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Abstract
In the context of health monitoring at the Robert Koch Institute, the baseline study of the German Health Interview and
Examination Survey for Children and Adolescents (KiGGS) surveyed a sample of children and adolescents with a migration
background according to their share within the general population through extensive measures. Owing to less
comprehensive efforts, this was not accomplished in the follow-up KiGGS Wave 1 study. For KiGGS Wave 2, the objective
therefore was, through targeted measures, to increase the willingness of children and adolescents with a migration
background to participate in the survey. This article describes the approaches to include children and adolescents with
a migration background, the operationalisation of migration-specific variables and the effectiveness of field visits prior
to the actual survey as a tool to increase the willingness of these groups to participate in the survey. Furthermore, data
on participation and the sample of children and adolescents with a migration background in the cross-sectional KiGGS
Wave 2 study is presented.
Overall, 2,994 children with a migration background aged 0 to 17 years took part in KiGGS Wave 2. In the weighted
sample this corresponds to 11.8% (n=1,436) with a one-sided and 17.0% (n=1,558) with a two-sided migration background.
In sum, the share of children and adolescents surveyed with a migration background (28.8%) is almost that of their
share in Microcensus 2013 (31.2%). Compared to children and adolescents without a migration background, barely any
differences exist in age and gender distribution, while differences are seen regarding social status; children with a twosided migration background are significantly more often found in the low social status group. In the sample, the most
often represented countries of origin were the countries of Central and South Europe, of the former Soviet Union and
Turkey. Regarding the length of time parents had lived in Germany, around 40.1% of migrant families have been living
in the country for over 20 years, whereas nearly one in five families has been in Germany for less than five years. A total
of 12.2% of children and adolescents with a migration background migrated themselves.
By implementing a comprehensive set of measures, the degree after weighting to which children and adolescents with
a migration background were included in KiGGS Wave 2 is nearly commensurate to their share in the overall population.
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1. Introduction

