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Abstract
This work represents a systematic literature review that studies the effect of international migration on the health
of households in the countries of origin and of returned migrants. The effect is due to: 1) remittances, 2) transfer
of ideas, habits and behavioral norms, and 3) the previous migratory experience of returned migrants. Aspects of
health that may be affected are fertility rate, general health condition, access to health services, mental health, life
expectancy, anthropometric measures and nutrition, health expenditure, risk factors or health protectors. The search
included articles and documents published between January 2000 and August 2017, written in English or Spanish,
included in the databases Jstor, Proquest, IDEAS-RePec, Scielo, Google Scholar and PubMed. Based on quantitative
and qualitative methodologies, the 85 selected articles, found positive and/or negative effects on health of children,
adolescents, women, older adults and returned migrants. This systematic review offers a broad look of the effects of
international migration on the health of the ones who stay, which results useful for policy makers and researchers. Not
all findings are consistent and therefore, further research on the matter is necessary, considering qualitative approaches.

Keywords: emigration, return, immigration, mental health, child health, adult health, health status, health services
accessibility, risk factors.

Resumen

Este trabajo representa una resefia sistematica de la literatura que estudia el efecto de la migracion internacional sobre
la salud de los hogares en los paises de origen y en los migrantes retornados. El efecto se debe a: 1) las remesas, 2) la
transferencia de ideas, habitos y normas de conducta, y 3) la experiencia migratoria previa de los migrantes retornados.
Aspectos de la salud que pueden verse afectados son la tasa de fertilidad, la condicion general de salud, el acceso a
los servicios de salud, la salud mental, la expectativa de vida, las medidas antropométricas y la nutricion, los gastos
en salud, los factores de riesgo o los factores de proteccion de la salud. La busqueda incluy¢ articulos y documentos
publicados entre enero de 2000 y agosto de 2017, escritos en inglés o espafiol, incluidos en las bases de datos Jstor,
Proquest, IDEAS-RePec, Scielo, Google Scholar y PubMed. Con base en metodologias cuantitativas y cualitativas,
los 85 articulos seleccionados encontraron efectos positivos y/o negativos sobre la salud de los nifios, adolescentes,
mujeres, adultos mayores y migrantes retornados. Esta revision sistematica ofrece una amplia mirada a los efectos de
la migracion internacional sobre la salud de quienes se quedan, cosa que resulta util para quienes crean las politicas
y para los investigadores. No todos los hallazgos son consistentes y, por consiguiente, se necesita mas investigacion
sobre el asunto considerando los enfoques cualitativos.

Palabras clave: emigracion, retorno, inmigracion, salud mental, salud infantil, salud del adulto, condicion de salud,
accesibilidad a los servicios de salud, factores de riesgo.

Resumo
Este trabalho apresenta resenha sistematica da literatura que estuda o efeito da migragao internacional na saude das
familias nos paises de origem e nos migrantes devolvidos. O efeito ¢ devido a: 1) as remessas, 2) a transferéncia
de ideias, habitos e regras de conduta, e 3) a experi€ncia migratoria anterior dos migrantes que retornam. Aspectos
da satde que podem ser afeitados sdo taxa de fertilidade, estado geral de saude, acesso a servigos de saude, satde
mental, expectativa de vida, medidas antropométricas e nutri¢ao, despesas em saude, fatores de risco ou fatores de
protecdo a saude. A busca incluiu artigos e documentos publicados entre janeiro de 2000 e agosto de 2017, escritos em
inglés ou espanhol, incluidos nas bases de dados Jstor, Proquest, IDEAS-RePec, Scielo, Google Scholar e PubMed.
Baseados em metodologias quantitativas e qualitativas, os 85 artigos escolhidos encontraram efeitos positivos e/ou
negativos sobre a satide das criangas, adolescentes, mulheres, idosos e migrantes retornados. Esta revisao sistematica
oferece uma visdo ampla dos efeitos da migracdo internacional sobre a satide daqueles que ficam, o que resulta 1til
para formuladores de politicas e pesquisadores. Nem todos os achados s@o consistentes e, portanto, mais pesquisa
sobre o assunto considerando abordagens qualitativos € precisa.

