0.72; 0.79) 0.86 (0.76; 0.96) +
High level (ISCED 3-6) 38% 62% 0.77 (0.74; 0.79) 0.92 (0.88; 0.95) e
Length of stay
0-18 months 70% 3% 0.72 (0.70; 0.74) 0.64 (0.30; 0.98)
19-24 months 11% 6% 0.72 (0.67; 0.77) 0.82 (0.64; 0.99)
25-30 months 9% 17% 0.73 (0.67; 0.78) 0.83(0.73; 0.92)
31-36 months 5% 39% 0.71 (0.64; 0.79) 0.92 (0.87; 0.96) o
37 months and more 5% 36% 0.67 (0.59; 0.75) 0.91 (0.86; 0.96) e
Length of asylum process
0-3 months 23% 16% 0.73 (0.70; 0.77) 0.88 (0.80; 0.97) *r
4-6 months 18% 13% 0.73 (0.69; 0.77) 0.89 (0.80; 0.99) *
7-14 months 20% 40% 0.76 (0.72; 0.79) 0.92 (0.88; 0.96) e
15 months and more 6% 27% 0.77 (0.70; 0.83) 0.83 (0.76; 0.91)
Decision still open 29% 4% 0.66 (0.63; 0.69) 0.86 (0.65; 1.07)
No information 4% 0% 0.73 (0.65; 0.81)
Total 100% 100% 0.72 (0.70; 0.73) 0.89 (0.85; 0.92) e
Total (N) 2,854 374 2,854 374

Sources: IAB-BAME-SOEP 2016, ReHIS

Significance levels:
+p<0.10

* p<0.05

#* p<0.01

% p<0.001.

Note: AS&R: asylum seekers and refugees, vgSRH: (very) good self-rated health.

https://doi.org/10.1371/journal.pone.0250821.t001
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a partner, while smaller shares had never been married or were married and not living with
their partner. Very few of the respondents were divorced or widowed, or provided no informa-
tion on their partnership status. Roughly four out of 10 respondents reported having either a
low level of education (ISCED 0-1; 37%) or provided no answer (6%), while roughly the same
share reported having a high level of education (ISCED 3-6), and two out of 10 said they had a
medium level of education (ISCED 2). A large share of the interviewees had arrived in Ger-
many within 18 months of the survey (conducted in 2016). One out of four respondents
reported that the duration of their asylum application process was three months or less, and
was thus rather short. Two out of four indicated that they had waited 4-6 months for the deci-
sion, and two out of 10 said they had waited 7-14 months. Three out of 10 of the respondents
reported that the decision regarding their asylum application was still open at the time of the
interview.

The gender distribution in our Austrian analytical sample was also unbalanced (87%
males). The majority of the respondents were Syrian, and the mean age in the sample was 31
years. More than one half of the respondents had never been married; one out of four were
married and living with their partner; 8% were married and were not living with their partner
at the time of the interview; and a substantial share were married, but reported no information
on their partner’s place of residence. A majority of the respondents had a high level of educa-
tion (62%), while smaller shares had a low level of education or provided no information on
their educational level (13% and 12% respectively, totaling to 25%), or had a medium level of
education. More than one-third of the respondents had been living in Austria for more than
three years, and four out of 10 had been living there for 31-36 months. Therefore, three out of
four respondents in the Austrian cohort had been living in the host country for more than two
and a half years when they were interviewed in 2018. The refugee status of almost all of the
Austrian respondents had been officially recognized, with only 4% reporting that they were
still waiting for a decision on their asylum application. Three out of 10 of the respondents
reported that the length of their asylum application process had been relatively short (six
months or less), while a larger share said they had received a decision on their application
within 7-14 months.

Comparison of SRH in Germany and Austria

The shares of AS&R respondents who had vgSRH was smaller in Germany (72%) than in Aus-
tria (89%) (Table 1). The difference in the vgSRH levels in the two countries was highly statisti-
cally significant (p<0.001).

In both countries, males were more likely than females to have vgSRH (76% versus 65% in
Germany; 90% versus 79% in Austria). The differences by nationality were substantial: the
shares of respondents who had vgSRH were higher among Syrians (74% in Germany; 93% in
Austria) than among Iragis (68% in Germany; 88% in Austria) or Afghans (66% in Germany;
75% in Austria). There were also large differences in self-reported health by age in Germany:
84% of young people aged 18-24, but only 49% of those aged 45-59, had vgSRH. The variation
by age was less pronounced in Austria, where the respondents aged 35-39 (89%) and aged 40-
44 (94%) were most likely to have vgSRH. In Austria, married people who were not living with
their partner had comparably poor health (77% with vgSRH), whereas most of the respondents
with other partnership statuses had vgSRH (85%-91%). In Germany, by contrast, the level of
SRH was highest among those who had never been married (83% with vgSRH), and was lowest
among those who were widowed or divorced (44% with vgSRH). As expected, education was
associated with SRH, with the respondents with higher educational levels being most likely to
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have vgSRH. Due to overlapping confidence intervals (Table 1), the health differences within
the two countries lack statistical significance for some of the analyzed covariates.

T-tests indicated that the differences between the AS&R in Germany and Austria were sta-
tistically significant for males (76% versus 90%). This was also found to be the case for Syrian
nationals (74% versus 93%) and for Iraqi nationals (68% versus 88%); for the majority of age
groups; and for various partnership groups, such as married people who were living with their
partner (70% versus 91%). Furthermore, the differences between the AS&R in the two coun-
tries were statistically significant for those with low educational levels (66% versus 82%) and
with high educational levels (77% versus 92%), and for various groups based on the length of
their stay and the length of their asylum application process. All of the statistically significant
differences indicate that the share of AS&R who had vgSRH was lower in Germany than in
Austria.

Probit regressions

Among the AS&R in Germany, sex, nationality, age, and education were found to be signifi-
cantly associated with vgSRH: men, Syrians, younger individuals, and those with higher levels
of education were significantly more likely than other groups to have vgSRH (Table 2, Model 1
for Germany). Looking at partnership status, we can see that the respondents who were wid-
owed or divorced, or provided no information on their partner status, were less likely than
those who were married or had never been married to have vgSRH, but the differences were
not statistically significant. In Austria, Afghans and people aged 45-59 were significantly less
likely than other groups to have vgSRH. The estimated coefficients were also statistically signif-
icant at the 10% level for females, for the 30-34 age group, and for those with high levels of
education (Table 2, Model 1 for Austria). Overall, the effects were found to be similar in Ger-
many and Austria, with the exception that being divorced or widowed was shown to be detri-
mental in Germany, but not in Austria.

Adjustment for the length of the asylum application process (Table 2, Model 2) or the
length of stay (Table 2, Model 3) did not mediate the differences in the likelihood of having
vgSRH, with the exception that in Germany, individuals with an asylum application process
that lasted 15 months or longer were significantly more likely to have vgSRH. Fig 1 illustrates
the average marginal effects of the socio-demographic control variables included in the
analysis.

Propensity score matching

To assess the differences in SRH between the AS&R in Germany and Austria, we performed
propensity score matching (PSM), and estimated the ATE (see Table 3 for PSM specifications).
As we mentioned earlier, PSM was used to identify the AS&R with similar characteristics (in
terms of age, sex, nationality, education, and partnership status) in Austria and Germany, and
thus allowed us to estimate non-confounded remaining country effects [52].

The matched sample for the comparative analysis consisted of 374 refugees in Austria and
506 refugees in Germany (Table 3). The estimated ATE was 0.12 (Table 3). This indicates that
the probability of the AS&R having vgSRH was, on average, 12% higher in Austria than in
Germany.

