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Abstract

Health has been increasingly recognized as an important dimension of migrant inte-
gration among both scholars and policymakers. However, despite a growing body
of literature on the subject, there is still a paucity of research on certain determi-
nants of migrants’ access to healthcare, particularly diffuse forms of discrimination.
This article contributes to filling this gap in the literature by addressing the ques-
tion whether anti-immigrant public opinion leads to unmet healthcare needs among
migrants. Specifically, we argue that discriminatory opinion climates, which we con-
ceptualize as hostile public sentiment toward migrants, can cause migrants to forego
medical examination or treatment when needed, resulting in unmet healthcare needs.
We further posit that this relationship is moderated by migrants’ bridging social cap-
ital, such that the detrimental effect of discriminatory climates on health outcomes is
weaker for migrants who have native-born friends. Using logistic regression to ana-
lyze data on approximately 6,000 migrants in 17 European countries provided by the
second European Union Minorities and Discrimination Survey (EU-MIDIS II) in
2015/2016, we find support for both hypotheses. Theoretical and practical implica-
tions are discussed, including potential strategies to mitigate discriminatory climates
and build bridging social capital among migrants as well as targeted health interven-
tions for high-risk groups.
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Introduction

The question of how to successfully integrate their sizable migrant communities
has concerned European governments for quite some time. In 2010, the European
Ministerial Conference on Integration adopted the Zaragoza Declaration, estab-
lishing a set of common indicators for monitoring and comparing migrant inte-
gration outcomes in the European Union (EU) member states (OECD & Euro-
pean Union, 2015). Originally, the Zaragoza Declaration proposed a relatively
small number of indicators which fell into four different categories: employment,
education, social inclusion, and active citizenship. Over the following years, the
Zaragoza indicators were amended and revised several times. Importantly, health
was added as a distinct category consisting of multiple integration indicators such
as self-perceived health status and prevalence of depressive symptoms. Given the
role of the Zaragoza Declaration as a reflection of the EU’s priorities regarding
migrant integration (OECD & European Union, 2015), these changes are indica-
tive of the growing acknowledgement of health as an important facet of migrant
integration among European policymakers.

This growing recognition of health as a key dimension of migrant integration
in European policy circles is mirrored in academic research, which has increas-
ingly focused on the health inequalities faced by migrant populations and their
underlying causes. This literature suggests that migrants—particularly those who
were born outside of Europe—exhibit relatively poor health outcomes in several
European countries (e.g., Lebano et al., 2020; Malmusi, 2014). These health ine-
qualities between native-born and foreign-born individuals are in large part due to
administrative and legal obstacles, language and cultural barriers, and an overall
lack of health system literacy among migrants (Lebano et al., 2020). In addition,
previous research has indicated that discrimination is a significant factor in this
context, often embedded in systems and structures (Selvarajah et al., 2022). Fur-
thermore, personal experiences of discrimination have been shown to negatively
impact migrants’ ability to access healthcare services as well as their physical and
mental well-being (Interiano-Shiverdecker et al., 2021).

A review of the literature on the relationship between discrimination and
migrant health reveals that discrimination is typically defined and operational-
ized as a compilation of personal experiences of discrimination or assumed to
be firmly embedded in institutional structures. However, this approach does not
fully account for the fact that discrimination does not necessarily manifest itself
in the form of concrete, individual incidents, nor is it a purely policy-related, sys-
temic condition. Rather, discrimination may also manifest in the form of a dis-
criminatory climate that reflects negative societal attitudes toward migrants and
migration (Neureiter, 2025; Neureiter & Schulte, 2024; Piatkowska et al., 2020).
Although some accounts indicate a link between discriminatory climates and the
health outcomes of migrants, no systematic research has yet been conducted to
substantiate this hypothesis; therefore, it is unclear whether and to what extent
hostile opinion climates in host countries affect migrants’ healthcare access
(Bozorgmehr et al., 2023).
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The aim of this study is to address this gap by examining whether discriminatory
climates are associated with migrants’ unmet needs for medical attention. To do so,
we draw on the concept of opinion climates, suggesting that the prevailing opinions
within societies affect the attitudes and behavior of the individuals nested within
them. Specifically, we combine this concept with the vast literature on migrant
health and argue that a climate of discrimination leads to unmet healthcare needs
among migrants.! We further posit that this relationship is moderated by migrants’
bridging social capital, namely their friendships with the majority population. Based
on previous research which has shown that bridging social capital functions as an
important resource for migrants as they navigate life in the host country (Aguilera
& Massey, 2003), we expect that the detrimental effect of discriminatory climates
on migrants’ access to health services is weaker for those with native-born friends
(Rousseau & Frounfelker, 2019; Szaflarski & Bauldry, 2019). Analyzing survey data
on approximately 6000 migrants residing in 17 European countries collected by the
second European Union Minorities and Discrimination Survey (EU-MIDIS 1II) in
2015/16, we find support for both of our hypotheses.

By developing and testing a theoretical framework which specifies the relation-
ships between discriminatory climates, migrants’ unmet healthcare needs, and their
bridging social capital, our study makes contributions to several scholarly litera-
tures. First, our research contributes to the vast body of literature on migrant integra-
tion, since health as an indicator of successful integration is well established (Ager
& Strang, 2008). However, there is a paucity of studies that have considered the
role of discriminatory climates in migrant health. To the best of our knowledge, our
study is the first to document the detrimental impact of such hostile opinion climates
on the healthcare access of migrants. In addition, we identify factors that can con-
tribute to successful integration by considering the mitigating role of social support
in this relationship. Second, our research adds to the existing scholarship on dis-
crimination by demonstrating the detrimental effects of broader, less tangible forms
of discrimination. Our findings demonstrate that not only do personal experiences of
discrimination have negative consequences, but also that more diffuse opinion cli-
mates can contribute to a sense of being unwelcome among migrants, which in turn
can impede their ability to obtain adequate healthcare services.