KiGGS Wave 2
Second follow-up to the German Health
Interview and Examination Survey for Children
and Adolescents
Data owner: Robert Koch Institute
Aim: Providing reliable information on health
status, health-related behaviour, living conditions, protective and risk factors, and health
care among children, adolescents and young
adults living in Germany, with the possibility
of trend and longitudinal analyses
Study design: Combined cross-sectional and
cohort study
Cross-sectional study in KiGGS Wave 2
Age range: 0 -17 years
Population: Children and adolescents with
permanent residence in Germany
Sampling: Samples from official residency
registries - randomly selected children and
adolescents from the 167 cities and municipalities covered by the KiGGS baseline study
Sample size: 15,023 participants
KiGGS cohort study in KiGGS Wave 2
Age range: 10 -31 years
Sampling: Re-invitation of everyone who took
part in the KiGGS baseline study and who
was willing to participate in a follow-up
Sample size: 10,853 participants
KiGGS survey waves
▶	
KiGGS baseline study (2003-2006),
examination and interview survey
▶	
KiGGS Wave 1 (2009-2012),
interview survey
▶	
KiGGS Wave 2 (2014-2017),
examination and interview survey
More information is available at
www.kiggs-studie.de/english
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In 2016, around 18.6 million people in Germany had a migration background which implies that they themselves or at
least one of their parents have migrated to Germany [1]. This
is 22.5% of the population. In the under 18 age group, one
in three people has a migration background. People in Germany with a migration background are on average significantly younger than the population without a migration
background. The share is therefore highest in the age group
of children under five (38.1%) [1]. Migration visibly marks
the living conditions and health even for second or third
generation immigrant children in Germany. Based on the
results of the baseline study of the German Health Interview and Examination Survey for Children and Adolescents
(KiGGS), children and adolescents with a migration background show differences regarding physical and psychosocial health, health behaviour and health system utilisation
compared to their peers without a migration background
[2]. The health opportunities and disease risks vary depending on country of origin and length of stay, but also depend
on age, gender and socioeconomic status [2].
To assess the health of people with a migration background requires a clear definition of migration background
as a concept in the corresponding data [3]. Many official
statistics, as well as routine data, however, only survey
nationality as a differentiating factor. Nationality, however,
can only show a part of the population with a migration
background. Such an approach fails to identify the migration background of, for example, ethnic Germans from
Eastern Europe (German resettlers) and naturalised foreigners, as they hold German citizenship. Health surveys
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at the Robert Koch Institute therefore apply the criterion
of country of birth of participants and/or their parents. People who were born in Germany then can nonetheless be
assigned a migration background, regardless of their current nationality [2, 4, 5].
Overall, there is still only insufficient data on the health
of people with a migration background [6, 7]. People with
a migration background are generally systematically underrepresented in health surveys, because for different reasons their willingness to participate in such surveys is
lower than that of the population without a migration background [8]. Language is one barrier to participation, as can
be specific cultural factors, or fears that the health data
surveyed could potentially be accessible to migration
offices and therefore influence the decision on participants’
residence status [9, 10]. Therefore, special measures are
required to include people with a migration background
in health surveys. So far, only the baseline study of German Health Interview and Examination Survey for Children
and Adolescents (KiGGS) provides national representative
data [11-13] that allows a detailed description of health by
migration background [2].
The KiGGS baseline study (examination and interview
survey, 2003-2006) was the first survey to develop and
implement an approach that specifically takes migration
into account [14]. The share of participants with a migration background in the weighted sample was 25.9%
(unweighted 22.1%) [15]. The first follow-up survey (KiGGS
Wave 1, 2009-2012) was conducted as a telephone survey
and the share of children and adolescents with a migration
background was 24.3% (unweighted 16.3%) in the cross-sectional sample [15]. These low levels of participation are also
127
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After weighting children and
adolescents with a migration
background are represented
in KiGGS Wave 2 nearly
according to their share in
the overall population.
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due to the fact that interviews were conducted exclusively
in German. Translated self-administered paper questionnaires were the only alternative offered and were used by
1.2% of parents in the cross-sectional sample. There were
no home visits conducted as specific recruitment measure
[16]. The second follow-up survey (KiGGS Wave 2, 20142017), which consisted of an interview and an examination,
therefore strove to again take special measures to better
represent children and adolescents with a migration background.
This article describes the measures taken to include
children and adolescents with a migration background in
the cross-sectional KiGGS Wave 2 study, the operationalisation of migration-specific variables and the efficiency of
field visits prior to the survey as a measure to increase the
willingness of people who are not German nationals to
participate in the survey. Furthermore, data on levels of
participation and makeup of the sample of children and
adolescents with a migration background in the cross-sectional KiGGS Wave 2 study is presented.

sampling and design as well as KiGGS Wave 2 implementation have been previously described in detail [17, 18].
Whereas all participants were interviewed, only some of
the children and adolescents were subsequently also medically examined. This edition also contains a detailed
description of response rates and sample composition [17].
All surveys at the Robert Koch-Institute are subject to
strict compliance with the data protection regulations of
Germany’s Federal Data Protection Act. Hannover Medical
School´s ethics committee has considered and approved
the survey under ethical guidelines (No. 2275-2014). The
Federal Commissioner for Data Protection and Freedom
of Information in Germany received the KiGGS Wave 2
study concept and had no objections. Together with the
invitation to the survey, participants, their parents and/or
legal guardians were informed on those responsible for the
survey, the objectives and content of the survey, voluntary
participation and data protection. They provided their
informed consent in writing.

2. Methodology
2.1 Study design

2.2 Measures to include children and adolescents with a
migration background

The KiGGS surveys regularly provide national data from
Germany to describe the health of children and adolescents
under 18 and can therefore reveal trends [12, 13, 16]. Since
2009, in the context of health monitoring at the Robert
Koch Institute, KiGGS has been continued as a long-term
survey. KiGGS surveys data on health status, health be
haviour, living conditions, protection and risk factors as
well as healthcare service utilisation. The survey concept,

Based on the experience of previous KiGGS survey waves
[2, 15], KiGGS Wave 2 continues and enhances the approach
of the KiGGS baseline study [2] that specifically focused on
including people with a migration background in a multi-step approach (Figure 1). To compensate for the low level of willingness of people with a migration background to
participate in the survey, sampling involved the application
of an oversampling factor of 1.5. The share of children and
128
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Figure 1
The KiGGS Wave 2 approach to
account for migration as a factor
Source: Based on Schenk et al. 2007 [14]
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Population registry sample oversampling

Name assignation system

Potential participants whose native
language is not German

German-language and translated invitation
to the survey and information

Personal contact through
field visits by specifically
trained survey staff is an
effective measure of
increasing willingness to
participate in the survey.

