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Abstract
Purpose  European studies demonstrated that immigrant adolescents are at a higher risk for mental health problems than 
native adolescents, but little is known about the role of socioeconomic status (SES) and gender in this association. This study 
examined to what extent differences in the mental health problems of non-western immigrant and native Dutch adolescents 
were explained by adolescents’ family affluence and educational level and differed with the adolescents’ family affluence, 
educational level, and gender.
Methods  Adolescents in a Dutch nationally representative sample of 11–16-year old native Dutch (n = 5283) and non-western 
immigrants (n = 1054) reported on their family affluence, own educational level, conduct problems, emotional symptoms, 
peer relationship problems, and hyperactivity–inattention problems.
Results  Non-western immigrant adolescents were at a higher risk for conduct problems and peer relationship problems than 
native Dutch adolescents, but family affluence and educational level explained only a very small proportion of these differ-
ences. With two exceptions, differences in the mental health problems of non-western immigrants and natives were highly 
comparable for different family affluence levels, educational levels, and for boys and girls. Only for natives, a higher family 
SES was related to less conduct problems. Furthermore, only for non-western immigrants a high family SES related to more 
hyperactivity–inattention problems.
Conclusions  Our findings illustrate that the association between immigration background and adolescent mental health 
problems is largely independent of SES and gender. Future studies should include other factors to facilitate our understand-
ing of the association between immigration background and adolescent mental health problems.
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Introduction

In Europe, research addressing the association between 
immigration background and adolescent mental health prob-
lems generally supports a risk perspective, with immigrant 

adolescents being at a higher risk of mental health prob-
lems than their native peers [1–4]. Several studies highlight 
that socioeconomic status (SES) is important to consider 
in such research because immigrant adolescents relatively 
often grow up in low SES families [e.g., 5]. Intersectional-
ity theory [6] also highlights that the association between 
immigration background and adolescent mental health prob-
lems cannot be fully understood without acknowledging that 
adolescents belong to multiple, interconnected social groups 
(e.g., immigration background, SES, gender) and that these 
social group memberships jointly shape (mental) health out-
comes [7, 8]. However, studies explicitly testing the role 
of SES and gender in the association between immigration 
background and adolescent mental health problems are 
scarce. This is unfortunate, as an examination of the role of 
SES and gender may foster our understanding of the explan-
atory role of SES and help us identify those immigrant 
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adolescents who are most at risk for mental health problems. 
This may inform intervention and prevention efforts aimed 
at reducing mental health disparities between immigrant and 
native adolescents. Therefore, this study investigated to what 
extent the association between immigration background and 
adolescent self-reported mental health problems (a) can be 
explained by the adolescents’ family affluence and educa-
tional level and (b) differs with the adolescents’ family afflu-
ence, educational level, or gender.

The explanatory role of family SES and adolescent 
educational level

Family SES and educational level may explain the associa-
tion between immigration background and adolescent mental 
health problems. Research indicates that immigrant adoles-
cents are less likely to grow up in affluent families [2, 9], 
less likely to attend higher educational tracks compared to 
natives [10], and both family SES and adolescent educa-
tional level are inversely related to adolescent mental health 
problems [11–13].

In Europe, studies mainly controlled for SES or exam-
ined the explanatory role of SES simultaneously with other 
family background variables. Studies testing the unique 
mediational pathways of family SES and educational level 
are thus rare. Moreover, those studies that focused on the 
explanatory role of family SES reported inconsistent results 
for different types of adolescent self-reported mental health 
problems. Overall, in Europe, family SES was found to (fully 
or partially) explain the association between immigration 
background and internalizing problems and social problems, 
but for externalizing problems results were inconsistent [2, 
14]. For educational level even less empirical evidence is 
available. To our knowledge, only one study conducted in 
the Netherlands examined the explanatory role of adoles-
cent educational level and found that educational level could 
not explain differences in mental health problems between 
immigrants and natives [14]. Hence, the explanatory role of 
family SES and educational level in the association between 
immigration background and different types of adolescent 
mental health problems remains poorly understood.

The differential impact of family SES and adolescent 
educational level

Family SES and educational level may also have a differ-
ential impact on the mental health problems of native and 
immigrant adolescents. According to the double jeopardy 
hypothesis [15], the effects of having an immigration back-
ground and a low SES will strengthen each other’s impact. 
Immigrants encounter relatively many stressors (e.g., dis-
crimination), which may deplete their coping resources and 
make them more vulnerable to additional stressors that are 

prevalent in low SES environments than natives [16, 17]. 
Additionally, the combination of an immigration background 
and low SES might also result in a particularly unfavorable 
perceived social status [16]. If such perceptions of relative 
deprivation are seen as being unfair, they may lead to mental 
health problems [18]. Thus, due to the expected combined 
disadvantage of having an immigration background and a 
low SES, mental health gaps between native and immigrant 
adolescents may be greater for adolescents with a low than 
with a high SES.