The characteristics of the matched sample (Table 4) indicated that unlike in the unmatched
sample, there was a rough convergence of matching variables (Table 1). To assess the matching
quality and the bias in the estimation of the causal effect, we provided the mean bias, LR chi?,
before and after matching and Rosenbaum bounds were applied (Table 3). The model specifi-
cation showed a mean bias of 3.3% (i.e., the relative difference between the matched samples
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Table 2. Average marginal effects (and 95%CI) for vgSRH, by country.

Model 1 Model 1 Model 2 Model 2 Model 3 Model 3
Germany Austria Germany Austria Germany Austria
Sex
Male (ref.) 0 0 0 0 0 0
Female -0.08"** -0.11+ -0.09*** -0.10+ -0.08"** -0.07
(-0.12; -0.05) (-0.23;0.01) (-0.12; -0.05) (-0.22;0.01) (-0.12; -0.05) (-0.18; 0.04)
Nationality
Syria (ref.) 0 0 0 0 0 0
Iraq -0.06"** -0.05 -0.04+ -0.05 -0.06** -0.06
(-0.10; -0.01) (-0.14; 0.03) (-0.09; 0.00) (-0.14; 0.03) (-0.10; -0.01) (-0.15; 0.02)
Afghanistan -0.09"** -0.18** -0.07** -0.19** -0.09"** -0.19"%
(-0.13; -0.04) (-0.29; -0.07) (-0.12; -0.02) (-0.31; -0.06) (-0.14; -0.04) (-0.30; -0.08)
Age
18-24 years (ref.) 0 0 0 0 0 0
25-29 years -0.07** -0.00 -0.07** -0.00 -0.07** -0.02
(-0.12; -0.02) (-0.07; 0.06) (-0.12; -0.03) (-0.07; 0.07) (-0.12; -0.02) (-0.08; 0.05)
30-34 years -0.06* -0.10+ -0.07* -0.09+ -0.06* -0.11*
(-0.12; -0.01) (-0.20; 0.01) (-0.12; -0.02) (-0.20; 0.01) (-0.12;-0.01) (-0.21; -0.00)
35-39 years -0.13"*** -0.07 -0.13*** -0.07 -0.13*** -0.09+
(-0.18; -0.07) (-0.18; 0.03) (-0.19; -0.07) (-0.17; 0.04) (-0.18; -0.07) (-0.20; 0.02)
40-44 years -0.15%** -0.09 -0.15%** -0.08 -0.15%** -0.10
(-0.21; -0.08) (-0.26; 0.08) (-0.22; -0.09) (-0.24; 0.09) (-0.21; -0.08) (-0.27; 0.07)
45-59 years -0.33"* -0.40"** -0.34*** -0.40"** -0.33"* -0.40"**
(-0.40; -0.27) (-0.59; -0.20) (-0.40; -0.28) (-0.59; -0.20) (-0.40; -0.27) (-0.59; -0.21)
Partnership status
Never married (ref.) 0 0 0 0 0 0
Married, living with partner 0.00 0.06 0.01 0.06 0.00 0.06
(-0.05; 0.06) (-0.03; 0.14) (-0.04; 0.06) (-0.03; 0.14) (-0.05; 0.06) (-0.02; 0.15)
Married, not living with partner -0.05 -0.03 -0.05 -0.03 -0.06 -0.02
(-0.12; 0.01) (-0.17; 0.11) (-0.12; 0.02) (-0.17; 0.11) (-0.13; 0.01) (-0.15; 0.11)
Married, no information on partner 0.09 0.05 0.09 0.05 0.08 0.05
(-0.09; 0.26) (-0.05; 0.16) (-0.09; 0.26) (-0.06; 0.15) (-0.09; 0.26) (-0.05; 0.16)
Widowed/divorced/no answer -0.19*** 0.08 -0.19%** 0.07 -0.19%** 0.07
(-0.29; -0.09) (-0.04; 0.20) (-0.29; -0.09) (-0.05; 0.19) (-0.29; -0.09) (-0.05; 0.19)
Education
Low level (ISCED 0-1) or n.a. (ref.) 0 0 0 0 0 0
Medium level (ISCED 2) 0.06* 0.01 0.05* 0.01 0.05* -0.01
(0.01; 0.10) (-0.10; 0.13) (0.01; 0.10) (-0.11; 0.13) (0.01; 0.10) (-0.13; 0.11)
High level (ISCED 3-6) 0.09*** 0.08+ 0.09*** 0.08+ 0.09*** 0.07+
(0.05; 0.13) (-0.01;0.17) (0.05; 0.12) (-0.01;0.17) (0.05; 0.13) (-0.01; 0.16)
Length of asylum process
0-3 months (ref.) 0 0
4-6 months -0.01 -0.01
(-0.06; 0.04) (-0.14; 0.13)
7-14 months 0.04 0.04
(-0.01; 0.09) (-0.05; 0.14)
15 months and more 0.08* 0.03
(0.01; 0.15) (-0.08; 0.14)
(Continued)
PLOS ONE | https://doi.org/10.1371/journal.pone.0250821  April 28, 2021 9/22



PLOS ONE

Health determinants of Syrian, Afghan, and Iraqi refugees in Germany and Austria

Table 2. (Continued)

Model 1 Model 1 Model 2 Model 2 Model 3 Model 3
Germany Austria Germany Austria Germany Austria
Decision still open -0.04 0.04
(-0.09; 0.01) (-0.12; 0.20)
No information 0.06
(-0.02; 0.13)
Length of stay
0-18 months 0 0
19-24 months -0.02 0.09
(-0.07; 0.03) (-0.21; 0.39)
25-30 months 0.01 0.14
(-0.04; 0.07) (-0.12; 0.41)
31-36 months 0.04 0.22
(-0.03; 0.11) (-0.04; 0.47)
37 months and more -0.00 0.21
(-0.07; 0.07) (-0.05; 0.47)
N 2,854 374 2,854 374 2,854 374

Sources: IAB-BAMF-SOEP 2016, ReHIS
Significance levels:

+p<0.10

* p<0.05

** p<0.01

% p<0.001.

Note: vgSRH: (very) good self-rated health.

https://doi.org/10.1371/journal.pone.0250821.t1002

across all included covariates), and thus indicated a good match [55]. When we compared LR
chi® before and after matching, we found that after matching, the covariates no longer pre-
dicted group assignment [56]. The Rosenbaum bounds strategy was used to assess the potential
impact of hidden bias; i.e., the bias arising from confounding variables that were simulta-
neously associated with the treatment variable and the outcome variable [57]. This approach
enabled us to obtain a high level of matching quality. The use of other specifications (regarding
caliper width, number of nearest neighbors, matching variables) resulted in very similar ATEs
(results available upon request), but the goodness of fit parameters were lower. We discarded
the length of stay and the length of the asylum application process as matching characteristics
due to the sample composition; however, these characteristics certainly can be included in
future studies.

Discussion

The vast majority of the AS&R who were interviewed after arriving in Germany and Austria in
recent years rated their health as (very) good. The vgSRH proportions of 72% found in Ger-
many and of 89% found in Austria exceeded those reported in earlier studies in the high-
income countries of Germany and the Netherlands [12, 22], which might be attributable to
period effects or to differences in sample compositions.

While the overall health ratings in our sample were positive, SRH varied considerably by
age and education, confirming that certain health determinants of non-migrant populations
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Fig 1. Average marginal effects for sex, nationality, age, partnership status, and education; by country. Sources: IAB-BAMF-SOEP 2016, ReHIS; Remark: Average
marginal effects as estimated in model 1 in Table 2. Asterisks denote significant within-country differences compared to the reference group (Ref) (p<0.05).

https://doi.org/10.1371/journal.pone.0250821.9001

Table 3. Model specifications and outcome of propensity score matching.