Palavras-chave: emigragdo, retorno, imigra¢do, satide mental, satide infantil, saide do adulto, estado de satde,
acessibilidade a servigos de saude, fatores de risco.
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Introduction

According to The World Bank (1), as a result of globalization, political conflicts, climate change
and, social and economic problems that afflict countries, international migration has increased
around the world. In 2013, more than 247 million people were living in different countries from
that in which they were born, and the flows of world remittances increased to US$583,000
million in 2014.

International migration (emigration, immigration, return, remittances) may affect the health of
emigrants, indigenous population of the receiving countries, members of the household that stay
in the countries of origin and performance of health systems. Available literature on the effect
of international migration on health is abundant and it is mainly focused on the effects that it
produces on the health of immigrants and on the impact that the drain of health professionals
has on health systems. However, the interest for studying the impact of migration on health has
increased in the countries of origin, since developing countries are those which produce most
emigrants and the health of population, as well as the possibility that the former has to access
to health services, constitute key elements to achieve economic development (2).

There is evidence that international migration may affect the health of all the members in the
household that stay in the countries of origin. For instance, it can negatively affect the health of
children since they receive less preventive health care (3) or it constitutes a stressful situation that
affects psychological wellbeing (4,5,6). It could also present positive effects such as the increase
of the expenditure and demand of health services as a result of the reception of remittances
(7,8,9), the improvement of child nutrition indicators (10,11) and the decrease of child mortality

(12).

International migration affects the health of adolescents and youngsters when enabling the
acquisition of unhealthy habits such as smoking (13) and producing emotional stress (14).
Mental health of women may also be affected (15,16,17), as well as the diet of older adults
(18). On the other hand, emigrants and returned migrants, can also transfer values, norms and
practices acquired abroad for the benefit of their communities that may affect health outcomes
(19,20).

Several are the ways through which migration (emigration, return, remittances) affects health
outcomes in the countries of origin, diverse are the health outcomes that may be affected and the
effects can be positive, negative or appear in both directions. In spite of the fact that migration
effects on people that stay in the countries of origin are multidimensional, studies generally focus
on only one part of them, making it difficult to understand its true impact. For instance, when
a study focuses on anthropometric measures, it can put to one side the psychological aspects
that could simultaneously be affected.

The study of the effects of international migration on health outcomes of people and households
in the countries of origin is a less-paid attention subject in comparison to the studies focused on
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the destination countries. Therefore, this systematic review pretends to contribute with a broad
panorama of the different ways in which international migration may affect health outcomes in
the countries of origin. This effect can take place due to: 1) families may receive remittances,
or have a family member who has returned or is living abroad; and 2) the health of returned
migrants may have been affected by the previous migratory experience.

In this sense, this systematic review is addressed by the following question: which are the effects
that international migration, seen from remittances, return or emigration, produce on the health
condition of people or households in the countries of origin?

Methods

The systematic review was carried out in two phases. In the first, which did not include the
PubMed database and concluded on March 16, 2016, published articles between January 1%,
2000 and January 1%, 2016 were searched. In the second phase, which concluded on August
21%, 2017, published articles between January 1*, 2000 and August 15", 2017 were searched in
the PubMed database and published articles between January 1%, 2016 and August 15", 2017
were searched in the other databases.

The following descriptors in English and Spanish were used for the search: health (salud),
mortality (mortalidad), morbidity (morbilidad), disease (enfermedad), mental health (salud
mental), mental illness (enfermedad mental), nutrition (nutricion), child health (salud infantil),
infant mortality (mortalidad infantil), health expenditure (gasto en salud), remittances (remesas),
international migration (migracion internacional), emigration (emigracion) and return migration
(migracion de retorno). The last four descriptors were combined with each of the considered
possible health outcomes. Each database was reviewed independently by two authors and results
of the search were compiled using Mendeley. It is worth mentioning the fact that the search is
limited to published articles only in Spanish or English may be a potential source of bias, since
it excludes published articles in other languages.

Data from Ebsco, Jstor, Proquest, Pubmed, IDEAS RePec, Scielo and Google Schoolar were
taken into account for the review of articles. The Boolean connector “and” was used in all
cases. Keywords were combined with the conjunction “and” in the databases which do not
have the option to choose the Boolean connector (IDEAS RePec, Scielo and Google Scholar).

Original articles, published in scientific journals and working papers that represented
empirical, quantitative or qualitative works were included. Thesis, editorials, articles based
on opinion or reflection, systematic reviews, book chapters or texts presented in academic
events were established as exclusion criteria. The articles that marginally referred to the
subject were also excluded; those that focused on internal migration or did not differentiate
between internal or
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international migration and the articles that treat health condition as a determining factor of
migration or focus on the effects on the countries of destination were also excluded.