In contrast, according to the diminishing returns hypoth-
esis [19], attaining a higher SES may confer less mental 
health benefits to immigrant than native adolescents. Immi-
grant adolescents with a higher SES may perceive more 
discrimination than immigrant adolescents with a lower 
SES [20, 21] and, at the same time, they may receive less 
social support from other ethnic group members who may 
not perceive them as ‘prototypical’ ethnic group members 
anymore [22, 23]. Both processes might diminish the protec-
tive effect of a high SES for immigrant adolescents. From 
this perspective it may be inferred that mental health gaps 
between native and immigrant adolescents may be greater 
for adolescents with a high than with a low SES.

Studies examining the intersection of immigration back-
ground and SES are extremely scarce. Previous studies are 
almost exclusively conducted in the United States on adult 
samples and focused on family SES. The scarcely avail-
able literature revealed inconsistent findings for different 
types of adolescent self-reported mental health problems. 
For internalizing problems (e.g., depression), some stud-
ies found support for the double jeopardy hypothesis [17, 
24], while others found support for the diminishing returns 
hypothesis [21, 25], or did not find a differential impact of 
SES for native and immigrant adolescents [26]. The latter 
was also found for adolescent hyperactivity–inattention 
problems, externalizing problems and social problems [24]. 
Consequently, little (family SES) to nothing (adolescent 
educational level) is known about whether the association 
between immigration background and mental health prob-
lems depends upon the adolescents’ SES.

The differential impact of gender

The association between immigration background and mental 
health problems may also differ for boys and girls. The inter-
sectional invisibility hypothesis [27] argues that adolescents 
with multiple disadvantaged social group memberships do 
not fit the prototypes of the social group they belong to. To 
illustrate, the prototype of an immigrant is an immigrant boy 
and the prototype of a girl is a native girl. This may render 
adolescents with multiple disadvantaged social group mem-
berships (i.e., immigrant girls), ‘invisible’ compared to their 
single disadvantaged peers (i.e., immigrant boys, native girls). 
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Due to this ‘intersectional invisibility’ immigrant girls may 
experience distinct advantages (e.g., avoid more active forms 
of discrimination) and distinct disadvantages (e.g., experience 
invisibility discrimination) compared to their single disadvan-
taged peers.

In Europe, studies testing the intersection of immigration 
background and gender are relatively scarce and revealed 
inconsistent findings across different types of adolescent self-
reported mental health problems. Some studies found that 
especially immigrant boys reported higher levels of internal-
izing problems [28, 29], and that immigrant girls—but not 
immigrant boys—reported higher levels of peer problems but 
lower levels of conduct problems than their native peers [30]. 
In contrast, other studies did not find gender differences in 
the association between immigration background and different 
types of adolescent self-reported mental health problems (e.g., 
internalizing problems, externalizing problems, peer relation-
ship problems, hyperactivity–inattention problems) [24, 31, 
32]. Hence, it remains unclear whether immigrant boys or girls 
are more vulnerable for, different types of, mental health prob-
lems than native adolescents.

This study

Given the increasingly negative socio-political climate towards 
immigrants in the Netherlands [33, 34], it is highly relevant 
to examine the association between immigration background 
and adolescent mental health problems in the Dutch context. 
Using a nationally representative sample of 11–16-year old, 
native Dutch and non-western immigrant adolescents, the 
present study examined to what extent differences in a broad 
spectrum of self-reported mental health problems between 
immigrants and natives (a) can be explained by the adoles-
cents’ family affluence and educational level and (b) varied 
with the adolescents’ family affluence, educational level, and 
gender. Since previous studies show that immigrant adoles-
cents relatively often grow up in less affluent families and are 
overrepresented in lower educational tracks, family affluence 
and adolescent educational level were expected to—at least 
partly—explain the higher risk for mental health problems in 
immigrant adolescents. Although the literature is inconclusive 
about the direction, intersectionality theory [6, 7] assumes that 
the association between immigration background and adoles-
cent mental health problems differs with the adolescents’ fam-
ily affluence, educational level and gender.