Third, the results of our study contribute further to the growing body of research
investigating health disparities between migrants and the native-born population. In
addition to examining the prevalence of unmet needs for medical attention, we iden-
tify a novel determinant, namely discriminatory climates, as a potential driver of the
observed disparities. Furthermore, we do not limit our investigation to a single host
country or subpopulation. Instead, we examine the cross-national consistency of the
relationship, thus ensuring the wide applicability of our results. Finally, our theory

! In this study, we define migrants as “individuals living outside their birth country with the intention of
staying for a sustained time period” (Neureiter, 2022, p. 1043). In other words, we use the term migrant
synonymously with foreign-born individual/person. That being said, the general logic of our argument
should apply to other vulnerable groups as well, such as second- and third-generation migrants as well as
ethnic and sexual minorities.
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and findings are of interest to scholars working on bridging social capital, as they
offer insights into the potential of social capital to influence the relationship between
public opinion and access to healthcare.

Aside from these scholarly contributions, our study also has several practical
implications. First, we highlight the prevalence of unmet needs for medical attention
among migrant populations in Europe. This issue requires urgent attention, and has
been insufficiently addressed to date. Second, by identifying discriminatory climates
as a contributing factor to unmet healthcare needs, we simultaneously present an
avenue for targeted interventions aimed at improving migrants’ access to healthcare.
Finally, we demonstrate that bridging social capital can shield migrants from the
negative repercussions of discriminatory climates, indicating that investing in the
social capital of migrants can be a viable strategy for supporting their effective use
of healthcare services.

The remainder of this study is structured as follows. First, we review the existing
literature on the determinants of migrant health, with a particular focus on the role
of discrimination. This review gives further credence to our argument that discrimi-
natory climates have not received sufficient scholarly attention as a potential cause
of migrants’ unmet healthcare needs. Second, we integrate research on opinion cli-
mates, migrant health, and bridging social capital to develop a theoretical frame-
work on the effects of discriminatory climates on migrants’ unmet healthcare needs.
From this framework, two testable hypotheses are derived. We then elaborate on the
measures of the EU-MIDIS II used for our analyses as well as the results of these
analyses. Finally, a concluding section summarizes the main findings of our study,
discusses their implications for scholarship and practice as well as their limitations,
and indicates possible directions for future research on the subject.

Literature Review

Successful migrant integration and participation include and depend on health and
thus adequate access to health services. The health of migrant populations is subject
to a complex system of demographic, individual, social, socioeconomic, cultural,
and environmental conditions, which we will elaborate on more detail in the fol-
lowing sections (Davies et al., 2009; Marmot & Wilkinson, 2005). Within these life
domains, different mechanisms can be mapped as to how discrimination influences
health and the healthcare access of migrants. These include structural and systemic
barriers as well as discriminatory experiences on an individual level.

Structural and Systemic Barriers

Extensive evidence suggests that discrimination in the form of structural and sys-
temic barriers makes it difficult, if not impossible, for migrants to access healthcare
services. A fundamental requirement, which is frequently not met, is the availability
of adequate healthcare facilities in reasonable proximity and an acceptable number
of qualified medical staff (Hacker et al., 2015; Lebano et al., 2020; Selvarajah et al.,
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2022). Availability also includes the provision of translation services, lack of which
has been identified in numerous studies as a major cause of failure in migrants’
attempts to obtain healthcare services (Asif & Kienzler, 2022; Chiarenza et al.,
2019; Heywood & Lopez-Vélez, 2019). However, the mere availability of services
does not automatically imply that these services are accessible. Migrants commonly
face problems such as financial obstacles, including the cost of transportation, con-
sultation, and treatment, as well as legal, organizational, and administrative barriers
(Chiarenza et al., 2019; Gil-Gonzélez et al., 2015; Graetz et al., 2017; Pithara et al.,
2012; Selvarajah et al., 2022).

Once medical attention is accessible, migrant populations are often confronted
with anti-foreign biases within medical facilities. The providers’ failure to take cul-
tural differences into account reduces quality of treatment and therapy outcomes,
resulting in a detrimental effect on migrants’ health (Pattillo et al., 2023). In all these
areas, migrants frequently struggle to navigate the healthcare system due to language
barriers and a lack of health and health system literacy, often in the context of non-
inclusive healthcare policies (Asif & Kienzler, 2022; Chiarenza et al., 2019; Davies
et al., 2009; Graetz et al., 2017; Heywood & Lopez-Vélez, 2019; Pithara et al., 2012;
Rechel et al., 2013; Suess et al., 2014). Scholars have emphasized the inherently
discriminatory nature of these systems and structures and point to their profound
impact on the health of migrants (Selvarajah et al., 2022). While these structural bar-
riers significantly impede access to healthcare, individual experiences of discrimina-
tion present additional challenges for migrants, as the next section elaborates.

Individual Discrimination and Its Impacts

A related set of research findings concerns the direct impacts of experiences of dis-
crimination on the health of migrant populations. Studies in this line of research
have described the toll that discrimination takes on the physical and mental health
of migrants and other minority groups. Discriminatory experiences can trigger a
stress response that negatively impacts migrants both physically and mentally (Inte-
riano-Shiverdecker et al., 2021; Krieger, 1999; Lebano et al., 2020; Oyarte et al.,
2023; Selvarajah et al., 2022). In some cases, the maladaptive response to this state
of stress is in turn health-damaging behavior such as smoking, alcohol, or drug
use, further negatively impacting migrants’ health status (Gilbert & Zemore, 2016;
Jelsma & Varner, 2020; Leventhal et al., 2018).