The search strategy showed 471 academic articles and working papers: Ebsco (91), Jstor (27),
Proquest (109), IDEAS RePec (59), Scielo (49), Google Schoolar (95) and Pubmed (41) (this
figure includes duplicates). After the review process, 85 articles remained. Figure 1 describes
in detail the process of the systematic review

471 potentially relevant
articles based onthe search
(includes duplicates).

277 duplicated articles were excluded.

244 selected articles for

the review by title-and 134 articles were excluded based on the

abstract.

review by title and abstract (most of them
due to analyzing the effect of migration on
| health outcomes in the countres of
destination o to focusing on the effect of
migration on the health system).

110 articles were selected
for the review of the

complete text. - - 5
25 excluded articles based on the review of

the complete text (most of them for
ddressing health condition as a migration
determinant, only treating the subject
superficially or focusing on intemal

migration).

83 articles included in the

review.

Figure 1. Process of systematic review

Source: own work

For purposes of analysis, the information extracted from the studies was: author(s), year
of publication, target population, sample size, city and country, objective, type of study,
recollection technique and data analysis, main results and conclusions. These data were
systematized in a table of evidence that would allow its subsequent categorization and analysis.
From this systematization, three categories under which the works could be classified were: 1)
the effect of emigration or the return of a family member on the health of the members of the
households in the country of origin (36 articles), 2) the effect of transfers, monetary and non-
monetary (ideas) on health or health expenditure of households in the countries of origin (27
articles), 3) the effect of the migratory experience on the health condition of those who returned
(8 articles). Some articles analyzed two of these categories at the same time (14 articles).

Results

The systematic review produced 85 articles, from which 73 were published in scientific journals
that received peer evaluation and the others were working papers on economics. No published
studies that complied with the inclusion criteria were found in 2000 and 2001. 81.2% of
the studies were published between 2009 and 2017. Most articles (88.2%) were published in
English. The country in which the selected studies focused the most was Mexico (38 articles).
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Table 1 shows the total of documents by country in each region. Most of the studies found in
Mexico can be due to its broad migratory tradition and to limiting the search to two languages.

Table 1. Number of studies by region and country

Latin America and The

Asia Caribbean Sub-Saharan Africa Europe

Country Freq % Country Freq % Country Freq % Country Freq %
China 1 83  Brazil 1 18  Sub-Saharan 1 143  Albany 1 20
Philippines 1 8.3  Colombia 2 3.8 Ghana 1 143  Ireland 2 40
India 1 83  Ecuador 3 57  Malawi 1 143  Moldava 2 40
Kyrgyzstan 1 83  Guatemala 4 7.5  Mozambique 1 182 Toral region 5 100
Sri Lanka 4 332 Jamaica 1 1.8 Nigeria 1 143 Oceania
Thailand 1 83  Mexico 38 717  Echiopia 1 143 Country Freq %
Tajikistan 1 83  Several 2 38 Ghana, 1 143 Tonga 2 100

countrics® Nigeria and

Angola

Vietnam 1 83  Guadeloupe 1 1.8 Several regions

and

Martinique
Indonesia, 1 83 Honduras 1 1.8 Country Freq %
Philippines
and
Victnam
Toral 12 100 Toral region 53 100  Towalregion 7 100 Developing 6 100
region countries

* Bolivia, Ecuador, El Salvador, Guatemala, Haiti, Honduras, Mexico, Nicaragua, Paraguay, Peru and Dominican Republic.
Source: own work, based on reviewed literature

In general terms, the target populations of the reviewed articles were: 1) children, 2) adolescents,
3) women, 4) older adults and 5) households. Seventy-eight quantitative articles, 4 qualitative
articles (21,22,23,24) and three mixed were found (4,25,26). Seventy three percent of the
works reviewed corresponded to cross-sectional studies (sixty-two articles). Of these, thirty-
six articles, were comparative, of which three were descriptive, and one related to cases and
controls. 22% of the studies were longitudinal (nineteen articles), the majority of these being
comparative (twelve articles). Of the work with a qualitative approach, ethnographic designs
(four articles) and narrative (two articles) predominated. The type of study, target population
and sample size of each of the reviewed studies are described in annex 1. Approximately,
43.5%of the studies reported the presence of selection bias due to un-observed variables and
inverse causality, which can cause endogeneity problems, which, if untreated, may produce
biased estimations of the impact of migration on health outcomes. This problem was more
common in the studies that analyzed the effect of remittances on health expenditure or some
health-related outcomes. The strategies most used to avoid biased estimations were the
instrumental variables (12,27,28,29,30,31,32,33,34), estimation through the methods
Propensity Score Matching and the models of difference in differences (35,36), as well as the
use of estimators of fixed effects, in the case of the models with panel data (37,38,39).
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Figure 2 shows the different health outcomes that, in the countries of origin are affected by
international migration, according to the reviewed literature.