Criterion

Matching variables

Maximum number of nearest neighbors
Caliper width

Number of matched individuals in Germany
Number of matched individuals in Austria
Mean bias

LR chi®

Rosenbaum’s bounds I

ATE (95%CI)

https://doi.org/10.1371/journal.pone.0250821.t1003

Value

Sex, nation, age group, partnership status, education

5

0.3

506

374

3.3

346.95 (p<0.001) before matching; 5.40 (p = 0.979) after matching
2.7 (p=0.031)- 2.8 (p = 0.052)

0.12 (0.04; 0.20)
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Table 4. Characteristics of matched sample, by country.

Sample characteristics Share in vgSRH mean (95%CI) t-Test
Germany Austria Germany Austria
Sex
Male 77% 87% 0.76 (0.71; 0.80) 0.90 (0.87; 0.93) e
Female 23% 13% 0.61 (0.52; 0.70) 0.79 (0.67; 0.91) +
Nationality
Syria 56% 62% 0.75 (0.70; 0.80) 0.93 (0.90; 0.96) e
Iraq 23% 17% 0.68 (0.58; 0.76) 0.88 (0.79; 0.96) o
Afghanistan 21% 21% 0.70 (0.62; 0.79) 0.75 (0.65; 0.85) +
Age
18-24 years 19% 26% 0.84 (0.77; 0.92) 0.87 (0.80; 0.94)
25-29 years 22% 24% 0.73 (0.65; 0.82) 0.95 (0.82; 0.97) e
30-34 years 19% 18% 0.80 (0.71; 0.88) 0.89 (0.82; 0.97) +
35-39 years 18% 15% 0.65 (0.55; 0.75) 0.89 (0.81; 0.98) o
40-44 years 10% 9% 0.75 (0.62; 0.87) 0.94 (0.86; 1.02) *x
45-59 years 11% 8% 0.48 (0.35; 0.62) 0.67 (0.49; 0.85)
Mean age in years 33 31
Partnership status
Never married 34% 53% 0.82 (0.76; 0.87) 0.89 (0.85; 0.94) *
Married, living with partner 26% 26% 0.70 (0.63; 0.76) 0.91 (0.85; 0.97) ek
Married, not living with partner 8% 8% 0.75 (0.67; 0.84) 0.77 (0.62; 0.93)
Married, no information on partner 10% 10% 0.67 (0.35; 0.98) 0.89 (0.79; 1.00) +
Widowed/divorced/no answer 3% 3% 0.36 (0.20; 0.53) 0.85 (0.62; 1.07) o
Education
Low level (ISCED 0-1) or no answer 32% 25% 0.68 (0.61; 0.75) 0.82 (0.74; 0.90) o
Medium level (ISCED 2) 20% 13% 0.76 (0.68; 0.85) 0.86 (0.76; 0.96)
High level (ISCED 3-6) 48% 62% 0.73 (0.68; 0.79) 0.92 (0.88; 0.95)
Length of stay
0-18 months 72% 3% 0.72 (0.67; 0.76) 0.64 (0.30; 0.98)
19-24 months 10% 6% 0.73 (0.62; 0.84) 0.82 (0.64; 0.99)
25-30 months 8% 17% 0.77 (0.65; 0.89) 0.83 (0.73; 0.92)
31-36 months 5% 39% 0.81 (0.60; 1.03) 0.92 (0.87; 0.96)
37 months and more 5% 36% 0.65 (0.44; 0.86) 0.91 (0.86; 0.96) ek
Length of asylum process
0-3 months 21% 16% 0.78 (0.70; 0.86) 0.88 (0.80; 0.97)
4-6 months 16% 13% 0.74 (0.64; 0.83) 0.89 (0.80; 0.99) *
7-14 months 18% 40% 0.76 (0.67; 0.85) 0.92 (0.88; 0.96) e
15 months and more 7% 27% 0.76 (0.61; 0.90) 0.83 (0.76; 0.91)
Decision still open 34% 4% 0.64 (0.57; 0.72) 0.86 (0.65; 1.07)
No information 5% 0% 0.77 (0.58; 0.96)
Total 100% 100% 0.72 (0.68; 0.76) 0.89 (0.85; 0.92) e
Total (N) 506 374 506 374
Sources: IAB-BAMF-SOEP 2016, ReHIS
Significance levels:
+p<0.10
* p<0.05
#* p<0.01
% p<0.001.
Note: vgSRH: (very) good self-rated health.
https://doi.org/10.1371/journal.pone.0250821.t1004
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also apply to the AS&R population. Significant sex differences in favor of men were found only
in Germany, but displayed the same tendency in Austria.

Refugee-specific characteristics were found to have almost no significant impact, which is
not in line with the findings of previous studies [26, 27]. The length of stay (LOS) in the host
country and the length of the asylum application process turned out to be of minor importance
for SRH. These findings may be explained by large within-group heterogeneity in terms of
health. For example, in Germany, the asylum application process is shorter for individuals
with special needs, such as a disability. Thus, having a longer LOS might be associated with
being better integrated into the host society, but it can also lead to an accumulation of eco-
nomic and social disadvantages [58]. Both outcomes are associated with health [20, 21, 59].

The health differences found by country of origin-in Germany and Austria, Syrians had the
highest levels of SRH; while in Austria, Afghans had particularly low levels of SRH-point to
different trajectories over time. Additionally, these patterns may reflect country-specific values
toward and processes of marginalization of subgroups of AS&R [60-63], and they may indicate
the interdependency of origin-related and host-country-specific conditions.

The AS&R surveyed in Germany assessed their health as being worse than those surveyed
in Austria. This difference could be only partially explained by compositional differences. Bal-
ancing the samples in terms of age, sex, education, nationality, and partnership status, the
probability of having vgSRH was found to be 12% lower for the AS&R in Germany than for
the AS&R in Austria. However, this finding might be driven by several limitations, as discussed
below.

Limitations and strengths

First, although the sample was balanced with PSM, unobserved heterogeneity across the sam-
ples cannot be ruled out; e.g., in terms of social and economic integration, health needs, and
initial and migration-related circumstances. Nevertheless, we found no evidence of large dif-
ferences in these characteristics in the German and the Austrian samples. Moreover, the deci-
sion of the AS&R to settle in Austria (and not to move on to Germany) might have been
driven by negative health selection, i.e., those with poorer health remained in Austria due to
their state of health [64]; or by positive causation, i.e., those who remained in Austria might
have experienced a slightly shorter and less exhausting journey, which would be associated
with better health outcomes [22].

Second, host country-specific characteristics at the societal levels—such as offers of support,
integration measures, perceptions of minorities, experiences of discrimination or segregation,
and ethnic networks-might contribute to the differences in the health assessments of the
AS&R in Austria and Germany [62]. However, it is important to keep in mind that Germany
and Austria are culturally very closely aligned, with similar languages and similar attitudes
toward AS&R [65, 66].

Third, the initially limited access to health care that the AS&R in Germany experienced
might partly explain the differences. Up to 15 months after they arrive, AS&R in Germany
receive only basic medical treatment, which might exacerbate their unmet health needs. Earlier
findings reported that AS&R in Germany often have problems accessing psychiatric care and
medical treatment [67].

Fourth, as the surveys were conducted at an interval of two years, there may have been
period effects; i.e., whether and, if so, to what extent the health assessments of the AS&R in the
years 2016 and 2018 differed should be considered. Both the actual changes in health between
2016 and 2018 and indirect effects—e.g., changes in the attitudes of the majority population
toward AS&R [68] or the integration processes of AS&R [69, 70]-might have influenced the
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respondents’ health assessments. These effects might partially account for the health differ-
ences found among the AS&R in Germany and Austria.