Methods

Participants

Data from the 2017 Dutch Health Behavior in School-
aged Children (HBSC) study were used. HBSC is a 

cross-sectional, school-based survey that is conducted every 
4 years in over 40 countries. Using a standardized research 
protocol, web-based, self-report questionnaires were admin-
istered to a nationally representative sample of adolescents 
in the classroom. Samples were drawn using cluster sam-
pling, with schools being the primary sampling units. In the 
present study, adolescents attending primary education and 
special education were excluded.

The response rate on the school level was 37%. Main 
reasons for non-response were participation in other sur-
veys (38%) or too frequent research participation requests 
(19%). Additional analyses indicated no selection bias con-
cerning immigration background or the number of students 
in the school. Only schools in urban areas were somewhat 
less likely to participate than schools in rural areas, which 
most likely stems from them getting more frequent research 
participation requests. Within randomly selected classes in 
these schools, the average response rate was 92% on the stu-
dent level. Non-response was mostly due to absence because 
of illness or truancy. More information about the data collec-
tion can be found elsewhere [35]. Adolescents who did not 
fill in any of the items on mental health problems (n = 32) 
or immigration background (n = 1) were excluded from the 
sample.

In line with previous Dutch research [24], we focused 
on immigrant adolescents with a non-western immigration 
background. Since mass immigration to the Netherlands 
started from the 1960s in the last century predominantly 
from so-called non-western countries [33], non-western 
immigrants constitute by far the largest group of immigrant 
adolescents (> 70%). Studies show that non-western immi-
grant adolescents are especially likely to have a low SES 
[36, 37], and that the socio-cultural distance between the 
origin and receiving country is usually larger for immigrants 
originating from non-western than from western countries 
[38]. Therefore, we did not combine data from adolescents 
with a western and non-western immigration background.

The resulting final sample consisted of 6337 11–16 year 
old native Dutch and non-western immigrant adolescents. 
In our sample, adolescents with a non-western immigra-
tion background (n = 1054) were mainly born in Morocco 
(n = 294, 28%), Turkey (n = 173, 16%), Suriname (n = 131, 
12%) and the Antilles (n = 60, 6%) and belonged to the sec-
ond generation (85.5%) (i.e., they were born in the Neth-
erlands, but at least one of their parents was born abroad).

Measures

Mental health problems

Adolescents filled in the Dutch translation of the prob-
lem scales of the Strengths and Difficulties Questionnaire 
(SDQ) [39], consisting of four subscales measuring mental 
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health problems (conduct problems, emotional symptoms, 
peer relationship problems, hyperactivity–inattention prob-
lems). Each subscale includes five ordinal items with answer 
categories: ‘Not true’ = 0, ‘Somewhat true’ = 1; ‘Certainly 
true’ = 2. The present study used a revised version of the 
problem scales: the SDQ-R [40]. Confirmatory factor analy-
ses showed that the SDQ-R, that excluded the five reverse 
worded items of the original self-report SDQ, showed a bet-
ter fit to the data than the original SDQ. The SDQ-R showed 
a good model fit (χ2 (84) = 1168.67, p < 0.001, CFI = 0.939, 
TLI = 0.923, RMSEA = 0.045), while the original SDQ did 
not demonstrate an acceptable model fit (χ2 (164) = 2775.37, 
p < 0.001, CFI = 0.861, TLI = 0.839, RMSEA = 0.050).

Acceptable internal consistencies (ordinal α above 0.70) 
[41] were found for the conduct problems (α = 0.74), emo-
tional symptoms (α = 0.81), and hyperactivity–inattention 
problems (α = 0.79) subscales of the SDQ-R. A somewhat 
lower internal consistency was found for the peer relation-
ship problems subscale (α = 0.63). Invariance tests indicated 
that the SDQ-R allowed for valid comparisons of mental 
health problems between natives and non-western immi-
grants, the three family affluence levels, the four educational 
levels, and boys and girls (see Online Resource 1). The 
Mplus syntax of all models testing the SDQ-R can be found 
on https​://osf.io/cmga8​/. In the final sample, the occurrence 
of missing values on the individual SDQ-R items ranged 
between 1 (0.02%) and 21 (0.3%).

Demographic variables

In line with previous international studies [e.g., 2], to meas-
ure immigration background, adolescents were asked to 
indicate the country of birth of both their parents. Follow-
ing previous Dutch studies [24] and the definition of Sta-
tistics Netherlands, adolescents were considered having a 
non-western immigration background if at least one of their 
parents was born in a non-western country [Africa, Latin 
America, Asia (excluding Indonesia or Japan) and Turkey]. 
Adolescents of whom both parents were born in the Neth-
erlands were considered having a native Dutch background. 
Age was assessed based upon the adolescents’ month and 
year of birth and the date of the survey administration. Ado-
lescents indicated their gender by responding to the ques-
tion: ‘Are you a boy or a girl?’ with answer categories ‘boy’ 
and ‘girl’. Adolescents also reported their educational level. 
In the Netherlands, secondary education consists of four dif-
ferent levels: low, medium, high prevocational education and 
pre-university education.