Lig expactancy

Figure 2. Health outcomes affected by international migration in the countries of origin
Source: own work, based on reviewed literature

Effect of emigraton or return of a family member on health
conditions of the household in the origin countries

The fact of having a migrant or a returnee brings about changes in the household that can have
an influence on health outcomes . These changes have to do with the responsabilities taken
on by the members of the household, gender-related roles, and the supply of care, support and
supervision.

According to Banerjee et al. (40), women, for instance, can be forced to take on new
responsibilities, with which the fertility rate can be affected and prenatal and postnatal care
can decrease, having an influence on variables such as early death of their children in migrant
households. Contrary to Lindstrom and Mufoz-Franco (41), women who have migrant
relatives have a greater probability of receiving prenatal and postnatal care and assistance at
birth, due to the decrease of financial and cultural barriers, by means of remittances and the
diffusion of new ideas, attitudes and behaviors.

Jayatissa and Wickramage (42) support the idea that migration decreases childcare because
of the time limitations of the father, and Schmeer (43) that it can explain the lack of support
and supervision that children require, contributing to the generation of diseases or diarrhea.
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Naturally, if the mother, in the country of origin, has greater autonomy and resources, the
effect can be positive. Likewise, the lack of supervision that migrants can carry out on their
children, could be associated with the use and abuse of substances such as alcohol, marihuana
and cocaine by the migrants’ relatives in Mexico (44).

Additionally, the support that migrant children cannot give to older parents can be associated
with the fact that these suffer from a mental illness or have experienced a heart attack or a
cardiovascular accident (45). Barrett and Mosca (46) found that especially older mothers of
migrant children were depressed and felt lonely.

On the other hand, international migration can create stress among the family members who stay.
According to Pottinger (5), migration of parents represents a potential trauma for the children
that stay, placing them in a situation of higher risk regarding psychosocial problems.
Smeekens et al. (14), obtained similar results when concluding that adolescents missed their
parents very much and felt lonely and stressed, which affected their physical condition; and
Ming-Hsuan (13), for whom children with migrant parents had less chances of being
vaccinated and were more likely to smoke, can be associated with a deficient family relationship
or a weak connection with their parents in their youth.

Rivera-Heredia et al. (25) studied the perception of daughters, mothers, wives or sisters of
migrants on the stressful events associated with international migration (absence of partner,
uncertainty and concern for the migrant, lack of money and children’s health). They found
that women can experience loneliness, sadness and anger, as well as fatigue, insomnia and
depression. To similar conclusions reached Siriwardhana (23) in a study for Sri Lanka about
the migrants spouses.

Additionally, international migration affects the social networks of support with which the
families of migrants rely on. However, according to Frank (17), even though women with
migrant spouses dealt with greater stress and less support during pregnancy, the probability of
low weight at birth did not increase and birth results were positive. This might be due to better
conduct practices of women; naturally, excluding those whom are less willing to exclusively
breastfeed their babies. In the same way, Azzarri and Zezza (10) suggest that migration has
a negative impact on the duration of exclusive breastfeeding, if their job imposes additional
restrictions of time to breastfeeding mothers, and these know and can access breast milk
substitutes more easily.

Table 2 summarizes the main results of the articles that deal with the effect of emigration or
the return of a family member on health in the countries of origin. Some studies found positive
effects; others, negative ones. With regard to child mortality, all the articles found positive
effects (3,47,48,49). The opposite occurred with risk factors, the migration of a family member
increases the probability that children and/or adolescents smoke (13), consume more alcohol
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or psychoactive substances (4) and exercise less (50). It also affects alcohol consumption of
older adults (44,51). Child care practices decrease (42) and the contagion risk of HIV/ITS
increases (22). On the other hand, the migration of a family member decreases the incidence of
pregnancy in adolescents (52).