Public relations
Information about
migrant organisations,
Commissioners for
foreigners’ aﬀairs,
help centres
Foreign language media
and experts

Contact to non-responders
Field visits prior to the survey (participant
recruiting per telephone and through
home visits)
Illustrative presentation of the survey
content and aims

Surveying
Examination/interviews
Translated survey materials
Cultural sensitivity
Partially multilingual
survey staﬀ

Interviews
Translated survey materials

Documentation of reasons
for not participating

Response analysis/quality assurance
Analysis of response/non-response
Field visits
Cultural sensitivity training for staﬀ
involved in making
Contact prior to the survey and
conducting the survey

Migration sensitive data analysis

adolescents without German nationality in the unadjusted
gross sample was therefore higher than their share in the
population. Invitations to the survey and questionnaires
were translated into four languages (Turkish, Russian,
Serbo-Croatian and English). The selection of these languages was based on the size of the language group, the
extent of the language difficulties observed, as well as
the experiences from the KiGGS baseline study and
Journal of Health Monitoring 2018 3(1)

KiGGS Wave 1 [2, 15]. A computer-based system to assign
names developed by the Humpert und Schneiderheinze
GbR (H&S) (onomastic procedure) was used that allows
to assign first and last names of children and adolescents
to specific languages and relate these to a possible migration background. Parents or legal guardians were then sent
an invitation in German as well as in the language determined by the onomastic procedure [19, 20]. Due to ethical
129
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The countries of Central and
Southern Europe, the former
Soviet Union and Turkey
were the most common
countries of origin in the
survey sample.
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and legal regulations, the parents were the contact persons
for concerns regarding the study [17]; following we use the
term “family” when addressing survey-relevant connections
between children and their parents. Families in the Arabic
speaking group received an invitation in English, because
no invitation and survey materials in Arabic were available.
A further measure for all families consisted in field visits prior to the survey [17]. Families that did not react to
invitations and reminder letters were contacted first by
telephone and, where necessary, contacted at their homes.
In a personal conversation, survey staff provided these
families with information on the objectives and content of
the survey and answered any questions. Approaching families with a migration background in this manner aimed to
increase their willingness to participate in the survey. In
cases, where families could not be motivated to participate,
survey staff attempted to determine their reasons for not
participating. If contacting a person to clarify the objectives
and contents of the survey proved impossible due to language barriers, these children and adolescents were
counted as a quality neutral loss [17].
Examinations were culturally sensitive, and girls, for
example, were examined only by female survey staff. To
ensure participation by people with only a rudimentary
knowledge of German, survey materials and consent forms
were made available in four languages. Some field team
staff were multilingual and this aimed to reduce language
barriers in the examination centres.
Furthermore, response and non-response analyses were
conducted that specifically took into account migration
background and the response rate of non-German nationals was constantly monitored. Where necessary, efforts to
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increase these groups’ willingness to participate in the survey could be stepped up in a targeted manner. For example,
field visits prior to the survey to contact people with a migration background were stepped up. Moreover, field staff and
examination teams received cultural awareness training
for the purpose of quality assurance. To systematically
record the language or cultural difficulties faced by people
with a migration background, a questionnaire was developed for staff involved in field visits prior to the survey and
the teams that then conducted the actual survey.
Public relations activities were also conducted and, as
potential multipliers to recruit participants, migrant organi
sations, commissioners for foreigners’ affairs and help
centres at the 167 sample points were informed about the
survey and its aims. All of these measures were important
to ensure an analysis of data capable of accounting specifically for migration.
Due to the increase in immigration to Germany in particular in 2015, the delivered addresses from the population registry samples more often included families from
crisis areas such as Syria or Iraq. With greater frequency,
the survey staff involved in contacting potential participants
prior to the survey documented that the people they had
written to lived in centralized homes or in centres for unaccompanied minor refugees, which had made communication very difficult. Therefore, in the cross-sectional KiGGS
Wave 2 study an additional survey-methodological module
was developed to test accessing asylum seeker families. A
short questionnaire was created and translated into Arabic
and English. It was subsequently sent to all Syrian, Iraqi or
Eritrean families that had not previously explicitly stated
that they did not want to participate in the survey or who,
130
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due to language barriers, had been unable to participate
in the survey (quality neutral losses).
2.3 Operationalisation of migration-specific variables

Nearly one in five families
with a migration background
has been living in Germany
for less than five years.