Fifth, the instruments and data collection of the IAB-BAMF-SOEP 2016 and the ReHIS dif-
fered, which might have influenced response patterns. Compared to the ReHIS questionnaire,
the IAB-BAMF-SOEP questionnaire was much more comprehensive. For example, in the
IAB-BAME-SOEDP, the core household questionnaire (100 questions) was designed to last 15
minutes, and each personal questionnaire (450 questions) was designed to take an additional
30 minutes [35, 71]. The face-to-face interviews conducted in the IAB-BAMF-SOEP lasted 28
minutes (first percentile) to 250 minutes (99 percentile), with a median of 83 minutes, and
differed by self-rated health (vgSRH: median of 81 minutes, not good SRH: median of 87 min-
utes). The question regarding SRH followed questions regarding personal characteristics and
migration history, which may have caused a halo effect. The interviews conducted in the
ReHIS lasted nine minutes (first percentile) to 60 minutes (99 percentile), with a median of
19 minutes. The question regarding SRH was asked almost at the beginning. The length of the
interview differed by self-rated health (vgSRH: median of 18 minutes, not good SRH: median
of 21 minutes). Thus, the different approaches to data collection used in the surveys (length of
interviews, structure of the questionnaires, and interview mode (IAB-BAMF-SOEP: CAPI
face-to-face-interviews, ReHIS: telephone interviews)) might have resulted in different forms
of measurement bias, and might have biased the answers.

Sixth, there are limitations in the representativeness of the samples. Overall, the selectivity
of respondents is a well-known issue that arises when conducting refugee surveys [72-74]. In
their respective country contexts, the ReHIS and the IAB-BAMF-SOEP-Refugee Survey 2016
were among the first surveys to focus on the recently arrived AS&R population from Syria,
Iraq, and Afghanistan. However, neither survey sample was fully representative of the national
AS&R population [2, 40]. It might be assumed that AS&R with lower levels of education and
poor health were underrepresented in our analysis [75, 76]. Moreover, the sample was unbal-
anced in terms of sex and host country; the majority were male and lived in Germany. These
imbalances do neither reflect the population of refugees or locals in the respective countries
nor a proportionality of AS&R in Germany and Austria. In 2016, 34% of AS&R in Germany
[77] and 33% of AS&R in Austria [78] were female; however, female refugees are still less
researched and underrepresented in surveys [79]. The number of AS&R in Germany was
more than nine times higher than in Austria [1]. The (disproportionally) higher number of
AS&R in our German sample was based on the larger sample in the IAB-BAMF-SOEP-Refu-
gee Survey 2016. The analyses were adjusted for gender and host country, i.e. these imbalances
do not bias the results. The propensity score matching allows imbalances to be compensated.

To evaluate how, for example, the different educational profiles influenced our results, we
calculated weights adjusting for education. After applying these weights, the share of individu-
als who had vgSRH decreased only slightly, from 89% to 86% in Austria (results available on
request). The high proportion of the AS&R in the German sample who had a lower level of
education cannot be fully explained, and country-specific or education-specific self-selection
into the surveys cannot be ruled out. After analyzing educational differences by country and
sex (see S1 Fig), we found that the Syrians and Iraqis in Austria reported having substantially
higher levels of education than their counterparts in Germany. We also found significant dif-
ferences between men and women among the Iragi and Afghan AS&R in Germany, with
lower shares of women than men reporting a high level of education. However, after our mod-
els were adjusted for education, sex, and nationality, these compositional differences did not
explain the differences in the SRH of AS&R in Austria and Germany. To minimize language
barriers and to ensure that all of the participants understood the questions-and, thus, to mini-
mize the educational bias-both of the questionnaires were subject to pretests before the data
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collection. Moreover, qualified interviewers conducted the interviews, and questionnaires in
several languages (translated and harmonized by two translators) were made available during
the interviews. In addition, audiovisual tools and aids were applied in the IAB-BAME-SOEP
survey.

Seventh, the data provide comparable information on health and individual characteristics,
but do not cover the full set of possible health determinants among the AS&R. To improve
comparability, only a small set of socio-demographic characteristics, as derived from the Social
Determinants of Health framework, were integrated into the analyses. To achieve comparabil-
ity between two samples, we applied PSM, which is appropriate for estimating non-con-
founded effects [52]. Further relevant determinants, as elaborated in earlier studies [80], might
be addressed in future studies.

Eighth, the focus of this paper was on SRH, which represents perceived, but not a medically
certified health. SRH is based on self-disclosure, and does not cover all elements of health. It
does not provide information on special health circumstances, and it might be driven by sub-
jective short-term influences, as well as by external and internal differences in assessments of
and responses to this question. Nonetheless, SHR has been verified as a useful and valid sum-
mary of perceived overall health [81-83] that includes both somatic and physical health [84,
85]. Our data indicate that there are strong correlations between SRH and mental health (e.g.,
depressiveness, Chi*: p<0.001), as well as between SRH and physical health (e.g., frequency of
physical pain, Chi*: p<0.001). Thus, in our sample, it is not possible to differentiate the impact
of psychiatric and somatic health on the assessment of SRH. As the AS&R had traumatizing
reasons for fleeing, and were having to manage post-displacement stressors [86, 87], they fre-
quently reported mental health problems [7, 88]. Thus, SRH might reflect psychiatric health.
Both data sources include question related to mental health, but available data do not allow to
generate in both surveys standard scales for mental health, like EURO-D scale or Kessler-10
scale [89, 90]. Another caveat is the fact that experience of violence and torture, which are cru-
cial for refugee health, are nor captured in the two surveys. However, compared to a mere
mental health assessment, self-rated health is less subject to bias [91]. We assume a simultane-
ity and an interaction of the two health areas, and interpret the results in terms of the general
health status of individuals. Moreover, previous research has suggested that SRH is sensitive to
cultural differences [92, 93], and that SHR responses depend in part on the interview language
and on the translation of that language [94]. However, these effects are unlikely to explain the
health differences found among the AS&R in Germany and Austria. Subsequent studies could
address other health dimensions or specific health determinants.

Finally, cultural differences in self-reported health are relevant [95, 96], but are not further
explored in this paper.

The great strength of our study is that it provides a comparative perspective on health dif-
ferences and health mechanisms in two neighboring, culturally similar, high-income European
countries that have experienced high levels of AS&R immigration in recent years. Our
approach allowed us to elaborate general determinants and country-specific differences for
three nationalities of one refugee cohort (who immigrated between 2013 and 2016). However,
future studies might consider additional countries in order to analyze the impact of nationally
diverse health policies and settings, or to take the internal heterogeneity of the AS&R popula-
tion into account. While previous studies on this population for Europe mainly focused on the
mental health of refugees [97, 98], this study provides findings on the general subjective health
of AS&R. While mental health is a major concern for AS&R from conflict regions [98, 99], the
general health of this population should not be neglected. Assessments that cover mental
health only are not comprehensive, and could lead to an overestimation of the health chal-
lenges associated with refugee immigration.
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Conclusions

When assessing the health levels in a society, AS&R represent a particularly vulnerable group.
Our results do not indicate that the general health needs of AS&R are greater than those of the
non-migrant population. Nevertheless, the SRH levels within the AS&R population vary con-
siderably. As women, older refugees, and refugees with lower levels of education report having
worse health than other groups, the needs of these groups in particular should be addressed by
health-promoting measures. As these determinants correspond to those in the non-migrant
population, similar strategies are conceivable. For example, comprehensive care, including
more frequent screenings and better professional health advice, could be offered for some
groups. Additionally, as the Afghan refugees in our sample reported having lower levels of
health than other nationality groups, there may be a need for nationality-specific and culturally
sensitive treatments and health services. While we cannot clearly identify the causes of this
poorer health assessment, previous studies have highlighted the multidimensionality of health
risks [100], which act at different levels. In terms of individual characteristics, language abili-
ties, institutionalized knowledge, and exchange networks are important health resources [7,
25]. Thus, promoting these resources might lead to improvements in health.