Given the large body of research demonstrating the extent of adversity, it stands
to reason that migrants may be strongly discouraged from seeking health services
in the face of discrimination, further contributing to their unmet healthcare needs.
And indeed, studies have found that discriminatory experiences within the health
system can discourage migrants from complying with therapeutic regimes and lead
to a subsequent avoidance of health services (Benjamins & Whitman, 2014; Riven-
bark & Ichou, 2020; Samari et al., 2018). However, there are contradictory findings
regarding non-utilization of healthcare systems due to experiences of discrimination
outside the healthcare sector. A 2018 study from the U.K. found no evidence that
discriminatory experiences hinder the use of healthcare services, but rather that they
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contribute to healthcare-seeking behaviors (Gazard et al., 2018). Similarly, a study
conducted in Chile in 2023 found no association between experiencing discrimina-
tion and healthcare access when comparing migrants with the native-born popu-
lation (Oyarte et al., 2023). These contradictions may be explained by differences
in study populations, healthcare systems, and cultural attitudes toward healthcare
access and discrimination. Furthermore, the varying research designs employed in
these studies, including differing definitions of discrimination and healthcare access,
likely contribute to these divergent results. Such variations highlight the need for
more systematic, cross-contextual research to better understand these complex
dynamics. Beyond individual-level discrimination, the broader societal context plays
a pivotal role in shaping migrants’ healthcare experiences, as discussed in the fol-
lowing section on discriminatory climates.

Toward Understanding Discriminatory Climates

As discussed in the previous sections, prior research suggests that both structural
discrimination and individual discriminatory experiences contribute to the barriers
migrants face in accessing healthcare. The existing literature on health disparities
among migrants often focuses on two distinct conceptualizations of discrimination.
First, discrimination is commonly defined as perceived discrimination, which is
measured by assessing the frequency of migrants’ personal encounters with discrim-
inatory behavior over a given period (Diehl & Liebau, 2017; Pattillo et al., 2023).
Second, discrimination is framed as a systemic issue, characterized by the inherent
biases within the health system that result in differential treatment of migrants and
non-migrants (Selvarajah et al., 2022). While both approaches are valuable in high-
lighting different aspects of discrimination, they do not fully capture all of its possi-
ble forms. To address this gap, discrimination in the form of discriminatory climates
that create an environment of exclusion and inequity needs to be taken into account,
and the impact of such climates on migrant health should be examined. The follow-
ing section will provide a more detailed discussion of how discriminatory climates
differ from other forms of discrimination, and how they affect migrants’ access to
healthcare services.

Theoretical Framework

Public opinion can exert a considerable influence upon individual attitudes and
behaviors, as well as upon political decisions, policy formulation, and implementa-
tion (Page & Shapiro, 1983). The topic of migration has been playing a pivotal role
in European public discourse, with migrant integration emerging as a particularly
pressing concern for citizens of the EU in recent years (Dennison & DraZanova,
2018). The formation and expression of public sentiment toward migration and
migrants create an opinion climate that can have a significant impact on the attitudes
and behaviors of migrant populations. For instance, research has demonstrated that
a welcoming climate toward migrants can exert a positive influence on their political
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participation (Just & Anderson, 2014). Conversely, hostile public sentiments can
also influence migrants’ attitudes and behaviors. For example, discriminatory cli-
mates may result in migrants exhibiting a reduced sense of identification with their
host country (Neureiter, 2025).

In a similar vein, we posit that discriminatory climates impact migrants’ atti-
tudes and consequently their behavior. Figure 1 illustrates our theoretical model in
which societal factors—such as discriminatory climates—interact with individual
factors—such as social capital—to shape migrants’ attitudes and, ultimately, their
behavior. In other words, our model highlights the role of discriminatory climates as
a driver of migrants’ health attitudes, behaviors, and outcomes, with bridging social
capital moderating this relationship. More specifically, when migrants live in socie-
ties that make them feel unwelcome, they may anticipate that healthcare systems
will be inaccessible or biased against them, even in the absence of personal experi-
ences of discrimination (Derose et al., 2007; Nkulu Kalengayi et al., 2024; Pattillo
et al., 2023; Pérez-Urdiales et al., 2019). This argument is consistent with research
indicating that discrimination and discriminatory climates can trigger feelings of
anger, frustration, fear, and distrust among migrants, which may generalize to soci-
etal institutions, including healthcare systems (Callaghan et al., 2019; Held et al.,
2020; Tyrberg, 2024). Such transfers are particularly common when faced with
discriminatory climates, as they are “faceless” in the sense that they lack a clearly
identifiable, singular perpetrator or source (Neureiter & Schulte, 2024). Importantly,
such generalized distrust does not negate the documented presence of discrimination
within healthcare systems but rather reflects an interplay between migrants’ experi-
ences, perceptions of societal hostility, and the structural inequalities embedded in
healthcare. These dynamics may discourage healthcare-seeking behaviors, leading
to delayed care or unmet medical needs.

We therefore hypothesize that migrants will project the frustration and distrust
stemming from discriminatory climates onto the host society’s healthcare system,
which results in delayed or discontinued healthcare-seeking behavior and, ulti-
mately, an increased prevalence of unmet medical needs. While discriminatory cli-
mates and personal discrimination experiences are likely related, we posit that the
two are conceptually distinct and that the former exerts effects on migrants’ attitudes
and behaviors that are independent of the latter. Discriminatory climates describe
environments where migrants are subject to unfavorable or hostile perceptions by

Discriminatory Climates Attitudinal Changes Behavioral Consequences

Social capital

Fig. 1 Theoretical model
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large parts of the general public (Neureiter, 2025). As such, discriminatory climates
are different from personal discrimination in that the former are accumulations of
negative public sentiments toward migrants that do not necessarily manifest them-
selves as concrete instances of discrimination but nevertheless result in a feeling of
being unwelcome.”