Journal of Health Monitoring 2018 3(1)

A participant’s migration background was established, as
in previous KiGGS waves, based on the country of birth of
a child or adolescent and where applicable that of their parents, as well as parent nationality [2]. A one-sided migration background was defined as having one parent not born
in Germany or without German citizenship. The group of
two-sided migration background included children who
had themselves migrated to Germany and have at least
one parent who was not born in Germany. Children and
adolescents whose parents were both born in a country
other than Germany or are non-German nationals also fall
into this group, whether or not they themselves have
migrated or were born in Germany. In single-parent households, the status of the single parent is the defining factor
for child migration background.
All immigrants to Germany were asked what “immigration group” they belonged to. The following categories were
provided: 1) asylum seekers, 2) recognised asylum seekers,
3) war refugees, 4) contingent refugees, 5) EU citizens, 6)
family reunification, 7) labour migrants, 8) ethnic Germans
from Eastern Europe, 9) students and 10) other.
The countries of origin were established based on parental country of birth and/or nationality. In families where the
mother and father come from different countries, the mother’s country was taken. The fathers’ data was taken in cases
where mothers failed to provide the corresponding data.
The data on countries of origin was differentiated for fur-

CONCEPTS & METHODS

ther analyses if a sufficiently large number of people came
from one particular country. Countries of origin for only
small numbers of participants were regionally aggregated:
1) Germany, 2) Turkey, 3) countries of the former Soviet
Union, 4) Poland, 5) Central and Southern Europe, 6) Canada, US, Israel and the rest of Europe, 7) Arabic countries
and North Africa, 8) Latin America, 9) Asia and 10) sub-Saharan Africa (see Annex 1).
The year a participant’s mother had entered Germany
defines the length of time parents have lived in Germany.
If this date was unknown or the mother had been born in
Germany, the father’s data was used for calculation. Participants were subdivided into five groups regarding length
of stay: 0-5 years, 6-10 years, 11-15 years, 16-20 years and
over 20 years.
All immigrants to Germany were asked whether they
held permanent residency status. Parent residency status
was initially established based on the data provided by
mothers. Where mothers did not provide this information,
were German or EU citizens, the data provided by the father
was used. This system therefore differentiates between 1)
Germans/EU citizens and 2) permanent and 3) temporary
residency status.
Children and adolescents, who were not born in Germany, belong to the first generation. The second and subsequent generations comprise children and adolescents,
who have lived in Germany since birth with at least one
parent having been born outside Germany or without German citizenship.
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Table 1
Share of children and adolescents with a
migration background in the cross-sectional
KiGGS Wave 2 study compared
to Microcensus 2013
Source: KiGGS Wave 2 (2014-2017),
Microcensus 2013 [22]
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Cases, unweighted Sample unweighted %
Without migration background
Total migration background
Among these:

One-sided migration background
Two-sided migration background
Missing values

Journal of Health Monitoring 2018 3(1)

Sample weighted % Microcensus 2013 in %

11,857
2,994

79.8
20.2

71.2
28.8

68.7
31.2

1,436
1,558
172

9.7
10.5
1.3

11.8
17.0

10.7
20.5
2.0

2.4 Statistical analysis

A migration sensitive
approach provides the basis
for a representative sample
and a migrant-specific data
analysis.

CONCEPTS & METHODS

Response rates and the efficiency of field visits prior to data
collection were calculated based on the citizenship of children and adolescents delivered by the population registries.
Migration background, which was established from the
data on children, adolescents as well as their parents collected in the health questionnaires, then provided the basis
for all further analyses.
In a first step, the share of children and adolescents
with a migration background in KiGGS Wave 2 was verified based on the Microcensus 2013 distribution. As a
mandatory representative household survey and part of
official statistics in Germany, the Microcensus also
includes data on people with a migration background
[1, 21]. However, the Microcensus measures and defines
migration background [22] differently to the KiGGS survey
so the Microcensus 2013 data had to be adapted to fit the
definition used in KiGGS. Corresponding shares for onesided and two-sided migration background were then calculated. A total of 2% of the people that the Microcensus
defines as having a migration background do not fall into
this category based on the definition applied by the KiGGS
study.