Moreover, the results of our analyses are in line with the known differences between the
two countries in access health care, as the AS&R in our sample reported having better health
in Austria than in Germany. Although Germany and Austria have very similar healthcare
delivery systems in terms of health expenditures and the density of practitioners [28], the Ger-
man model has more barriers to initial access for AS&R. This lack of access may be associated
with long-lasting unmet health needs, poorer health, and higher public health expenditures
[101-104]. Thus, the health of AS&R and health systems in general may be improved by
removing barriers to accessing health services.

Supporting information

S1 Fig. Educational level by nationality and sex, by country. Sources: IAB-BAMF-SOEP
2016, ReHIS.
(TIF)

Acknowledgments

We thank our study participants and field staff; without their support, the implementation of
this study would have been impossible. We are grateful for the cooperation with the FIMAS
+INTEGRATION survey, implemented by the International Centre for Migration Policy
Development (ICMPD, Roland Hosner and Veronika Bilger), the Vienna Institute for Interna-
tional Economic Studies (wiiw, Michael Landesmann and Sebastian Leitner), and the Karl-
Franzens-University Graz (Renate Ortlieb).

We thank Gabriele Fischer, Joel Msafiri Francis, and the two anonymous reviewers whose
comments helped improve and clarify the manuscript.

Author Contributions

Conceptualization: Daniela Georges, Isabella Buber-Ennser, Judith Kohlenberger, Gabriele
Doblhammer.

Data curation: Daniela Georges, Isabella Buber-Ennser, Bernhard Rengs.
Formal analysis: Daniela Georges, Isabella Buber-Ennser.

Funding acquisition: Judith Kohlenberger.

PLOS ONE | https://doi.org/10.1371/journal.pone.0250821  April 28, 2021 16/22



PLOS ONE

Health determinants of Syrian, Afghan, and Iraqi refugees in Germany and Austria

Investigation: Bernhard Rengs, Judith Kohlenberger.

Methodology: Daniela Georges, Isabella Buber-Ennser, Gabriele Doblhammer.
Project administration: Daniela Georges, Bernhard Rengs.

Resources: Bernhard Rengs.

Software: Daniela Georges, Isabella Buber-Ennser, Bernhard Rengs.
Supervision: Bernhard Rengs, Judith Kohlenberger, Gabriele Doblhammer.
Validation: Daniela Georges, Isabella Buber-Ennser, Bernhard Rengs.
Visualization: Isabella Buber-Ennser, Bernhard Rengs.

Writing - original draft: Daniela Georges, Isabella Buber-Ennser, Bernhard Rengs, Judith
Kohlenberger, Gabriele Doblhammer.

Writing - review & editing: Daniela Georges, Isabella Buber-Ennser, Bernhard Rengs, Judith
Kohlenberger, Gabriele Doblhammer.

References

1. Eurostat (2019) Asylum and first time asylum applicants. Available: https://ec.europa.eu/eurostat/
databrowser/view/tps00191/default/table?lang=en. Accessed 15 October 2019.

2. Clemens MA, Hunt J (2019) The Labor Market Effects of Refugee Waves: Reconciling Conflicting
Results. ILR Review 72 (4): 818-857.

3. Hainmueller J, Hangartner D, Lawrence D (2016) When lives are put on hold: Lengthy asylum pro-
cesses decrease employment among refugees. Science advances 2 (8): e1600432. https://doi.org/
10.1126/sciadv.1600432 PMID: 27493995

4. Dustmann C, FasaniF, Frattini T, Minale L, Schénberg U (2017) On the economics and politics of refu-
gee migration. Econ Pol 32 (91): 497-550.

5. Borjas GJ, Monras J (2017) The labour market consequences of refugee supply shocks. Econ Pol 32
(91): 361—413.

6. WHO (2018) Report on the health of refugees and migrants in the WHO European region. No public
health without refugee and migrant health. Copenhagen: WHO.

7. Pavli A, Maltezou H (2017) Health problems of newly arrived migrants and refugees in Europe. Journal
of travel medicine 24 (4). https://doi.org/10.1093/jtm/tax016 PMID: 28426115

8. Bozorgmehr K, Razum O (2015) Effect of Restricting Access to Health Care on Health Expenditures
among Asylum-Seekers and Refugees: A Quasi-Experimental Study in Germany, 1994-2013. PloS
one 10 (7): e0131483. https://doi.org/10.1371/journal.pone.0131483 PMID: 26201017

9. Georgiadou E, Zbidat A, Schmitt GM, Erim Y (2018) Prevalence of Mental Distress Among Syrian Ref-
ugees With Residence Permission in Germany: A Registry-Based Study. Frontiers in psychiatry 9:
393. https://doi.org/10.3389/fpsyt.2018.00393 PMID: 30210373

10. Leiler A, Bjarta A, Ekdahl J, Wasteson E (2019) Mental health and quality of life among asylum seek-
ers and refugees living in refugee housing facilities in Sweden. Social psychiatry and psychiatric epide-
miology 54 (5): 543-551. https://doi.org/10.1007/s00127-018-1651-6 PMID: 30580381

11. Kohlenberger J, Buber-Ennser |, Rengs B, Leitner S, Landesmann M (2019) Barriers to health care
access and service utilization of refugees in Austria: Evidence from a cross-sectional survey. Health
policy (Amsterdam, Netherlands). https://doi.org/10.1016/j.healthpol.2019.01.014 PMID: 30878171

12. Schneider C, Joos S, Bozorgmehr K (2015) Disparities in health and access to healthcare between
asylum seekers and residents in Germany: a population-based cross-sectional feasibility study. BMJ
open 5 (11): e008784. https://doi.org/10.1136/bmjopen-2015-008784 PMID: 26537498

13. Mendola D, Busetta A (2018) Health and Living Conditions of Refugees and Asylum-seekers: A Sur-
vey of Informal Settlements in Italy. Refug Sur Q 37 (4): 477-505.

14. Sirin SR, Rogers-Sirin L (2015) The educational and mental health needs of Syrian refugee children.
Washington, DC: Migration Policy Institute.

PLOS ONE | https://doi.org/10.1371/journal.pone.0250821  April 28, 2021 17/22



PLOS ONE

Health determinants of Syrian, Afghan, and Iraqi refugees in Germany and Austria

15.

16.

17.

18.

19.

20.

21.

22,

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Karnouk C, Bége K, Hahn E, Strasser J, Schweininger S et al. (2019) Psychotherapy in Jordan: An
Investigation of the Host and Syrian Refugee Community’s Perspectives. Frontiers in psychiatry 10:
556. https://doi.org/10.3389/fpsyt.2019.00556 PMID: 31456702

Abu Kishk N, Shahin Y, Mitri J, Turki Y, Zeidan W et al. (2019) Model to improve cardiometabolic risk
factors in Palestine refugees with diabetes mellitus attending UNRWA health centers. BMJ open dia-
betes research & care 7 (1): e000624.

UNHCR, UNICEF, WFP (2017) Vulnerability assessment of Syrian refugees in Lebanon. VASYR
2017. Geneva: WFP/UNHCR/UNICEF.

Metzing M, Schacht D, Scherz A (2020) Psychische und kérperliche Gesundheit von Gefliichteten im
Vergleich zu anderen Bevolkerungsgruppen. [Mental and physical health of refugees compared to
other population groups]: DIW—Deutsches Institut fir Wirtschaftsforschung.