Furthermore, we examine the protective abilities of bridging social capital.
Bridging social capital can be defined as social networks that are “outward looking
and encompass people across diverse social cleavages” (Putnam, 2000, p. 22). In the
context of migrant integration, we conceptualize bridging social capital specifically
as social relationships between migrants and the native-born population. Research
indicates that such social capital can have a profoundly positive impact on the qual-
ity of life of migrants (Adedeji, 2021). Bridging social capital can serve as a valu-
able tool for navigating the intricacies of various systems within the host country,
including the labor market (Aguilera & Massey, 2003). Moreover, research has dem-
onstrated that experiencing a sense of community can lessen the adverse effects of
perceived discrimination on mental distress (Garcia-Cid et al., 2020; Lecerof et al.,
2015).

Consequently, we argue that bridging social capital can be expected to mitigate
the effects of discriminatory climates on migrants’ unmet healthcare needs. This
effect is due to social capital counteracting the emergence of feelings of anger,
frustration, and distrust among migrants when they are made to feel unwelcome as
well as the transfer of such feelings onto certain institutions such as the healthcare
system. Having native-born friends helps migrants feel more at ease in and emo-
tionally connected to their host country, which in turn provides a buffer against the
emergence of negative emotions when dealing with potential discrimination and vic-
timization (Webb & Alvarez, 2018). In addition, we expect such social resources to
encourage migrants to seek medical examination and treatment when needed, even
when faced with discriminatory climates. Friendships with members of the majority
population can provide migrants with emotional support, increase their confidence
in navigating societal institutions, and offer practical assistance, such as guidance on
accessing healthcare services (Herrero-Arias & Diaz, 2021). For example, native-
born friends might help migrants interpret complex healthcare systems or advocate
on their behalf, counteracting the effects of societal hostility. Building on these argu-
ments, we derive two hypotheses that reflect the expected relationships between dis-
criminatory climates, bridging social capital, and migrants’ unmet healthcare needs.

e HI1: Migrants who are exposed to strong discriminatory climates are more likely
to experience unmet healthcare needs than those who are not.

e H2: The relationship between discriminatory climates and migrants’ unmet
healthcare needs is moderated by their bridging social capital. Specifically, the
effect of such climates on unmet healthcare needs is weaker for migrants with
higher levels of bridging social capital.

2 For similar arguments on how opinion climates exert independent effects on migrants’ attitudes and
behaviors, see Glas, (2022); Just and Anderson, (2014); and Neureiter, (2025).
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Data and Variable Description
Data Source

To test our hypotheses, we rely on data provided by the second European Union
Minorities and Discrimination Survey (EU-MIDIS II), which was conducted in
2015/2016 by the European Union Agency for Fundamental Rights (FRA) in col-
laboration with Ipsos MORI. The EU-MIDIS II survey gathered data from 25,515
respondents representing various ethnic minority and migrant backgrounds across
all EU Member States (28 at the time). Specifically, the target groups of the EU-
MIDIS 1II survey are immigrants and their descendants from Asia (including South
Asia), Turkey, North Africa, and Sub-Saharan Africa, as well as Roma and ethnic
Russians. This implies that certain groups of migrants and ethnic minorities, includ-
ing those from North and Latin America as well as intra-European migrants, are not
included in the survey.® The EU-MIDIS II sample is a representative of the selected
populations that were interviewed. All respondents were 16 years or older and
had lived in a private household for at least a year prior to the interview. The pri-
mary method of data collection was computer-assisted personal interviews (CAPI),
that is, face-to-face interviews administered by interviewers using a computerized
questionnaire.

It should be noted that the survey coverage varies by country, meaning that not
all migrant and ethnic minority groups were sampled in all 28 EU member states,
and not all questions were asked in all countries. In light of our theoretical argument
and the context of our study, we restrict our sample to first-generation migrants (i.e.,
foreign-born individuals) who indicated that they had required a medical examina-
tion or treatment at least once during the past year. This leaves us with a sample of
6,078 first-generation migrants residing in 17 European countries: Austria, Belgium,
Cyprus, Denmark, Finland, France, Germany, Greece, Ireland, Italy, Luxembourg,
Malta, the Netherlands, Portugal, Spain, Sweden, and the U.K. Out of the 28 coun-
tries included in the EU-MIDIS II survey, we selected these 17 solely based on data
availability. In other words, we included all countries with a sufficiently large num-
ber of first-generation migrants for whom data was available on both the dependent
and the main independent variables. Our 17 sample countries cover a considerable
number of migrant respondents from diverse backgrounds residing across Central,
Northern, Southern, and Western Europe, which ensures the wide applicability of
our findings.

3 While the exclusion of these migrant groups from the survey poses obvious limitations to the gen-
eralizability of our findings, we do not view this as a major concern, for two reasons. First, based on
recent figures on the origins of migrants in Europe, our sample represents approximately 50% of all first-
generation migrants currently residing in our sample countries (Neureiter, 2025). Second, extra-European
migrants are often the primary focus of integration research (and debates), particularly in the area of
health (e.g., Nkulu Kalengayi et al., 2024).
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Dependent Variable

Unmet healthcare needs, the focus and dependent variable of this study, are meas-
ured using a binary variable derived from survey responses on medical access. Spe-
cifically, respondents were asked whether they had a medical examination or treat-
ment each time they really needed it during the past year.* This binary variable is
coded 1 for respondents who indicated that they did not have an examination or
treatment each time they needed one, and O for those who did.