A description of weighting in the KiGGS sample is provided in Hoffmann et al. [17]. To ensure representative
assessments, KiGGS data was weighted regarding foreigner
status (German citizenship yes/no) on the basis of population statistics (as at 31 December 2014) [23], as well by
age, gender, parents’ levels of education and federal state.
Hoffmann et al. describe the weighting procedure in KiGGS
Wave 2. The descriptive analyses of the cross-sectional
sample of children and adolescents with a migration background stratified by age, socioeconomic status and size of
home town were conducted with and without weighted
KiGGS data. To assess the influence of weighting on migration background and other migration-specific variables,
case numbers and frequency are presented unweighted
and weighted.
3. Results
3.1 Participation of children and adolescents with a
migration background
The response rate of children and adolescents with non-German nationality was 17.0% overall, within the examination
sample it was 27.9%. In the unweighted KiGGS sample,
the share of children and adolescents of non-German
132
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Figure 2
Increase of participation among families
of non-German nationality due
to visits prior to the survey
(interview and examination
n=482 girls, n=543 boys;
interview n=1,624 girls, n=1,841 boys)
Source: KiGGS Wave 2 (2014-2017)
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Quality neutral loss
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Prior to field visit

Post field visits

Examination and interview group

Prior to field visit

Post field visits

Interview group
Status of participation

nationality was 3.7%. Weighting increased this share to 7%,
which is in line with the population figures from the Federal Statistical Office (7.0%) [23].
Out of a total of 15,023 participants in the cross-sectional KiGGS Wave 2 study, 2,994 children and adolescents
have a migration background (Table 1). Overall, 1,436 children had a one-sided migration background, which, in the
weighted sample, corresponds to a share of 11.8%
(unweighted 9.7%). A total of 17.0% (weighted) of children
had a two-sided migration background (unweighted 10.5%).
In Microcensus 2013 data, 10.7% have a one-sided and
20.5% a two-sided migration background. Overall, the
weighted share of children and adolescents with a migration background (28.8%) in KiGGS Wave 2 is therefore
nearly commensurate to their Microcensus 2013 share
(31.2%).
Journal of Health Monitoring 2018 3(1)
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Additionally, as part of the survey-methodological module on accessing asylum-seeking families subsequent to
the KiGGS study, the short questionnaire was handed out
to 402 Syrian, Iraqi and Eritrean nationals living in Germany. The questionnaire could not be delivered to 65 of
them. The response rate was therefore 19.0% (n=64).
3.2 Field visits prior to the survey to contact non-German
nationality families
An important measure to include people with a migration
background in the survey consisted of contacting them prior to the survey. No analysis of the effectiveness of the other measures described under section 2.3 is provided
because the effects of these measures cannot be clearly
defined separately. Figure 2 shows the shares of invited
133
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sample members’ willingness to participate both before
the field visits and after the data collection had finished.
However, the shown results cannot be clearly assigned to
the field visits, because changes in the willingness to participate could also have appeared (after the field visits and
prior to the actual participation) independently of the field
visits. Results are based on data of the gross sample of
people without German citizenship. Among the examination sample (n=1,025), the share of cases with unknown
participant status was reduced from 77.8% after the postal reminder to 34.7% after the end of data collection. This

Table 2
Share of children and adolescents with
a migration background by age,
socioeconomic status and size of town
in the cross-sectional KiGGS Wave 2 study
(n=7,456 girls, n=7,395 boys)
Source: KiGGS Wave 2 (2014-2017)
Journal of Health Monitoring 2018 3(1)

Migration background
Age (years)
0-2
3-6
7-10
11-13
14-17
Total
Missing values (n=0)
Socioeconomic status
Low
Medium
High
Total
Missing values (n=216)
Size of town
Rural
Small town
Medium-sized town
Large city
Total
Missing values (n=0)