Buber-Ennser I, Kohlenberger J, Rengs B, Al Zalak Z, Goujon A et al. (2016) Human Capital, Values,
and Attitudes of Persons Seeking Refuge in Austria in 2015. PloS one 11 (9): e0163481. https://doi.
org/10.1371/journal.pone.0163481 PMID: 27662373

Newbold KB (2005) Self-rated health within the Canadian immigrant population: risk and the healthy
immigrant effect. Social science & medicine (1982) 60 (6): 1359-1370. https://doi.org/10.1016/].
socscimed.2004.06.048 PMID: 15626530

CSDH (2008) Closing the gap in a generation: Health equity through action on the social determinants
of health. Final report of the commission on social determinants of health. Geneva.

Gerritsen AA, Bramsen |, Devillé W, van Willigen, Loes H M, Hovens JE et al. (2006) Physical and
mental health of Afghan, Iranian and Somali asylum seekers and refugees living in the Netherlands.
Social psychiatry and psychiatric epidemiology 41 (1): 18-26. https://doi.org/10.1007/s00127-005-
0003-5 PMID: 16341619

Sheikh-Mohammed M, MaclIntyre CR, Wood NJ, Leask J, Isaacs D (2006) Barriers to access to health
care for newly resettled sub-Saharan refugees in Australia. Med. J. Aust. 185 (11-12): 594-597.
https://doi.org/10.5694/j.1326-5377.2006.tb00721.x PMID: 17181498

Shishehgar S, Gholizadeh L, DiGiacomo M, Green A, Davidson PM (2017) Health and Socio-Cultural
Experiences of Refugee Women: An Integrative Review. J. Immigr. Minor. Health 19 (4): 959-973.
https://doi.org/10.1007/s10903-016-0379-1 PMID: 26976004

Morris M d., Popper ST, Rodwell TC, Brodine SK, Brouwer KC (2009) Healthcare Barriers of Refugees
Post-resettlement. Journal of Community Health 34 (6): 529-538. https://doi.org/10.1007/s10900-
009-9175-3 PMID: 19705264

Laban CJ, Gernaat HB, Komproe IH, Schreuders BA, Jong JT (2004) Impact of a long asylum proce-

dure on the prevalence of psychiatric disorders in Iragi asylum seekers in The Netherlands. The Jour-
nal of nervous and mental disease 192 (12): 843-851. https://doi.org/10.1097/01.nmd.0000146739.

26187.15 PMID: 15583506

Hondius AJ, van Willigen LH, Kleijn WC, van der Ploeg HM (2000) Health problems among Latin-
American and middle-eastern refugees in The Netherlands: relations with violence exposure and

ongoing sociopsychological strain. Journal of traumatic stress 13 (4): 619—-634. https://doi.org/10.
1023/A:1007858116390 PMID: 11109235

Reibling N, Ariaans M, Wendt C (2019) Worlds of Healthcare: A Healthcare System Typology of

OECD Countries. Health policy (Amsterdam, Netherlands) 123 (7): 611-620. https://doi.org/10.1016/
j-healthpol.2019.05.001 PMID: 31133444

Eurostat (2019) Healthcare expenditure statistics.

Eurostat (2019) First instance decisions on applications. Available: http://appsso.eurostat.ec.europa.
eu/nui/submitViewTableAction.do. Accessed 15 October 2019.

Eurostat (2019) Final decisions on applications. Available: http://appsso.eurostat.ec.europa.eu/nui/
submitViewTableAction.do. Accessed 18 September 2019.

Schupp J, Briicker H, Kroh M, Leistner-Rocca R, Goebel J et al. (2018) IAB-BAMF-SOEP-Befragung
Gefluchteter 2016 [IAB-BAMF-SOEP-Refugee Survey 2016]: SOEP Socio-Economic Panel Study.

Kuehne S. et al (2019) Sampling in Times of High Immigration: The Survey Process of the IAB-BAMF-
SOEP Survey of Refugees. Surv Methods Insights Field.

Kroh M, Kiihne S, Jacobsen J, Siegert M, Siegers R Sampling, nonresponse, and integrated weighting
ofthe 2016 IAB-BAMF-SOEP Survey of Refugees (M3/M4).

Briicker H, Rother N, Schupp J, editors (2018) IAB-BAMF-SOEP-Befragung von Gefliichteten 2016:
Studiendesign, Feldergebnisse sowie Analysen zu schulischer wie beruflicher Qualifikation, Sprach-
kenntnissen sowie kognitiven Potenzialen. Nirnberg: Bundesamt fiir Migration und Fliichtlinge. 73
Seiten p.

PLOS ONE | https://doi.org/10.1371/journal.pone.0250821  April 28, 2021 18/22



PLOS ONE

Health determinants of Syrian, Afghan, and Iraqi refugees in Germany and Austria

36.

37.

38.

39.

40.

41.

42,

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.
54.
55.

DIW Berlin / SOEP (2016) Erhebungsinstrumente des IAB-SOEP-Migrationssamples 2016: Integrier-
ter Personen- und Biografiefragebogen (Erstbefragte 2016), Stichproben M1-M2. [Survey Instruments
of the IAB-SOEP migration sample 2016: Integrated personal and biography questionnaire (initial
interviews), samples M1-M2]. Available: https://www.econstor.eu/handle/10419/148957.

Hosner R, Palinkas M (2020) Prozesse der Arbeitsmarktintegration von Gefliichteten in Osterreich.
Kurzbericht zur Datenerhebung 2017/2018 (2. Welle) im Projekt FIMAS+INTEGRATION. [Processes
of refugee integration in Austria. A brief report on data collection 2017/2018 (2nd wave) in the project
FIMAS+INTEGRATION]. Vienna.

Kohlenberger J (2019) Refugee Health and Integration Survey (ReHIS) (SUF edition): AUSSDA
Dataverse.

Kohlenberger J, Buber-Ennser |, Rengs B, Leitner S, Landesmann M Gesundheitszugang von syr-
ischen, irakischen und afghanischen Gefllichteten in Osterreich: Ergebnisse aus dem Refugee Health
and Integration Survey. [Access to health care among Syrian, Iragi and Afghan refugees in Austria:
Results from the Refugee Health and Integration Survey]. In: Czaika M, Réssl L, Altenburg F, Faust-
mann A, Pfeffer T, editors. Migration und Integration 7: Dialog zwischen Politik, Wissenschaft und
Praxis. Reihe Dialogforum Integration. [Migration and integration 7: Dialogue between politics, acade-
mia and practice. Serie Dialogforum Integration]. Krems: Edition Donau-University Krems. pp. 239—
259.

Kohlenberger J, Buber-Ennser I, Rengs B (2018) Datenerhebungen unter Geflliichteten und ihren
Familien: Methodologische Aspekte und Beobachtungen aus dem Feld des "Displaced Persons in
Austria Survey (DiPAS)’[Data collection among refugee seeking persons and their families: Methodo-
logical aspects and observations from the field from "Displaced Persons in Austria Survey (DiPAS)“].
In: Kapella O, Schneider N, Rost H, editors. Familie—Bildung—Migration. Tagungsband zum 5. Euro-
péaischen Fachkongress Familienforschung [Family—education—migration. Proceedings of the 5th
European conference family research]. Opladen: Barbara Budrich. pp. 281-295.

Jacobsen J (2018) Language Barriers during the Fieldwork of the IAB-BAMF-SOEP Survey of Refu-
gees in Germany. In: Behr D, editor. Surveying the Migrant Population: Consideration of Linguistic and
Cultural Issues. Cologne. pp. 75-84.