Independent and Moderating Variables

Our primary independent variable, discriminatory climates, is operationalized as
migrants’ perceptions of the host country’s public sentiment toward immigration
and migrants.’ To measure this variable, we take the average of three indicators.
Specifically, the EU-MIDIS II includes three survey items asking respondents about
the prevalence of discrimination on the basis of skin color, ethnic origin or migrant
background, and religious beliefs.® These items are coded on a 5-point scale rang-
ing from O (“non-existent”) to 4 (“very widespread”). Consequently, the combined
variable also ranges from O to 4, with higher values indicating a more discrimina-
tory climate. In accordance with our theoretical framework, this variable does not
capture concrete experiences of personal discrimination but rather perceptions of
migrants being unwelcome in the host country. The moderator, migrants’ bridging
social capital, is measured via a binary indicator coded 1 if respondents indicate that
they have friends from the majority population, and 0 otherwise.” This variable con-
stitutes a sensible proxy for bridging social capital, as previous research has dem-
onstrated the central role of native-born friends within migrants’ personal networks
and social support systems (Diehl et al., 2021; Riidel & Steinmann, 2024).

4 Survey item DHEO6: “Did you have a medical examination or treatment each time you really needed it
during the past 12 months?” 0=no; 1 =yes.

5 This operationalization reflects the subjective perception of discriminatory climates reported by
migrants in the survey data, rather than an objective measure of public opinion derived from external
sources such as polls or media analysis. While this operationalization allows us to capture how discrimi-
natory climates are experienced and internalized by migrants, it is important to note that these percep-
tions may not fully align with objectively measurable societal attitudes and opinion climates. By focus-
ing on these perceptions, we aim to explore the psychological and behavioral implications of a societal
atmosphere that is perceived as discriminatory by those directly affected.

6 Survey item RA03_01: “Prevalence of discrimination on the basis of skin color in [country].” Survey
item RA03_02: “Prevalence of discrimination on the basis of ethnic origin or immigrant background in
[country].” Survey item RAO03_03: “Prevalence of discrimination on the basis of religion or religious
beliefs in [country].” O=non-existent; 1 =very rare; 2 ="fairly rare; 3 =fairly widespread; 4 =very wide-
spread.

7 Survey item PB10_2: “Do you have friends who do not have a minority background?” 0=no; 1 =yes.
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Control Variables

We also include several relevant control variables in our models. To identify this set
of controls, we rely on the literature review provided above which described several
factors that can influence the availability of healthcare to migrants as well as their
ability and inclination to access it. First, we account for respondents’ demographic
characteristics, particularly their age, gender, and level of education. Age is opera-
tionalized as the number of years since birth, gender is a binary variable coded 1
for males and O otherwise, and level of education is measured via a 4-point ordinal
scale ranging from 1 (“never completed primary education”) to 4 (“tertiary educa-
tion completed”). Second, we control for respondents’ economic standing, which
may impact their ability to access adequate healthcare. Specifically, we include a
binary indicator that is coded 1 if a respondent is currently unemployed, as well as
an ordinal income variable ranging from 1 (“monthly income less than €25”) to 22
(“monthly income greater than €4000”). Third, we control for factors that can affect
the availability of healthcare to migrants, particularly their language skills, legal sta-
tus, and living situation (urban/rural). To measure the former, we take the average of
three survey items capturing respondents’ proficiency in the host country’s national
language in regards to speaking, reading, and writing. These items are coded on a
6-point scale ranging from 1 (“no skills”) to 6 (“mother tongue”). The legal status
of the respondents is a binary variable coded 1 if a respondent has the citizenship
of the host country or a residence permit valid for at least 5 years, and O otherwise.
Respondents’ living situation is measured via a 3-point ordinal variable coded 1 for
thinly populated areas, 2 for intermediate density areas, and 3 for densely populated
areas.

Fourth, personally experiencing discrimination may keep migrants from seeking
out medical examination or treatment in a way that is similar to the effects of dis-
criminatory climates. To account for this possibility, we include a binary control
variable in our models that is coded 1 if a respondent has personally experienced
discrimination based on their skin color, ethnic origin, or religion in the past 12
months. This control is particularly important for our research purposes, as its inclu-
sion allows us to distinguish the impacts of discriminatory climates from those of
personal experiences of discrimination. Finally, in order to account for potential cul-
tural differences in accessing medical examination or treatment (Snowden & Yam-
ada, 2005), we include a series of dummy variables capturing respondents’ country/
region of origin. Specifically, we include dummies for the following four countries
and regions: Asia, Turkey, North Africa, and Sub-Saharan Africa.

Results

Table 1 shows the descriptive statistics for the sample respondents. Nearly 6% of
respondents indicated that they did not receive a medical examination or treatment
each time they really needed it during the past year. Given that the EU-MIDIS II
sample is representative of the selected populations that were interviewed, this result
indicates that a substantial number of migrants in Europe have unmet healthcare
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Table 1 Descriptive statistics Variable N Mean Std.dev Min Max VIF

Unmet med. needs 6078 0.057  0.233 0 1 n/a
Discrim. climate 6030 2.180 1.012 0 4 1.16
Native-born friends 6025 0.747  0.435 0 1 1.12

Age 6078 42491 14397 16 85 1.26
Male gender 6078 0.513  0.500 0 1.04
Education 6070 2.494  0.860 1 4 1.28
Unemployed 6078 0.222 0416 0 1 1.11
Income 6078 14.864 4.467 1 22 1.39
Language skills 6076 3.711 1.202 1 6 1.32
Legal status 6078 0.643  0.479 0 1 1.40
Urban 6078 2.732  0.537 1 3 1.12
Discrim. experience 6078 0.292  0.455 0 1 1.16
Asia 6078 0.123  0.328 0 1 n/a

Turkey 6078 0.219 0413 0 1 2.46
North Africa 6078 0.235 0.424 0 1 2.37
Sub-Saharan Africa 6078 0.423  0.494 0 1 2.68

needs. The mean for the discriminatory climate variable is almost the exact mid-
point of the scale, indicating that the average sample respondent views discrimina-
tion on the basis of race, ethnicity/migrant background, and religion as relatively
uncommon. The majority of respondents (approximately three-quarters) indicated
that they have friends from the majority population, which suggests that our sample
exhibits relatively high levels of bridging social capital.