Negative effects were found in different indicators of mental health in children (5,53,54),
adolescents (4,6,55), caregivers (26,23), older adults (45,56), wives of the migrants
(15,16,25,57), spouses (23) and members of the household in general (58).

Migration also has positive effects on the access to private health services (59), healing (60),
and of antenatal control (61), as well on the use of contraceptive methods (41). In contrast, the
migration of a family member family can negatively affect vaccinations of children (3,13) and
the search of medical care of grandparents (23).

With respect to the indicators that describe the general health conditon, results are ambiguous.
While some studies found that the migration of the parents or a family member was associated
with a better self-reported health condition (18) and the decrease of the Body Mass Index
and blood pressure (51), other unfavorable results such as the increase of the probability that
children younger than 5 years suffer from a disease due to the absence of their parents (9,43),
the deterioration of physical health of adolescents (14), the decrease in the propensity to self-
report good health (45,51), the increase of the report of heart diseases (15).

Results in terms of the effects on the anthropometric measures and nutritional condition are
not convincing either. There is evidence of positive impacts on the children’s nutritional
condition (10,40), the diet of older adults (18), the increase of weight at birth (3,19), the
weight conditions of children younger than 15 years old (9) and the decrease in the prevelance of
growth retardation (62,42). However, some studies reported negative effects such as the
worsening of the diet of the household members (51,63), malnutrition among pre-schoolers
(64), children younger than 18 years old would present growth retardation (63,65), the
migrants’ wives (15), and children between 1 and 5 years old were overweight (64), a part
from the abandonment of exclusive breastfeeding (10).

In the countries of origin, the health of families may be affected by the return of any of their
members. In fact, according to Cardenas et al. (35), in Colombia, the migratory experience
has a positive influence on the total health expenditure per month; mainly due to the effect on
households with returned migrants.

However, several studies carried out for Mexico reached to similar conclusions. Hamilton and
Choi (11) found that return migration was associated to a lower risk of low birth weight and to
a higher risk of macrosomy. To Flores et al. (49), in the Mexican states, an increase of 10% in
the households with returned migrants may be associated to a decrease of 5.5% in child
mortality rates; which may be related to the exposition to practices that produced better child
health results in the United States (66,67,68).
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Donato and Duncan (68) studied children’s health in three types of Mexican families: 1) those
who lived in the United States, 2) those who had returned from the United States, and 3) those
who lived in Mexico and had never had a migratory experience. They found that children’s
health was better in the families who lived in the United States, and significantly worse when
they lived in returned families. A possible explanation to this was the called ‘salmon effect’,
according to which, the ones who returned were the least healthy and successful.

Finally, Hernandez-Rosete et al. (22) found that indigenous women of the Mexican rural zone
were in risk of contracting AIDS, since they felt they were forced into having un-protected sex
when their husbands returned from the United States; despite the fear that they were infected
with the virus, as a result of having being unfaithful. Additionally, men were seeking to get
them pregnant and control them. Other authors did not find evidence that migration or the
return of a family member affected health-related outcomes, such as mental health of children
(5,53) and older adults, (18), suicidal risk (66), the health perception of people (35), child
mortality (67), the probability of low weight at birth (17), or malnutrition (64). Ullmann (15)
does not find that having a migrant husband compared to not having one produces significant
differences in hypertension, diabetes or having smoked once.

Table 2. Main effects of emigration or return of a family member on health outcomes in
the countries of origin

Author Effcct on health Country

Access to or use of health services

Salgado de Snyder ctal.

(59) The use of private health services was greater in migrant households. Mexico
Taking care of grandsons when the father migrates prevents grandparents from

Siriwardhanactal. (23)  secking medical care for their health problems, which aggravates the feeling of Sri Lanka
poor health.

Lopcz-Cevallosand Chi Having a migrant relative increased the usc of anti-parasitic medication and of Pk

(60) curative care consultations in the low-income houscholds.

g i Women of rural areas with migrant relacives are 1.7 times more likely to use

Lindstrom and Mufoz- . : . 3 ) x

Frireo (61} fnrnm:tl prenatal care that tl-mse women without a migrant relative. Migration Guatemala
also favors the access to assisted labor.
In migrant households, 5% of mothers with basic education have informed not

Banerjee et al. (40) receiving any prenatal care in comparison to 1% in the case of non-migrant India
houscholds.
77.4% of women who have a migrant relative have knowledge of more than 3

Lindstrom and Mufoz-  modern contraceptive methods and 27.6% use them. 65.1% of women from G "

Franco (41) communities where international migration is common, more than 3 modern doipiont i
contraceptive methods are known and 20.9% use them.
Children with migrant parents were less likely to receive vaccinations and on

Ming-Hsuan (13) average, they cnjoyed of less medical care than those who did not have migrant China
parents.
When a woman is left alone due to the partner’s migration, she has greater

Caballero eral. (21) freedom to decide abour artending to services related to sexual and reproductive  Mexico
health and whether to continue using contraceptive methods.