The Revised Family Affluence Scale (FAS) was used as 
a proxy for family SES. FAS is a valid indicator of family 
wealth and comprises six items on material assets in the 
family [42]. Examples of items are: ‘Does your family own a 
car, van, or truck?’ and ‘Do you have your own bedroom for 

yourself?’. Responses were summed into a total FAS score. 
In line with previous studies [35], adolescent were identified 
as having a low (lowest 20%), middle (middle 60%), or high 
(highest 20%) family affluence based upon the FAS distribu-
tion in the total sample. In the final sample, data on the FAS 
were missing for 106 (2%) of the native Dutch and for 21 
(2%) of the non-western immigrant adolescents.

Analytic strategy

We conducted structural equation modelling analyses in 
Mplus version 8.2 [43] using the weighted least squares 
mean and variance-adjusted (WLSMV) estimator. Fol-
lowing recent recommendations on the SDQ [44], latent 
variable modeling was used to measure adolescent mental 
health problems. Analyses were corrected for cluster effects 
of adolescents in the same school (the primary sampling 
unit) and controlled for gender and age. To assure national 
representativeness, data were weighted for educational level, 
school grade, gender, and urbanicity. Given the large sample 
size, a stringent significance level was applied (p  < 0.01). 
To examine the size of the associations between immigra-
tion background and adolescent mental health problems, 
standardized regression coefficients were interpreted using 
Cohen’s d [negligible (d < 0.20), small (d = 0.20–0.50), 
medium (d = 0.50–0.80), large (d > 0.80)] [45].

Based on the literature, five different models were speci-
fied to test our hypotheses. First, the direct associations 
between immigration background and the four latent fac-
tors representing mental health problems were examined in 
the total sample (a graphical representation of Model 1 is 
displayed in Online Resource 2). Second, a mediation model 
was ran to examine if family affluence and adolescent edu-
cational level can explain differences in the mental health 
problems of native Dutch and non-western immigrant ado-
lescents (Model 2). Since children growing up in higher SES 
families tend to have higher educational attainments [46, 
47], a sequential two-mediator model with family affluence 
and adolescent educational level as ordinal mediators was 
examined (Fig. 1). With the WLSMV estimator a probit link 
function1 was used to model the coefficients for the regres-
sion paths with the ordinal mediators as outcome variables. 
To facilitate interpretation, probit regression probabilities 
were calculated (see Online Resource 3). All other regres-
sion paths can be interpreted as linear regression coefficients 
[43]. To compute the indirect effect of immigration back-
ground on adolescent mental health problems via family 
affluence and/or educational level, percentile bootstrapped 

1  Probit links are used to model categorical outcome variables, and 
transform the probabilities related to the outcome variables to stand-
ard normal z-scores [64].

https://osf.io/cmga8/
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confidence intervals (using 5000 replications) were obtained. 
Partially standardized effects were used to interpret the size 
of indirect effects [48].

Finally, three multigroup models (see Online Resource 
2 for a graphical representation of the model tested in each 
subgroup) were tested to examine family affluence (Model 
3), educational level (Model 4), and gender (Model 5) dif-
ferences in the association between immigration background 
and adolescent mental health problems. The Wald test was 
used to test whether the associations between immigration 
background and adolescent mental health problems differed 
significantly between the three family affluence levels, four 
educational levels, and boys and girls. The Mplus syntax of 
all the five models can be found on https​://osf.io/cmga8​/.

Results

Differences between the native Dutch 
and non‑western immigrant adolescents

Table 1 shows the family affluence, educational level, and 
gender distributions for the native Dutch and non-western 
immigrant adolescents. There were no significant differ-
ences in the age (F (3.61, 303.15) = 0.45, p = 0.75), gender 
(F (1,84) = 5.97, p  = 0.02), and educational level (F (2.05, 
171.75) = 1.48, p  = 0.23) of both groups. Significant family 
affluence differences were found (F (1.62,135.93) = 48.87, 
p < 0.001), with non-western immigrant adolescents report-
ing a lower family affluence than native Dutch adolescents.