As for the control variables, the sample is almost evenly split by gender, with
51.3% of respondents identifying as male. Approximately 22% of respondents indi-
cate being unemployed, almost two-thirds of them have the citizenship of the host
country or a long-term residence permit (at least 5 years), and nearly 30% of them
indicate that they personally experienced discrimination at least once during the past
year. The average sample respondent is 42.5 years old and fairly well educated, has a
monthly income of €1,301-1,500 (or equivalent), claims to have good host country
language skills, and lives in a densely populated area. The most prevalent region of
origin among our sample respondents is Sub-Saharan Africa (42.3%), followed by
North Africa (23.5%) and Turkey (21.9%), with Asia (12.3%) ranking last.

The table also illustrates that the variance inflation factor (VIF) for all of the
independent variables is considerably below the threshold of five, which suggests
the absence of substantial multicollinearity between our predictors. To obtain the
VIFs, we regressed the dependent variable on all predictors using standard OLS fol-
lowed by the “estat vif” postestimation routine in Stata SE v17.0 (Baum, 2006). We
further investigated the issue of multicollinearity by estimating pairwise correlation
coefficients for all of our independent variables. The results indicate that multicol-
linearity is likely not an issue in the context of our analysis, as all pairs of variables
exhibit correlation coefficients below 10.50l. Importantly, the discriminatory climate
and discriminatory experience variables are only moderately correlated (r=0.308),
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which indicates that while the two phenomena are related, they are analytically
distinct.

Given that the dependent variable is binary, we employ logistic regression with
robust standard errors clustered by country. To test Hl, we estimate a baseline
model which includes the main independent variable, origin dummies, and coun-
try fixed effects (i.e., dummy variables for each of the 17 sample countries), and
an extended model which includes all the variables of the baseline model plus the
rest of the control variables. The baseline and extended models used to test H2 are
identical to the previous models, with the exception that they additionally include an
interaction term between the discriminatory climate and social capital variables. The
results for our four models are illustrated in Table 2. In accordance with our theo-
retical expectations, the coefficient for the discriminatory climate variable is positive
and significant, meaning that migrants who perceive their host country as discrimi-
natory are less likely to obtain a medical examination or treatment when they need
it. The coefficient retains its significance when the control variables are included,
which indicates that discriminatory climates exert detrimental effects on migrants’
healthcare needs even when other important factors—such as their personal discrim-
ination experiences—are accounted for. Therefore, H1 is supported by the evidence.

Given the difficulty in interpreting the coefficients in logistic models, we estimate
predictive margins based on the full model in order to enhance the interpretability of
the results. Holding all other variables constant at their mean, only 2.9% of migrants

Table 2 Logistic regression—migrants’ unmet healthcare needs

Hypothesis 1 Hypothesis 2

Baseline model Full model Baseline model Full model
Discrim. climate 0.397*%%(0.092) 0.313***(0.089) 0.609%**(0.088) 0.541#%*%(0.091)
Climate X friends —0.335%#%(0.101) —0.339%***(0.095)
Native-born friends —0.456%(0.269) 0.370(0.323) 0.420(0.282)
Age —0.006(0.007) —0.006(0.007)
Male gender 0.413%%(0.171) 0.406%*(0.171)
Education —0.016(0.077) —0.009(0.078)
Unemployed 0.276(0.185) 0.271(0.186)
Income —0.058**%(0.020) —0.059%#%(0.020)
Language skills 0.085(0.078) 0.092(0.081)
Legal status —0.450%*%(0.158) —0.452%%%(0.164)
Urban —0.168(0.118) —0.161(0.117)
Discrim. experience 0.601***(0.162) 0.603***(0.162)
Turkey —0.781(0.534) —0.539(0.499) —0.795(0.529) —0.545(0.483)
North Africa —0.536%(0.296) —0.511(0.340) —0.461(0.285) —0.513(0.330)
Sub-Saharan Africa  —0.274(0.388) —0.436(0.441) —0.250(0.393) —0.442(0.425)
Constant —3.663*%%(0.200) —1.695%*(0.655)  —3.898%**(0.226) —2.352***(0.636)
Country dummies Y Y Y Y
Observations 6030 5969 5977 5969

Robust SEs clustered by country shown in parentheses; *p < 0.10, **p < 0.05, ***p < 0.01.
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who view discrimination in the host country as non-existent (x=0) report having
unmet healthcare needs; this figure increases to 5.1% of migrants who perceive dis-
crimination to be fairly rare (x=2) and 8.8% for those who view it as very wide-
spread (x=4). Regarding the control variables, male migrants are less likely to seek
out medical examination or treatment when they need it, which may be indicative of
masculinity norms influencing medical decisions. Furthermore, personal discrimi-
nation experiences also increase unmet healthcare needs among migrant communi-
ties. Conversely, having native-born friends, a high income, and a secure legal status
increase migrants’ propensity of seeking out medical care when needed.