Hildebrandr and Children from migrant houscholds have less probabilities of being breastfed, Mexic

McKenzic (3) vaccinated or taken to a doctor in their first year. Hiexico

Souce: own work, based on reviewed literature
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Table 2. Main effects of emigration or return of a family member on health outcomes in

the countries of origin (Continuation)

Author Effect on health Country
Mental health
; Children of migrant parents are more vulnerable to psychosocial problems
.&g)unlera-Guzmén gL (scholar drop-o%:rt. drﬂg abuse, child and family abu:)syt,han thosc};f' non-migrant  Mexico
parents.
Children of migrant parents are more vulnerable to psychosocial problems
Ullmann (15) (scholar drop-out, drug abuse, child and family abuse) than those of non-migrant  Mexico

parents.

Vanore_et_al (54)

Boys that have a migrant facher have a greater probability of having conduct
problems, but do not have a significant influence in the scale of emotional Moldavia
symptoms. In the case of girls, it does not affect none of the two measures.

Antman (45)

Having a child in The United States is associated with a 3.2% increase in the
probability that older parents have poor mental health. Women are the most Mexico
affected ones.

Having a migrant partner in The USA was associated with a greater probability

Sojoigezecal: (55} of suffering from depressive symptoms. MEsis
Most of the interviewed people mentioned suffering from low moods, sadness,

Siriwardhanactal. (47)  anxiety and depressive symptoms due to the labor migration of their family Sri Lanka
member.
Children’s unhappiness due to migration of their parents was directly related to

Pottinger (5) depressive symptoms and suicidal thoughts or ideas. There was not an Jamaica

association with their behavior.

Adhikari et al. (53)

Children with migrant parents have a score of abnormal hyperactivity, compared
to those with non-migrant parents. The father’s migration does not affect Thailand
mental health of children, but the mother’s does affect them.

In comparison to people without migrant background (that has not migrated or
has a migrant family member), the risk of suicidal ideas or suicidal attempt was

Borgeseral166) greater among Mexicans with family members in the USA. There were no Moo
differences with returning migrants.
The emigration of a child affects negatively mental health of the mothers left

Visica and Harcere 68} behind; they present greater depressive symproms, deterioration in self- Ireland

perception of mental health and greater feelings of loneliness. No significant
Sfteerswre found relared oo ehie Mirhiecs

Souce: own work, based on reviewed literature
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Table 2. Main effects of emigration or return of a family member on health outcomes in the
countries of origin (Continuation)

Author Effect on health Country
Mental healch

In Indonesia, the probability of suffering from Common Mental Disorders
(CMD) is two times higher in families with migrant relatives than in families

without migrants. Mothers that stay have a 2.5 higher probabiliry of suffering Lr;\c'l;)nc?a.
Graham etal. (26) from CMD than those without a migrant husband. Likewise, mothers are more Vippines
; 3 5 - : and
likely to suffer from poor mental health in the three countrics. Caregivers who Vi
. FEP ; % 2 ietnam
have lictle contact with migranc fathers are 2 times more likely to experience
CMD than those who keep in contact once on a weekly basis.
Even though women who stay can report positive reactions (pride, hope,
Rivera-Heredia etal. (25) ha.ppin.ess, tr:mquil.ity and faich) rega.rding srf'essﬁ.d events caused by the s
migration of a family member, negative reactions predominate (sadness,
loneliness, anxicty, concern and insomnia).
’ ’ . ; . Ghana,
Sizicas w59 C.hlldren from transn:n:lon-al f:u.mlxes }?ave higher levels of psychological Nigeia,
disorders than those who live with cheir parents.
Angola
Wilkerson et al. (16) Women with emigrant husbands tend to have a poorer mental healch. Mexico
There is a greater probability of reporting a depressive symptom when the father
Nobles etal. (57) is at The USA. The absence of the spousc is associated with a greater probabilicy Mexico

of reporting sadness, lack of sleep, crying, obsessive thoughts and loneliness. The
returning of the spouses decreases these symproms.