Without

CONCEPTS & METHODS

implies that the share of participating sample members
doubled (from 7.9% to 19.0%) after field visits. Both the
shares of refusals and quality neutral losses tripled. Among
the interview sample (n=3,465), field visits were generally
conducted less extensively than in the examination group
[17].This also applies for the sample members without German citizenship (interview sample n=3,465). The share of
cases with unclear participant status was 66.8% and therefore approximately twice as high as in the examination
group. The share of participants in the gross sample
increased from 8.3% to 11.8%. Both the proportion of

Sample unweighted %
One-sided
Two-sided

Without

Sample weighted %
One-sided
Two-sided

9.3
22.6
23.3
20.6
24.3
100

12.8
26.0
23.9
18.4
18.9
100

10.4
21.2
22.7
19.3
26.4
100

14.9
21.0
21.5
17.7
24.9
100

21.8
24.5
21.1
15.1
17.6
100

14.3
21.1
21.6
14.8
28.2
100

9.9
63.0
27.1
100

14.0
54.6
31.4
100

30.2
56.8
13.0
100

13.6
63.8
22.6
100

22.9
55.2
21.8
100

45.1
47.2
7.7
100

20.0
34.2
27.6
18.2
100

12.9
25.9
29.9
31.3
100

5.1
23.4
34.4
37.1
100

18.7
29.9
28.1
23.3
100

12.3
22.4
27.9
37.4
100

5.1
18.7
33.8
42.5
100
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refusals and quality neutral losses doubled. On the whole,
there were less observable status changes in the interview
sample than in the examination sample.
3.3 Socio-demographic and socioeconomic differences
between children and adolescents regarding migration background
Regarding age and gender distribution hardly any differences to children and adolescents without migration background exist compared to children and adolescents with a
migration background. In the unweighted sample, regardless of migration background, the share of small children
aged 0 to 2 years is the lowest compared to other age
groups. There were no examinations conducted in this age
group. Weighting partially offset this difference. The share
of children and adolescents with a two-sided migration
background was highest in the 14 to 17 age group (Table 2).

Table 3
Mothers and fathers of children
and adolescents with a migration
background by immigrant type in the
cross-sectional KiGGS Wave 2 study
Source: KiGGS Wave 2 (2014-2017)
Journal of Health Monitoring 2018 3(1)

Ethnic Germans
Family reunification
EU citizens
Asylum seekers
Other groups
War refugees
Labour migrants
Recognised asylum seekers
Students
Contingent refugees
Total

Sample unweighted %
29.1
24.2
17.4
6.7
8.1
4.3
4.0
2.3
2.9
1.0
100

CONCEPTS & METHODS

Clear social differences are however apparent (Table 2).
Children and adolescents with a two-sided migration background more often fall into the lower social status group
(45.1% versus 13.6% without a migration background) and
less in the high status group (7.7% versus 22.6% without
a migration background). The social composition of the
group of children and adolescents with one-sided migration background thereby tends to resemble that of their
peers without a migration background. Equally, a clear
urban-rural differential is evident, with a greater share of
children and adolescents with a one-sided or two-sided
migration background living in larger cities than in rural
areas (Table 2).

Mother
Sample weighted %
26.1
24.4
16.2
9.6
8.2
5.5
4.7
2.2
2.1
1.1
100

Sample unweighted %
26.7
17.3
15.7
9.9
8.6
6.2
7.1
3.3
4.2
1.1
100

Father
Sample weighted %
24.0
16.4
15.7
12.9
8.4
7.8
7.6
2.4
3.6
1.1
100

Missing values (Mother n=586, Father n=979)
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Table 4
Migration-specific features of children and
adolescents with a migration background in
the cross-sectional KiGGS Wave 2 study
(n=1,567 girls, n=1,433 boys)
Source: KiGGS Wave 2 (2014-2017)