Now turning to our second hypothesis, the coefficient for the interaction term
between the discriminatory climate and social capital variables is negative and sig-
nificant, meaning that the effect of discriminatory climates on unmet healthcare
needs is weaker for migrants with friends from the majority population. Therefore,
H2 is supported by the evidence. We again estimate predictive margins based on the
full model to make the results more accessible; these are shown in Fig. 2. The figure
illustrates that when discrimination is perceived as non-existent or very rare, there
are no significant differences in the extent of unmet healthcare needs of migrants
with and without friends from the majority population. When host societies are
perceived as more discriminatory, however, unmet healthcare needs become more
prevalent among migrants without friends from the majority population than among
those with such friends. Holding all other variables constant at their mean, when
discrimination in the host society is viewed as very widespread (x=4), 14.9% of
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migrants without friends from the majority population report having unmet health-
care needs, while this figure is only 6.8% for those with such friends.

One caveat of our empirical analyses is that given the sample size and distribution
of the dependent variable, conventional logistic regression may yield biased results
(Allison, 2012; King & Zeng, 2001). Therefore, as a robustness check, we repli-
cate our models using penalized maximum likelihood regression, as proposed by
Firth (1993; see also Heinze & Schemper, 2002; Rainey, 2016). The results of these
models are shown in Table 3. The table illustrates that the results for the logistic

Table 3 Penalized maximum likelihood estimation—migrants’ unmet healthcare needs

Hypothesis 1 Hypothesis 2
Baseline model Full model Baseline model Full model
Discrim. climate 0.395%#:* 0.309%:#* 0.6027%#* 0.533#%*
(0.064) (0.069) 0.111) (0.115)
Climate X friends —0.330%* —0.333%%*
(0.132) (0.135)
Native-born friends —0.453%%* 0.356 0.406
(0.130) (0.369) (0.377)
Age —0.006 —0.006
(0.005) (0.005)
Male gender 0.408%** 0.401#%*
(0.124) (0.124)
Education -0.015 —0.009
(0.076) (0.076)
Unemployed 0.275%* 0.270%*
(0.136) (0.136)
Income —0.058%*** —0.059%**
(0.015) (0.014)
Language skills 0.084 0.091
(0.064) (0.064)
Legal status —0.447%** —0.448%#%*
(0.144) (0.144)
Urban —-0.169 -0.162
(0.120) (0.120)
Discrim. experience 0.596%*%* 0.597%%*%*
(0.125) (0.125)
Turkey —0.775%%* —-0.532 —0.786%* -0.537
0.317) (0.330) (0.320) (0.330)
North Africa —0.535% —0.507%* —0.460%* —0.509*
(0.273) (0.283) (0.276) (0.283)
Sub-Saharan Africa -0.273 —-0.431 —0.248 —0.437
(0.266) (0.276) (0.268) (0.276)
Constant —3.627#%* —1.650%** —3.848##* —2.29] sk
(0.283) (0.598) (0.382) (0.658)
Country dummies Y Y Y Y
Observations 6030 5969 5977 5969

Standard errors shown in parentheses; *p < 0.10,**p < 0.05, ***p < 0.01.

@ Springer



228 M. Neureiter, G. Waldmann

regression and penalized maximum likelihood models are very similar. One differ-
ence is that in the latter, unemployment significantly increases unmet healthcare
needs among migrants, which lends further support to the importance of economic
factors as predictors of unmet healthcare needs. Another difference is that the coef-
ficient for the North African origin dummy is consistently negative and significant
in the penalized maximum likelihood models. This result suggests differences in the
unmet healthcare needs of migrants from different regions, even when economic and
other factors are accounted for. Given that the Asian origin dummy is the omitted
category, the negative coefficient of the North African origin dummy indicates that
migrants from North Africa have less unmet healthcare needs than migrants from
Asia. This may reflect differences in norms relating to pain/disease management and
health generally (Snowden & Yamada, 2005). It is noteworthy that the direction and
significance of the coefficient for the discriminatory climate variable are consist-
ent across the logistic regression and penalized maximum likelihood models, which
enhances our confidence in the validity of our results.

Discussion

This study represents the first empirical analysis of the relationship between discrim-
inatory climates and migrants’ unmet healthcare needs. Using a sample of approxi-
mately 6,000 migrants residing in 17 European countries in 2015/2016, we find that
more discriminatory climates are associated with a greater number of migrants fail-
ing to obtain medical examination or treatment when needed. Importantly, this find-
ing is robust to the inclusion of personal experiences of discrimination as a control
variable. This suggests that discriminatory climates are analytically distinct from
and exert effects beyond those of other forms of discrimination. Our findings fur-
ther show that the impact of discriminatory climates on migrants’ unmet healthcare
needs is significantly weaker for migrants with native-born friends. This indicates
that bridging social capital can effectively shield migrants from the adverse health
effects of such climates. Finally, our empirical models demonstrate that male gender,
low income, insecure legal status, and personal discrimination experiences are also
associated with unmet healthcare needs among migrants.

These results and the theoretical framework they are based on have several schol-
arly implications. First, they are relevant to scholars interested in the topic of migrant
integration. Despite the growing recognition among policymakers of the importance
of health in the context of migrant integration, this aspect has not yet received the
same level of attention among scholars, who continue to prioritize the economic,
political, and sociocultural dimensions of integration. Our study not only draws
attention to health as a key facet of integration but also demonstrates that health
shares many of the same determinants as other integration outcomes, including dis-
crimination, gender, and bridging social capital. Second, our study contributes to the
burgeoning literature on the consequences of discrimination by illustrating that hos-
tile opinion climates can exert effects on migrants’ attitudes and behavior (specifi-
cally their unmet healthcare needs) above and beyond those of concrete discrimina-
tion experiences. Third, our study has implications for research on migrants’ health
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and health inequalities between foreign-born and native-born individuals, as it sheds
light on several determinants of health outcomes among migrants in Europe. Finally,
our findings contribute to the extensive body of literature on social capital. Specifi-
cally, our results demonstrate the capacity of bridging social capital, particularly in
the form of friendships with native-born individuals, to mitigate the adverse effects
of discriminatory climates.