The incidence of CMD among adules who are left behind is greater in
Siriwardhanaeral. (23)  comparison to national incidence. Caregivers that are not spouses in families Sri Lanka
that are left behind, presented more than twice CMD than the group of spouses.

The burden of emotional problems and hyperactivity is greater in children of
families with migrants in comparison to those of families withour migrants. Two

Wickrumgssol. () out of five children left behind had clinically relevant secondary psychiatric ey
disorders.
Erank (17) Women with migrant husbands reported receiving less social support during $fixdco

pregnancy and suffer from more stress.

Souce: own work, based on reviewed literature
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Table 2.Main effects of emigration or return of a family member on health outcomes in the
countries of origin (Continuation)

Author Effect on health Country

Nutrition and anthropometric measures

The nutritional condition of children among migranc familics is comparatively

Pinerjesiéeal: (40) better than their non-migrant counterparts.

India

Living in a houschold with migrant relatives increases the score of size-for-age of
the child (z-score) in 2 standard deviations. Migration has a positive and

AmdntandZes iy significant influence on calories consumprion and can negatively affect the

Tajikistan

breastfeeding period.

Migration of parents decreases the weighe-for-age of the children that stay in
0.63 standard deviations. The effect disappears when controls are added. The
rates of growth retardation are higher for the children who stay than for the
children who migrate with their parencs.

Gibson cral. (63) Tonga

The incidence of malnutrition in preschoolers in houscholds with male
migration, for the size-for-age indicator is 5.71% for the total of the seudied
Acosta and Vizearra- population. For the three indicators (weight/age, size/age and weighe/size) girls
Bordi (64) who have a migrant facher present a greater malnutricion incidence than the
children who are in the same situation. On the contrary, when the father does
not emigrate, girls have less incidence than boys.

Mexico

There is a lower incidence of growth retardation, loss of weight and low weighe

among children of migrant houscholds in comparison to children of non- Sri Lanka
migrant houscholds.

Wives of migranes are more likely to be overweighe and be obese than wives of
non-migrants.

Jayatissa and
Wickramage (42)

Ullmann (15) Mexico

38.2% of children from houscholds with migranes had normal weighe, in
comparison to 46.9% of houscholds without migrants. 30% of children left
Wickramage ct al. (6) behind had low weight or very low weight, in comparison to 17.7% of non- Sri Lanka
migrant children. However, these effects were not statistically significanc
(p=0.061).

Migration of parents is associated with a 0.427 decrease in size-for-age,

Davis and Brazil (65) Guatemala

indicating a greater level of growth retardation.

Souce: own work, based on reviewed literature
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Table 2. Main effects of emigration or return of a family member on health outcomes in
the countries of origin (Continuation)

Author Effect on health Country

Nutrition and anthropometric measures
Out-migration is associated with an average decrease in birth weight, whereas
remittances and return migration are associated with an average increase in birch
Hamilton and Choi (11)  weight. The sum of these opposite effects causes that migrating outside the Mexico
communiy raises birth weight, affecting the rates of low birth weight (LBW)
and macrosomia.
Children younger and older than 30 months, from migrant houscholds, have
higher scores in size-for-age (HAZ), 0.84 more standard deviations.
Infants in migrant houscholds have lower percentages of LBW (5.6%) compared
Sunil eral. (19) with infants in non-migrant households (6.3%). Migrant households show Mexico
approximately 20% lower odds of having LBW children.
Migration and remittances do not significantly affect the probability of having

Carlerto eral. (62) Guatemala

Frank (17) LBW. Mexico
Having a migrant family member affects the diet of the household’s members

Gibson etal. (51) that stay. In adults in working age, migration decreases the Body Mass Index Tonga
(BMI) in 10% and the proportion between waist and hips in 5%.

Bohme ecal. (18) Having a migrant child increases the BMI of older people approximately in 5 Moldivia

points, which equals o a weight increase of 14 kg of an individual of 1.70 meters.

In Mexico, children of international migrant parents have a lower height growth  Mexico

Lu(39) than internal migrants or that live with their parents. Similar results are found in -+ and

Indonesia. Indonesia
Hildebrandt and There is a significant increase of birth weight, associated with having a migrant Mexico
McKenzic (3) in the houschold.