Journal of Health Monitoring 2018 3(1)
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3.4 Differentiating children and adolescents within the
larger group with a migration background
Differentiated on the basis of their mothers and fathers,
ethnic Germans from Eastern Europe, people with a migration background, who came to Germany through family
reunification regulations and EU citizens, comprise the
largest immigrant groups represented in KiGGS Wave 2
(Table 3). Compared to the KiGGS baseline study, the share
of asylum seekers and war refugees has increased in KiGGS
Wave 2 [2].
Due to the information potentially available about particular cultural backgrounds or a country of origin’s health
system, parental country of birth is an important stratification variable. Most frequently the children and adolescents
with a migration background had family ties to Central and
Southern Europe (6.0%), the countries of the former Soviet
Union (5.4%) and Turkey (4.2%) (Table 4). Considering the
length of stay of parents, around 40% of migrant families
have been living in Germany for over 20 years. By contrast,
one in five migrant families has been in Germany for less
than five years (Table 4). A total of 12.2% of children and
adolescents with a migration background have migrated
themselves. The majority of children and adolescents has
a secure residency status, yet 11.9% of families have only
temporary residency status and correspondingly only an
uncertain perspective of whether they will be able to remain
in Germany (Table 4). Participants spoke 72 languages at
home in sum. Among these, the languages most frequently
mentioned were Russian (16.9%), Turkish (16.6%), Polish
(8.0%), Arabic (6.8%) and English (5.7%).

Country of origin
Germany
Turkey
Former countries of
the Soviet Union
Poland
Central and Southern
Europe
Canada, USA, Israel
and the rest of Europe
Arab countries and
North Africa
Latin America
Asia
Sub-Saharan Africa
Missing values
Length of stay in years
0-5
6-10
11-15
16-20
>20
Missing values
Residency status
Permanent
Temporary
German/EU citizen
Missing values
Immigrant generation
First generation
Second and subsequent generations
Missing values
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Cases
unweighted