Since measurement invariance was established (see 
Online Resource 1), latent means could be validly compared 
between the native Dutch and non-western immigrant ado-
lescents. Table 2 shows that non-western immigrant adoles-
cents reported more conduct problems and peer relationship 
problems, less hyperactivity–inattention problems and equal 
levels of emotional symptoms compared to native Dutch 
adolescents.

The explanatory role of family affluence 
and adolescent educational level

The sequential two-mediator model (Fig.  1) showed an 
acceptable fit to the data (χ2 (143) = 1391.61, p < 0.001, 
CFI = 0.929, TLI = 0.907, RMSEA = 0.037) and explained 
a significant percentage of the variance in conduct problems 
(R2 = 0.12, p  < 0.001), emotional symptoms (R2 = 0.17, p  
< 0.001), peer relationship problems (R2 = 0.11, p  < 0.001), 
and hyperactivity–inattention problems (R2 = 0.05, p  
< 0.001).

Significant indirect effects were found for immigration 
background on emotional symptoms (B = 0.04, β = 0.06, 
99% CI [0.02, 0.07]), peer relationship problems (B  = 0.05, 
β = 0.08, 99% CI [0.02, 0.08]), and hyperactivity–inattention 
problems (B  = − 0.05, β = − 0.04, 99% CI [− 0.09, − 0.01]) 
through family affluence. No indirect effect was found for 
immigration background on conduct problems (B  = − 0.00, 
β = − 0.00, 99% CI [− 0.04, 0.03]) via family affluence. 
Being a non-western immigrant (compared to native Dutch) 
resulted in an increase in emotional symptoms, an increase 

Fig. 1   Sequential two-mediator model showing the association 
between immigration background and adolescent mental health 
problems mediated by family affluence and educational level. Con-
tinuous lines indicate significant (p  < 0.01) and dotted lines indicate 
non-significant (p  > 0.01) regression coefficients. Non-bold numbers 
represent unstandardized and bold numbers represent standardized 

regression coefficients (using STD standardization, except for the 
probit regressions using STDY standardization). The rectangles rep-
resent observed variables and the ovals represent latent variables. To 
increase readability, latent factor indicators, (co)variances, and resid-
ual error terms were not modelled

https://osf.io/cmga8/
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in peer relationship problems, but a decrease in hyperactiv-
ity–inattention problems through changes in family afflu-
ence. Non-western immigrant adolescents were less likely to 
report a high family affluence than native Dutch adolescents 
(Online Resource 3). Adolescents in more affluent families 
reported somewhat lower levels of emotional symptoms and 
peer relationship problems but somewhat higher levels of 
hyperactivity–inattention problems (Fig. 1).

No significant indirect effects were found for immigra-
tion background on conduct problems (B = 0.03, β = 0.02, 
99% CI [− 0.08, 0.14]), emotional symptoms (B = 0.00, 
β = 0.00, 99% CI [− 0.01, 0.01]), peer relationship prob-
lems (B = 0.01, β = 0.02, 99% CI [−  0.04, 0.06]), and 
hyperactivity–inattention problems (B = 0.02, β = 0.02, 
99% CI [− 0.07, 0.10]) through adolescent educational 
level. Results did however indicate a significant indirect 
effect of immigration background on conduct problems 
(B = 0.04, β = 0.04, 99% CI [0.02, 0.07]), peer relation-
ship problems (B = 0.02, β = 0.03, 99% CI [0.01, 0.03]), 
and hyperactivity–inattention problems (B = 0.03, β = 0.03, 
99% CI [0.02, 0.05]) via family affluence and adolescent 
educational level. No indirect effect was found for immi-
gration background on emotional symptoms (B = 0.00, 

β = 0.00, 99% CI [− 0.01, 0.01]) via family affluence and 
adolescent educational level. Being an non-western immi-
grant (compared to native Dutch) resulted in an increase 
in conduct problems, peer relationship problems, and 
hyperactivity–inattention problems through changes in 
the adolescents’ family affluence and educational level. 
Compared to native Dutch adolescents, non-western immi-
grant adolescents were less likely to report high levels of 
family affluence. Native Dutch and non-western immigrant 
adolescents in highly affluent families were more likely to 
attend higher educational levels (Online Resource 3). Ado-
lescents attending higher educational levels reported lower 
levels of conduct problems, peer relationship problems, 
and hyperactivity–inattention problems (Fig. 1).

All indirect effects were fairly small in size. Further-
more, comparing the model without family affluence and 
educational level (Table  2) with the mediation model 
including family affluence and educational level (Fig. 1), 
non-western immigrants still reported more conduct 
problems and peer relationship problems, less hyperac-
tivity–inattention problems and equally high levels of 
emotional symptoms as their native Dutch peers.