Moor |, Spallek J, Richter M (2017) Explaining socioeconomic inequalities in self-rated health: a sys-
tematic review of the relative contribution of material, psychosocial and behavioural factors. Journal of
epidemiology and community health 71 (6): 565-575. https://doi.org/10.1136/jech-2016-207589
PMID: 27682963

Kawachi |, Kennedy BP, Glass R (1999) Social capital and self-rated health: a contextual analysis. Am
J Public Health 89 (8): 1187—-1193. https://doi.org/10.2105/ajph.89.8.1187 PMID: 10432904

Best H, Wolf C (2012) Modellvergleich und Ergebnisinterpretation in Logit- und Probit-Regressionen
[Comparing models and interpreting results in logit and probit regressions]. Kéln Z Soziol 64 (2): 377—
395.

Ramos R, Garcia-Gil M, Comas-Cufi M, Quesada M, Marrugat J et al. (2016) Statins for Prevention of
Cardiovascular Events in a Low-Risk Population With Low Ankle Brachial Index. Journal of the Ameri-
can College of Cardiology 67 (6): 630-640. https://doi.org/10.1016/j.jacc.2015.11.052 PMID:
26868687

Royston P (2015) Estimating the Treatment Effect in a Clinical Trial Using Difference in Restricted
Mean Survival Time. StataJ 15 (4): 1098—-1117.

Rubin DB (1974) Estimating causal effects of treatments in randomized and nonrandomized studies. J
Edu Psychol 66 (5): 688—701.

Imbens GW (2004) Nonparametric Estimation of Average Treatment Effects Under Exogeneity: A
Review. Rev Econ Stat 86 (1): 4-29.

Caliendo M, Kopeinig S (2008) Some practical guidance for the implementation of propensity score
matching. J Economic Surveys 22 (1): 31-72.

Cochran WG, Rubin DB (1973) Controlling bias in observational studies. Sankhya Ser A 35 (4): 417—
446.

Hirano K, Imbens GW (2001) Estimation of causal effects using propensity score weighting: An appli-
cation to data on right heart catheterization. Health Serv Outcomes Res Methodol. 2 (3/4): 259-278.

Rosenbaum PR, Rubin DB (1983) The central role of the propensity score in observational studies for
causal effects. Biometrika 70 (1): 41-55.

StataCorp (2017) Stata. College Station, TX: StataCorp LLC.
(2007) Ethical Guidelines for Good Research Practice. Refug Sur Q 26 (3): 162—172.

Rosenbaum PR, Rubin DB (1985) Constructing a Control Group Using Multivariate Matched Sampling
Methods That Incorporate the Propensity Score. Am Stat 39 (1): 33—-38.

PLOS ONE | https://doi.org/10.1371/journal.pone.0250821  April 28, 2021 19/22



PLOS ONE

Health determinants of Syrian, Afghan, and Iraqi refugees in Germany and Austria

56.

57.

58.

59.

60.

61.

62.
63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.
75.

76.

77.

78.

Sianesi B (2004) An Evaluation of the Swedish System of Active Labor Market Programs in the 1990s.
Rev Econ Stat 86 (1): 133—155.

DiPrete TA, Gangl M (2004) Assessing bias in the estimation of causal effects: Rosenbaum bounds on
matching estimators and instrumental variables estimation with imperfect instruments. Berlin.

Bakker L, Dagevos J, Engbersen G (2014) The Importance of Resources and Security in the Socio-
Economic Integration of Refugees. A Study on the Impact of Length of Stay in Asylum Accommodation
and Residence Status on Socio-Economic Integration for the Four Largest Refugee Groups in the
Netherlands. J Int Migr Integr 15 (3): 431-448.

Trummer U, Krasnik A (2017) Migrant health: the economic argument. European journal of public
health 27 (4): 590-591. https://doi.org/10.1093/eurpub/ckx087 PMID: 28961880

Mckay FH, Thomas SL, Kneebone S (2012) ’It Would be Okay If They Came through the Proper Chan-
nels’: Community Perceptions and Attitudes toward Asylum Seekers in Australia. Int Migr Rev 25 (1):
113-133.

Louis WR, Duck JM, Terry DJ, Schuller RA, Lalonde RN (2007) Why do citizens want to keep refugees
out? Threats, fairness and hostile norms in the treatment of asylum seekers. Eur. J. Soc. Psychol. 37
(1):53-73.

Dell'Orto G, Wetzstein |, editors (2018) Refugee news, refugee politics. New York, NY: Routledge.

Hadley C, Patil C (2009) Perceived discrimination among three groups of refugees resettled in the
USA: associations with language, time in the USA, and continent of origin. J Immigrant Health 11 (6):
505-512.

Akresh IR, Frank R (2008) Health selection among new immigrants. American journal of public health
98 (11): 2058—-2064. https://doi.org/10.2105/AJPH.2006.100974 PMID: 18309141

Gerhards J, Lengfeld H, Soler M, Ignacz ZS, Kley FK et al. (2017) Research Report on transnational
solidarity in the EU—Results from the Transnational European Solidarity Survey (TESS).

Renner W, Thomas A, Mikulajova M, Newman D (2017) Threat Perception and Modern Racism as
Possible Predictors of Attitudes towards Asylum Seekers: Comparative Findings from Austria, Ger-
many, and Slovakia. [JBSR 7 (12): 10.

Altunoz U, Castro Nunez S, Graef Calliess IT (2016) Mental health of traumatized refugees and asy-
lum seekers: Experiences of a centre of transcultural psychiatry in Hannover, Germany. European
Psychiatry 33: S398.

Liebe U, Meyerhoff J, Kroesen M, Chorus C, Glenk K (2018) From welcome culture to welcome limits?
Uncovering preference changes over time for sheltering refugees in Germany. PloS one 13 (8):
€0199923. https://doi.org/10.1371/journal.pone.0199923 PMID: 30067769

Walther L, Fuchs LM, Schupp J, Scheve C von (2020) Living Conditions and the Mental Health and
Well-being of Refugees: Evidence from a Large-Scale German Survey. J. Immigr. Minor. Health 22
(5): 903-913. https://doi.org/10.1007/s10903-019-00968-5 PMID: 31974927

Dowling A, Enticott J, Kunin M, Russell G (2018) An Investigation into the Association of Pre- and
Post-Migration Experiences on the Self-Rated Health Status Among New Resettled Adult Humanitar-
ian Refugees to Australia: A Longitudinal Study. SSRN Journal.

Bohlender A, Huber S, Glemser A SOEP-Core—2016: Methodenbericht Stichproben A-L1. [SOEP
Core 2016: Report Samples A-L1]. Berlin.

Bloch A (1999) Carrying Out a Survey of Refugees: Some Methodological Considerations and Guide-
lines. Journal of Refugee Studies 12 (4): 367-383.

Sulaiman-Hill C, Thompson SC (2011) Sampling challenges in a study examining refugee resettle-
ment. BMC international health and human rights 11: 2. https://doi.org/10.1186/1472-698X-11-2
PMID: 21406104

Bloch A (2004) Survey research with refugees. Policy Studies 25 (2): 139-151.

Korkeila K, Suominen S, Ahvenainen J, Ojanlatva A, Rautava P et al. (2001) Non-response and
related factors in a nation-wide health survey. Eur. J. Epidemiol. 17 (11): 991-999. https://doi.org/10.
1023/a:1020016922473 PMID: 12380710

Cheung KL, Klooster PM ten, Smit C, Vries H de, Pieterse ME (2017) The impact of non-response
bias due to sampling in public health studies: A comparison of voluntary versus mandatory recruitment
in a Dutch national survey on adolescent health. BMC public health 17 (1): 276. https://doi.org/10.
1186/s12889-017-4189-8 PMID: 28330465

Federal Office for Migration and Refugees (Bundesamt fir Migration und Flichtlinge) (2017) Das Bun-
desamt in Zahlen 2016 [The Federal Office in Numbers 2016]. Nuremberg.