Sample
unweighted %

Sample
weighted %

11,857
332
613

80.3
2.2
4.1

71.6
4.2
5.4

314
576

2.1
3.9

2.8
6.0

450

3.0

3.3

312

2.1

3.6

64
164
93
248

0.4
1.1
0.6

0.5
1.5
1.0

307
255
388
440
1,042
562

12.6
10.5
16.0
18.1
42.8

14.9
11.2
15.0
18.7
40.1

744
267
1,944
39

25.2
9.0
65.8

26.9
11.9
61.2

307
2,687

10.3
89.7

12.2
87.8

-
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4. Discussion
The results show the success of intensified measures to
motivate families with a migration background to participate in KiGGS Wave 2 and the weighted share of children
and adolescents with a migration background is almost
commensurate to this group’s share in the overall population. However, whereas sufficient children and adolescents with a one-sided migration background participated in the cross-sectional KiGGS Wave 2 study, the
unweighted KiGGS sample underrepresented children
and adolescents with a two-sided migration background.
Weighting approximately compensated for these differences in distribution with regard to Microcensus 2013
data. However, even after weighting, distortions concerning other variables such as length of stay or country of
origin may subsist because weighting does not consider
these variables. A clear limitation of the analysis is the
diverging definitions of migration background, which
means that full comparability with Microcensus data is
not possible. This, however, only affected a very small
number of people, who could not be unambiguously categorised according to the Robert Koch Institute definition.
Moreover, the survey excluded people who did not speak
sufficient German or who did not speak one of the four
languages into which the survey materials and consent
forms had been translated and which clarified the survey’s
aims and contents (informed consent). In particular, participation by presumably Arabic speaking families that
appeared in the gross sample was limited.
Contacting and including possibly asylum-seeking families was tested using an abbreviated questionnaire that
Journal of Health Monitoring 2018 3(1)
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went to Syrian, Iraqi and Eritrean families following the
standardised survey procedures. This additional survey-methodological module provided information on possible barriers to including asylum seekers in the survey.
Nearly one in five families could not be contacted at their
address. Over and above the language barrier, the greatest
difficulty in contacting and including this group in KiGGS
Wave 2, therefore, was the group’s mobility (for example
due to their re-distribution to other centres or places of
accommodation). A limiting factor in this analysis is that
not all families with Syrian, Iraqi or Eritrean citizenship are
asylum-seekers.
Because various measures were being applied simultaneously, the efficiency of individual migration-specific
measures cannot be clearly established. Specially trained
survey staff, however, who had established a personal contact with families prior to the survey, proved an effective
way to increase willingness to participate. In particular for
the examination sample, willingness to participate in the
survey doubled. Furthermore, the response rate was nearly
twice as high as in the interview sample, where field visits
prior to the survey were not conducted as intensively. As
other surveys have revealed, while time-consuming, personal contact is a necessary effort to convince people with
a migration background to participate in surveys [3, 8,
24-26].
As in the KiGGS baseline study, the response rate of
non-German nationals in KiGGS Wave 2 [2] was lower than
for children and adolescents without a migration background [17]. This highlights the importance of implementing a broad set of measures to ensure participation by people with a migration background to adequately represent
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sub-populations that are particularly hard to reach, such
as people who have limited German language skills.
To date, the KiGGS study in Germany remains the only
cross-sectional health survey to include a sufficiently large
number of people with a migration background. In particular, the possibilities to compare health-related markers of
children and adolescents with and without a migration
background promise valuable scientific findings [2]. The
survey data could help close some of the current information gaps on the health of children and adolescents with a
migration background and to conduct an analysis of trends.
Next to cross-sectional analysis, we will analyse and present the potential of analyses of trends and possibly longitudinal analyses regarding people with a migration background within the context of KiGGS [27]. Regarding the
diversity of German society, the measures described to
increase the participation of people with a migration background in health statistics are truly indispensable.
The Robert Koch Institute, based on the ‘Improving
Health Monitoring in Migrant Populations’ (IMIRA) project, therefore is currently conducting a diverse set of measures to improve the data (which is in many cases still only
fragmentary) and information on people with a migration
background [28]. One priority is the expansion of health
monitoring at the Robert Koch Institute. In order to include
adults with a migration background in Robert Koch Institute surveys in the long term, two feasibility studies will be
conducted. Within the context of the feasibility study “interview”, new forms of approaching and measures to recruit
participants will be tested, the content and surveying instruments reviewed and, where necessary, updated. The feasibility study “examination”, moreover, will test different
Journal of Health Monitoring 2018 3(1)
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options to reduce language barriers and difficulties between
participants and the medical staff conducting examinations.
Also, the project aims to expand health reporting regarding people with a migration background. In addition to
health monitoring data, the aim is to increasingly use
further sources of data such as that available from social
insurers or the public health services.
In conclusion, it requires resource-intensive efforts to
recruit a representative sample of the population with a
migration background and collect data from a sufficiently
large number of cases to answer migration-specific questions.
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Annex 1
Countries of origin of children and adolescents
with a migration background,
KiGGS Wave 2 cross-sectional study
Source: KiGGS Wave 2 (2014-2017)
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Countries of origin:
1) Germany
2) Turkey
3) C
 ountries of the former Soviet Union: the Soviet Union, Russia, Estonia, Latvia, Lithuania, Ukraine, Belarus, Uzbekistan, Kazakhstan,
Georgia, Azerbaijan, Kyrgyzstan, Tajikistan, Turkmenistan, Armenia and Moldova
4) Poland
5) Arab countries and North Africa: Lebanon, Morocco, Algeria, Iraq, Egypt, Pakistan, Syria, Jordan, Tunisia, Iran, Kuwait and Sudan
6) S
 outhern Europe/Mediterranean: Albania, Bosnia, Bulgaria, Croatia, Slovenia, Greece, Italy, Yugoslavia, Macedonia, Spain, Portugal,
Cyprus, Serbia, Kosovo, Romania and Montenegro
7) U
 SA, Australia, Canada, Israel and the rest of Europe: Belgium, Denmark, Finland, France, Ireland, Luxembourg, the Netherlands, Norway,
Austria, Slovakia, Sweden, Switzerland, the Czech Republic, Czechoslovakia, Hungary, the United Kingdom and Iceland
8) L atin America: Argentina, Brazil, Chile, Costa Rica, Dominican Republic, Ecuador, El Salvador, Colombia, Mexico, Nicaragua, Paraguay,
Peru, Uruguay, Venezuela, Jamaica and Haiti
9) A
 sia: Bhutan, Sri Lanka, Vietnam, India, Japan, Laos, Mongolia, Nepal, Philippines, Taiwan, Korea, Thailand, China, Malaysia, Cambodia,
Brunei, Indonesia and Bangladesh
10) S
 ub-Saharan Africa: Angola, Eritrea, Ethiopia, Nigeria, Ghana, Kenia, Congo, Liberia, Madagascar, Mauritius, Mozambique, Cameroon,
South Africa, Namibia, Sierra Leone, Togo, Burkina Faso, Ivory Coast, Benin, Uganda, Cape Verde, Somalia, Senegal, Guinea and Gambia
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