Table 1   Demographic statistics 
of the native Dutch and non-
western immigrant adolescents

n represent the unweighted number of participants; % represent the percentages weighted for educational 
level, school grade, gender, and urbanicity

Native Dutch
(n = 5283)

Non-western 
immigrant
(n = 1054)

Age, M (SD) 13.92 (1.40) 14.00 (1.37)
Gender, n (weighted %)
 Boys 2594 (52.0) 473 (47.1)
 Girls 2689 (48.0) 581 (52.9)

Educational level, n (weighted %)
 Low prevocational education 846 (17.0) 222 (23.0)
 Medium prevocational education 1541 (27.4) 358 (33.6)
 High prevocational education 1384 (26.8) 209 (19.0)
 Pre-university education 1512 (28.7) 265 (24.5)

Family affluence, n (weighted %)
 Low 853 (16.4) 359 (35.6)
 Middle 3106 (59.8) 542 (52.2)
 High 1218 (23.8) 132 (12.2)

Table 2   Immigration background and adolescent self-reported mental health problems

Reference category = native Dutch adolescents
*p < 0.001

Conduct problems Emotional symptoms Peer relationship  
problems

Hyperactivity–inattention 
problems

B SE β B SE β B SE β B SE β

Immigration background 0.28* 0.04 0.36 − 0.03 0.02 − 0.04 0.21* 0.03 0.39 − 0.22* 0.04 − 0.29
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The differential impact of family affluence 
and adolescent educational level

The association between immigration background and 
conduct problems (Wald χ2 (2) = 11.14, p = 0.004) and 
hyperactivity–inattention problems (Wald χ2 (2) = 12.31, 
p = 0.002) differed across family affluence levels. In con-
trast, the associations between immigration background and 
emotional symptoms (Wald χ2 (2) = 2.37, p = 0.31) and peer 
relationship problems (Wald χ2 (2) = 3.06, p = 0.22) were 
equal across family affluence levels. In families with rela-
tively low levels of affluence, non-western immigrant ado-
lescents reported equal levels of conduct problems (B = 0.10, 
β = 0.13, p = 0.11, 99% CI [− 0.06, 0.26]) as native Dutch 
adolescents, whereas in families with middle (B = 0.37, 
β = 0.45, p < 0.001, 99% CI [0.21, 0.52]) and high (B = 0.36, 
β = 0.44, p < 0.001, 99% CI [0.10, 0.61]) levels of affluence, 
non-western immigrant adolescents reported higher levels 
of conduct problems than native Dutch adolescents. Family 
affluence did not impact the level of conduct problems of 
non-western immigrant adolescents, while middle or high 
levels of family affluence decreased the conduct problems 
for native Dutch adolescents compared to a low family afflu-
ence (Fig. 2).

In addition, in families with low (B = − 0.29, β = − 0.40, 
p < 0.001, 99% CI [− 0.46, − 0.13]) and middle (B = − 0.22, 
β = − 0.30, p < 0.001, 99% CI [− 0.35, − 0.09]) levels of 
affluence non-western immigrant adolescents reported 
lower levels of hyperactivity–inattention problems than 
native Dutch adolescents, whereas in highly affluent families 
(B = 0.05, β = 0.07, p = 0.53, 99% CI [− 0.15, 0.25]) equal 
levels of hyperactivity–inattention problems were reported 

by both groups. Figure 3 shows that family affluence was not 
related to the hyperactivity–inattention problems in native 
Dutch adolescents, while for non-western immigrant adoles-
cents, high levels of family affluence increased their hyper-
activity–inattention problems compared to low and middle 
levels of family affluence.

No educational level differences were found in the associa-
tion between immigration background and adolescent mental 
health problems. The association between immigration back-
ground and conduct problems (Wald χ2 (3) = 4.52, p = 0.21), 
emotional symptoms (Wald χ2 (3) = 0.44, p = 0.93), peer rela-
tionship problems (Wald χ2 (3) = 7.47, p = 0.06), and hyper-
activity–inattention problems (Wald χ2 (3) = 7.07, p = 0.07) 
was similar across all four educational levels.

The differential impact of gender

The association between immigration background and ado-
lescent mental health problems did also not vary with the 
gender of the adolescent. Associations between immigra-
tion background and conduct problems (Wald χ2 (1) = 2.48, 
p = 0.12), emotional symptoms (Wald χ2 (1) = 1.70, 
p = 0.19), peer relationship problems (Wald χ2 (1) = 4.20, 
p = 0.04), and hyperactivity–inattention problems (Wald χ2 
(1) = 4.30, p = 0.04) were equal for boys and girls.