Bundesministerium fir Inneres (Ministry of the Interior) (2017) Asylstatistik 2016 [Asylum statistics
2016]. Vienna.

PLOS ONE | https://doi.org/10.1371/journal.pone.0250821  April 28, 2021 20/22



PLOS ONE

Health determinants of Syrian, Afghan, and Iraqi refugees in Germany and Austria

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

Schouler-Ocak M, Kurmeyer C (2017) Study on Female Refugees. Reprasentative Untersuchung von
geflichteten Frauen in unterschiedlichen Bundeslandern in Deutschland [Representative study on ref-
ugee women in different federal states in Germany]. Berlin.

WHO (2018) Health of refugees and migrants. Regional situation analysis, practices, experiences, les-
sons learned and ways forward. Copenhagen: World Health Organization.

Jylha M, Guralnik JM, Ferrucci L, Jokela J, Heikkinen E (1998) Is self-rated health comparable across
cultures and genders. The journals of gerontology. Series B, Psychological sciences and social sci-
ences 53 (3): S144-52.

Fayers PM, Sprangers MAG (2002) Understanding self-rated health. The Lancet 359 (9302): 187—
188. https://doi.org/10.1016/S0140-6736(02)07466-4 PMID: 11812551

Galenkamp H, Braam AW, Huisman M, Deeg DJH (2020) Self-Rated Health: When and How to Use It
in Studies Among Older People. In: Jagger C, Crimmins EM, Saito Y, Carvalho Yokota RT de, van
Oyen H et al., editors. International Handbook of Health Expectancies. Cham: Springer International
Publishing. pp. 173-181.

Vingilis ER, Wade TJ, Seeley JS (2002) Predictors of Adolescent Self-rated Health. Can. J. Public
Health 93 (3): 193—-197. https://doi.org/10.1007/BF03404999 PMID: 12050986

Krause NM, Jay GM (1994) What Do Global Self-Rated Health Items Measure. Medical Care 32 (9):
930-942. Available: www.jstor.org/stable/3766597. https://doi.org/10.1097/00005650-199409000-
00004 PMID: 8090045

Jamil H, Nassar-McMillanb S, Lambert R, Wangd Y, Ager J et al. (2010) Pre- and post-displacement
stressors and time of migration as related to self-rated health among Iragi immigrants and refugees in
Southeast Michigan. Med. Confl. Surviv. 26 (3): 207—222. https://doi.org/10.1080/13623699.2010.
513655 PMID: 21291168

Dow HD (2011) An Overview of Stressors Faced by Immigrants and Refugees: A Guide for Mental
Health Practitioners. Home Health Care Manag. Pract. 23 (3): 210-217.

Ulimann E, Barthel A, Taché S, Bornstein A, Licinio J et al. (2015) Emotional and psychological trauma
in refugees arriving in Germany in 2015. Mol. Psychiatry 20 (12): 1483—1484. https://doi.org/10.1038/
mp.2015.164 PMID: 26527128

Kessler RC, Andrews G, Colpe LJ, Hiripi E, Mroczek DK et al. (2002) Short screening scales to monitor
population prevalences and trends in non-specific psychological distress. Psychol. Med. 32 (6): 959—
976. https://doi.org/10.1017/s0033291702006074 PMID: 12214795

Prince MJ, Reischies F, Beekman AT, Fuhrer R, Jonker C et al. (1999) Development of the EURO-D
scale—a European, Union initiative to compare symptoms of depression in 14 European centres. Br.
J. Psychiatry 174:330-338. https://doi.org/10.1192/bjp.174.4.330 PMID: 10533552

Snowden LR (2003) Bias in mental health assessment and intervention: theory and evidence. Am J
Public Health 93 (2): 239-243. https://doi.org/10.2105/ajph.93.2.239 PMID: 12554576

Roudijk B, Donders R, Stalmeier P (2017) Cultural values: can they explain self-reported health. Qual-
ity of life research: an international journal of quality of life aspects of treatment, care and rehabilitation
26 (6): 1531-1539. https://doi.org/10.1007/s11136-017-1512-x PMID: 28185039

Vuorisalmi M, Pietila |, Pohjolainen P, Jylha M (2008) Comparison of self-rated health in older people
of St. Petersburg, Russia, and Tampere, Finland: how sensitive is SRH to cross-cultural factors. Eur.
J. Ageing 5 (4): 327. https://doi.org/10.1007/s10433-008-0093-5 PMID: 28798583

Seo S, Chung S, Shumway M (2014) How good is "very good"? Translation effect in the racial/ethnic
variation in self-rated health status. Quality of life research: an international journal of quality of life
aspects of treatment, care and rehabilitation 23 (2): 593-600. https://doi.org/10.1007/s11136-013-
0522-6 PMID: 24026633

Hassan G, Kirmayer LJ, Mekki-Berrada A, Quosh C, el Chammay R et al. (2015) Culture, Context and
the Mental Health and Psychosocial Wellbeing of Syrians: A Review for Mental Health and Psychoso-
cial Support staff working with Syrians Affected by Armed Conflict. Geneva.

Jurges H (2007) True health vs response styles: exploring cross-country differences in self-reported
health. Health Econ. 16 (2): 163—178. https://doi.org/10.1002/hec.1134 PMID: 16941555

Bradby H, Humphris R, Newall D, Phillimore J (2015) Public health aspects of migrant health. Health
Evidence Network synthesis report 44, Copenhagen: WHO.

Satinsky E, Fuhr DC, Woodward A, Sondorp E, Roberts B (2019) Mental health care utilisation and
access among refugees and asylum seekers in Europe: A systematic review. Health policy (Amster-
dam, Netherlands) 123 (9): 851-863. https://doi.org/10.1016/j.healthpol.2019.02.007 PMID:
30850148

Fazel M, Wheeler J, Danesh J (2005) Prevalance of serious mental disorder in 7000 refugees resettled
in western countries: a systematic review. The Lancet (365): 1309-1314.

PLOS ONE | https://doi.org/10.1371/journal.pone.0250821  April 28, 2021 21/22



PLOS ONE

Health determinants of Syrian, Afghan, and Iraqi refugees in Germany and Austria

100.

101.

102.

103.

104.

Kirmayer LJ, Narasiah L, Munoz M, Rashid M, Ryder AG et al. (2011) Common mental health prob-
lems in immigrants and refugees: general approach in primary care. CMAJ: Canadian Medical Associ-
ation journal = journal de I'’Association medicale canadienne 183 (12): E959-67. https://doi.org/10.
1503/cmaj.090292 PMID: 20603342

Oda A, Tuck A, Agic B, Hynie M, Roche B et al. (2017) Health care needs and use of health care ser-
vices among newly arrived Syrian refugees: a cross-sectional study. CMAJ open 5 (2): E354—-E358.
https://doi.org/10.9778/cmajo.20160170 PMID: 28490426

Tuck A, Oda A, Hynie M, Bennett-AbuAyyash C, Roche B et al. (2019) Unmet Health Care Needs for
Syrian Refugees in Canada: A Follow-up Study. J Immigrant Health. https://doi.org/10.1007/s10903-
019-00856-y PMID: 30617545

Bauhoff S, Gopffarth D (2018) Asylum-seekers in Germany differ from regularly insured in their mor-
bidity, utilizations and costs of care. PloS one 13 (5): €0197881. https://doi.org/10.1371/journal.pone.
0197881 PMID: 29795638

Langlois EV, Haines A, Tomson G, Ghaffar A (2016) Refugees: towards better access to health-care
services. The Lancet 387 (10016): 319-321. https://doi.org/10.1016/S0140-6736(16)00101-X PMID:
26842434

PLOS ONE | https://doi.org/10.1371/journal.pone.0250821  April 28, 2021 22/22