In addition, our study has a number of practical implications. First, our findings
indicate that approximately 6% of Asian, Turkish, and African migrants in Europe
report having unmet healthcare needs. This suggests a problem of considerable
magnitude that requires increased attention from policymakers, civil society, and
other relevant actors. Our results further indicate that unmet healthcare needs are
particularly prevalent among male and low-income migrants as well as those with
insecure legal status and experiences of discrimination. Consequently, these groups
of migrants should be the primary targets for policy interventions and other meas-
ures aimed at improving healthcare access. Such interventions and measures could
include health literacy programs for schools in low-income neighborhoods as well
as targeted health advertisements. Second, our results and theoretical model sug-
gest that building bridging social capital among migrants is an effective strategy for
mitigating the adverse effects of discriminatory climates on migrant health. This can
be done, for example, by preventing and reversing residential segregation (Liu et al.,
2018) as well as creating opportunities for regular, sustained interactions between
foreign-born and native-born individuals (Johnston, 2019).

Finally, we identified discriminatory climates as an important and distinct driver
of unmet healthcare needs among migrants. To prevent hostile and unwelcoming
opinion climates, it is essential to implement strategies targeting the structural and
social factors that perpetuate these climates (Neureiter, 2025). Research suggests
that elected officials can play a pivotal role by adopting more conciliatory rhetoric,
as inflammatory discourse often exacerbates polarization and discrimination (Huddy
& Yair, 2021). Media organizations also have a responsibility to uphold journalistic
standards, ensuring that political reporting avoids sensationalism that could inten-
sify societal divisions (Zoizner et al., 2021). Similarly, social media companies
should enhance content moderation to combat the spread of misinformation and
conspiracy theories that fuel discriminatory attitudes. Moreover, increasing descrip-
tive representation in politics could help challenge exclusionary narratives and foster
more inclusive opinion climates by providing migrants with greater visibility and
advocacy in public discourse (Adams et al., 2023). These measures, taken together,
represent critical steps in mitigating the discriminatory climates that adversely affect
migrants’ healthcare access and broader integration outcomes.

Our study is not without its limitations, one of them being that we were una-
ble to measure and test the proposed causal mechanism, that is, increased fear of
and distrust in the host society and its institutions, including its medical institu-
tions. In other words, we empirically demonstrated that discriminatory climates and
migrants’ healthcare access are related, but not why. Therefore, a fruitful avenue
for future research would be to devise an empirical strategy for analyzing our pro-
posed causal mechanism connecting discriminatory climates and migrant health. A
second limitation of our study is that the nature of our data does not allow us to

@ Springer



230 M. Neureiter, G. Waldmann

conclusively establish causality. Thus, future research could employ an alternative
research design, such as panel data analysis, instrumental variable models, or exper-
imental designs, with the objective of replicating the results obtained in our study.

Third, our measurement of discriminatory climates is based on migrants’ percep-
tions of these climates, rather than objective indicators of public opinion, such as
polls, media content analysis, or other independent assessments of societal attitudes.
While our approach provides valuable insights into how discriminatory climates are
experienced and internalized by migrants, it does not capture the broader, external
societal forces shaping these perceptions. Future research could address this limita-
tion by incorporating longitudinal designs that combine subjective perceptions with
objective measures of public opinion. Such an approach would allow for a more
comprehensive understanding of how discriminatory climates evolve over time and
interact with individual perceptions to influence migrants’ attitudes and behaviors. A
fourth limitation of our study is its focus on a single aspect of discrimination, with-
out addressing other dimensions such as gender, ability, or race, as well as the poten-
tial interplay of these factors through intersectionality. This highlights an opportu-
nity for future research to explore how migrant status intersects with other forms of
discrimination.

Other promising avenues for future research include the effects of discrimina-
tory climates on health outcomes beyond unmet healthcare needs as well as other
potential moderators in the relationship between discriminatory climates and unmet
healthcare needs. Future research should also further examine the role of social cap-
ital in shaping migrants’ health outcomes. For example, it seems fruitful to examine
the role of bonding social capital in facilitating migrants’ healthcare access, particu-
larly in the presence of discriminatory climates. Similarly, future studies are well
advised to consider potential interactions between different types of social capi-
tal and to examine more closely the composition of migrants’ social networks, for
example in terms of their socioeconomic characteristics (Webb & Alvarez, 2018).
Given our findings regarding the significance of bridging social capital for migrants’
access to healthcare services, gaining a deeper understanding of the ways in which
different types of social capital operate in various contexts and over time can facili-
tate the development of more informed policy interventions.

A final avenue for future research elaborated on here stems from the contradic-
tory results of previous studies. Gazard et al. (2018) observed in a U.K. sample that
discrimination experiences were associated with increased health service use for
mental health issues, which they attributed to heightened need rather than avoid-
ance. Similarly, Oyarte et al. (2023) reported no significant relationship between
discrimination and healthcare access in Chile when comparing migrants to the
native-born population. A key distinction between these two studies and ours lies
in the formers’ focus on individual-level discrimination, in contrast to the latter’s
emphasis on societal-level discriminatory climates. The diffuse and pervasive nature
of discriminatory climates may shape migrants’ perception of institutional hostility,
leading to distrust in healthcare systems even without direct personal experiences
of discrimination. Furthermore, contextual factors such as differences in healthcare
systems, migration policies, and cultural attitudes toward discrimination likely influ-
ence these divergent outcomes. Future research could explore how societal-level
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discriminatory climates interact with individual experiences of discrimination and
specific contextual factors to shape healthcare access and healthcare-seeking behav-
iors among migrants.
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