Discussion

It has been theorized—but rarely explicitly examined—that 
SES and gender play an important role in the association 
between immigration background and adolescent mental 
health problems. Interestingly, the result of this study illus-
trate that the association between immigration background 

Fig. 2   Differences in conduct problems between native Dutch and 
non-western immigrant adolescent in low, middle and high affluent 
families

Fig. 3   Differences in hyperactivity–inattention problems between 
native Dutch and non-western immigrant adolescent in low, middle 
and high affluent families
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and adolescent mental health problems is largely independ-
ent of SES and gender. First, although non-western immi-
grant adolescents were less likely to grow up in highly afflu-
ent families, this explained only a very small proportion of 
their higher risk for conduct problems and peer relation-
ship problems compared to the native Dutch adolescents. 
Second, these differences in mental health problems were 
quite robust across family affluence levels, educational levels 
and boys and girls. Only two interactions were revealed: for 
native Dutch adolescents higher levels of family affluence 
were associated with less conduct problems, while there was 
no association between family affluence and conduct prob-
lems for non-western immigrants. No association between 
family affluence and hyperactivity–inattention problems was 
revealed for native Dutch adolescents, while for non-western 
immigrants a high level of family affluence was associated 
with more hyperactivity–inattention problems.

Studies testing the unique mediational pathways of fam-
ily SES and educational level in the association between 
immigration background and adolescent mental health 
problems are rare. Using advanced statistical methods, we 
were able to model the association between family affluence 
and adolescent educational level [e.g., 46] and to test the 
explanatory role of family affluence and adolescent educa-
tional level alone and together. Our finding that immigration 
background had an indirect effect on adolescent internalizing 
problems (i.e., emotional symptoms) and social problems 
(i.e., peer relationship problems), but not on externalizing 
problems (i.e., conduct problems) via family affluence is 
largely in line with previous studies [2, 14]. However, the 
size of these indirect effects was very small, which may be 
due to the weak association between family affluence and 
adolescent mental health problems. In a high income country 
like the Netherlands, low levels of family affluence may still 
reflect relatively high material living standards. Therefore, 
adolescents may have few material desires [49], which may 
diminish the impact of family affluence on adolescent mental 
health problems. Alternatively, the Dutch universal health 
care system that provides health care allowances for low 
income families may explain the weak associations found 
between family affluence and adolescent mental health 
problems.

In line with former results [14], adolescent educational 
level did not explain differences in mental health problems 
between non-western immigrant and native Dutch adoles-
cents either. This is not surprising as there were no edu-
cational level differences between non-western immigrant 
and native Dutch adolescents. Although, via family afflu-
ence, adolescent educational level had some explanatory 
power, again the size of these indirect effects was fairly 
small. Thus, in the Netherlands, other factors than SES may 
explain the higher risk for conduct problems and peer rela-
tionship problems of non-western immigrant adolescents. 

Given increasingly negative attitudes towards immigrants in 
Europe [50], and evidence of an increasingly negative socio-
political climate towards immigrants in the Netherlands [33, 
34], perceptions of discrimination may be a relevant factor.

Although intersectionality theory [6] clearly emphasizes 
the need to study the intersections of adolescents’ social 
group memberships (e.g., immigration background, SES, 
gender), studies examining the role of SES and gender in 
the link between immigration background and adolescent 
mental health problems are scarce, especially in Europe 
[51]. Contributing to the scarce and inconsistent literature 
[e.g., 17, 21, 24, 25], our results indicated that differences in 
mental health problems between non-western immigrant and 
native Dutch adolescents were largely comparable for dif-
ferent family affluence and educational levels. This was also 
the case for gender differences, which is in line with previ-
ous Dutch studies [24, 31]. Two (out of a possible twelve) 
interactions between immigration background and family 
affluence were found, however.

Supporting the diminishing returns hypothesis, only for 
native Dutch adolescents higher levels of family affluence 
were associated with less conduct problems. Immigrants 
with a higher SES may be more aware of discrimination 
[52] and such perceptions of discrimination may diminish 
the protective effect of a high family SES for immigrant 
adolescents [21]. However, this effect was only found for 
conduct problems and not robust over the whole spectrum 
of adolescent mental health problems.

For hyperactivity–inattention problems findings at first 
seemed counterintuitive. Non-western immigrants reported 
lower levels of hyperactivity–inattention problems than their 
native peers and high levels of family affluence increased 
the hyperactivity–inattention problems of non-western 
immigrant adolescents only. Studies show that higher SES 
immigrants have more contacts with natives than lower 
SES immigrants [52, 53] and that Dutch adolescents report 
relatively high levels of hyperactivity–inattention problems 
compared to their European agemates [40]. Due to influence 
processes [54], immigrant adolescents in higher SES fami-
lies—who are assumed to have more contacts with native 
peers—may become more similar in their behavior and/or 
attitudes towards hyperactive and inattentive behavior to 
native peers and report higher levels of hyperactivity–inat-
tention problems.

Using a nationally representative sample of Dutch adoles-
cents, two indicators of SES (family affluence and adolescent 
educational level), a broad spectrum of adolescent mental 
health problems, and a rigorous methodological design, this 
study showed that the role of SES and gender in the asso-
ciation between immigration background and adolescent 
mental health problems is at best small. Still, some limi-
tations and alternative explanations of our findings should 
be considered. First, the cross-sectional nature of our data 
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does not allow for causal inferences about the explanatory 
role of SES. Our findings suggest that higher SES environ-
ments may protect against mental health problems. However, 
the opposite may also be true; mental health problems may 
negatively impact adolescents’ educational careers [47]. Sec-
ond, although by establishing measurement invariance we 
made sure that the native Dutch and non-western immigrant 
adolescents did not systematically differ in their responses 
on the mental health problems measures, we cannot rule out 
that cultural differences in socialization practices may have 
contributed to differences in the mental health problems of 
the non-western immigrant and native Dutch adolescents 
[55].

Third, the HBSC study is designed to gather a nation-
ally representative sample of Dutch adolescents. This is 
a clear advantage as our findings are generalizable to the 
overall population of Dutch adolescents. However, our sam-
ple design did not allow for analyses stratified by specific 
immigrant group characteristics (i.e., country of origin, gen-
erational status, reasons for immigration). It remains to be 
seen whether this has sizeable consequences for our results, 
as previous Dutch studies that distinguished between immi-
grants with specific ethnic backgrounds found highly similar 
mental health differences in the different immigrant groups 
[56–58]. Also, in Europe, evidence for an immigration 
paradox (suggesting that later generations immigrants are 
doing worse than earlier generations) is much less convinc-
ing than in the United States [2, 59–62]. Notwithstanding 
these former findings, future studies testing the generaliz-
ability of our results in a broad scale of specific immigrant 
groups from different countries of origin (including western 
countries), different generational statuses, and with different 
reasons for immigration (e.g., labor, refugees) are highly 
relevant. Fourth, our questionnaire was only available in the 
Dutch language. For a small group of immigrant adoles-
cents, especially those from the first generation who recently 
immigrated to the Netherlands, a language barrier may have 
impacted their self-reports. Finally, in this study we only 
used one measure of family SES; family affluence. Studies 
show that the association between family SES and adoles-
cent mental health problems may vary with the operationali-
zation of family SES [11]. However, given that especially for 
younger adolescents it is difficult to report on their parents’ 
occupation and educational level or family income, adoles-
cents’ reports of family affluence provide a particularly reli-
able measure of family SES [63].

Conclusion

With non-western immigrant adolescents only reporting 
higher levels of conduct problems and peer relationship 
problems, our study does not unequivocally support the risk 

perspective of immigration [1–3]. The risk perspective of 
immigration may thus vary with the type of mental health 
problems. Family affluence and adolescent educational 
level could not explain the higher risk of conduct problems 
and peer relationship problems of non-western immigrant 
adolescents compared to native Dutch adolescents. Even 
more, these differences in mental health problems were 
quite robust across different family affluence levels, adoles-
cent educational levels, and between boys and girls. Thus, 
although it is theorized that SES and gender play an impor-
tant role in the association between immigration background 
and adolescent mental health problems, our findings indicate 
that in the Netherlands the role of SES and gender is limited.

Taken together, our results imply that not only immigrant 
adolescents from low SES backgrounds, but immigrants 
(both boys and girls) from a wide range of SES backgrounds 
may need prevention and intervention programs targeting 
their mental health, specifically concerning conduct prob-
lems and peer relationship problems. Future studies should 
test whether other factors—such as perceptions of discrimi-
nation—may account for differences in the mental health of 
immigrant and native adolescents. Moreover, internationally 
comparative research examining the intersection of immigra-
tion background with SES and gender is needed to examine 
the generalizability of our findings outside the Netherlands 
and to map mental health inequalities between immigrant 
and native adolescents with more precision.
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