Hcalch-related risk facrors or protective factors for healch

Jayatissa and

Wickramage (42) Childcare practices decrease when the father is a migrant worker. Sri Lanka
Pregnancy and raising are seen as control resources of wives, who are forced to
Hernandez er_al (22) have unprorected sex when their husbands rerurn. This favors the risk of Mexico

VIH/STD infections.

There is a negarive association berween physical activity of children and the time

Palos-Lucio et al. (50) Mexico

passed since the family member emigrated to The USA.

The incidence of alcohol, marihuana and cocaine consumprion, at least once in a
Borges et al. (44) lifetime, was greater among family members with migrants that among non- Mexico
migrant members.

Compared to children without migrant parents, the probabilicy of smoking is
Ming-Hsuan (13) significantly lower than for children wich a migrant parent, but greater for China

children with both migrant parents.

Adults in working age from families with emigrant members do not change the
Gibson eral. (51) habir of smoking, but they significantly consume more alcoholic beveragesin a Tonga
monthly basis. This results becomes less significant when controls are added.
There is a positive effect of migration in older peoples” mobility (carry out more
activities in a daily basis).

Bohme etal. (18) Moldavia

Souce: own work, based on reviewed literature
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Table 2. Main effects of emigration or return of a family member on health outcomes in

the countries of origin (Continuation)

Author

Effect on health Country

Child mortality

Hildebrande and
McKenzie (3)

Children who are born in households with a migrane relative have less
probabilities of dying during their first year than those who are born in Mexico
houscholds without a migrant relarive.

Yabiku et al. (67)

No association berween being the child of a migrant worker and child :
: Mozambique
mortality was found.

Chauvet et al. (7)

A 1% increase of the expatriation rate of doctors increases the rates of child Developing
mortality in approximately 0.35%. countries

Flores et al. (49)

An increase of 10% in the percentage of houscholds with returnees is

associated with a decrease in the rates of child mortality of 5.5%. Miezico

Banerjee et al. (40)

Families with migrants have an advantage in relation to the houscholds
without migrants regarding neonatal and postnatal child morrality caused by~ India

low socio-¢conomic conditions.

Revista Gerencia y Politicas de Salud, Bogota, Colombia, 18(37); Julio-Diciembre de 2019

Hamilton et al. (48)

Babics who are born to women with recent migrating experience to The USA
have 40% less probability of mortality during the first year of life, compared
to those of women without any migrating experience. Babies who are born in
households with one or more recent emigrants to The USA, have 7% more
probability of child moreality than those born in households with zero recent
emigrants to The USA.

Mexico

Souce: own work, based on reviewed literature
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Table 2. Main effects of emigration or return of a family member on health outcomes in
the countries of origin (Continuation)

Author Effect on health Country
General health condition

The probability that a child suffers from any discase is 39% higher when parents
are absent than when they are not. Children have 51% higher probability of
going through a diarrhea episode when parents are absent than when they are

not.

Schmeer (43) Mexico

There is not a clear pattern and apparently, there is also a small difference
between migrants and non-migrants in the incidence of respiratory infections on

the child. Children from emigrant families have lower levels of diarrhea e

Carletto et al. (62)

compared to those of families without migrants.

Ullmann (15) Wives of migrants are more likely to present heart diseases than non-migrane A destcn

wives are.

Having a migrant parent has a negative effect in physical health of adolescents, in
comparison to adolescents who live with both parents. An adolescent with an
absent mother tends to have worse physical health compared to one who has an
“absent father”.

Carlingand Tonnessen  Paternal absence has an incidence on weight-for-height, diarrhea and cough in
9) children younger than S years.

Smeckens etal. (14) Philippines

Malawi

Children from houscholds with migrants have a greater probability of having
Donato and Duncan good health in comparison to those of houscholds without migrants. Children Mexi
(68) from houscholds with returnces experience significantly worse health xico

conditions.

The perception of health conditions of adults in working age does not change
with the migration of other members of the houschold. Older adults are less
Gibson etal. (51) likely to see themselves in a very good health condition when other family Tonga
members have migrated. There is not a significant impact on the BMI, waist hip
ratio, blood pressure or mental health.

Having a migrant child in The USA is associated with an increase of 3.6
percentage points in the probability that older parents report poor health and to

S (53 an increase of 1.1 percentage points in the probability that they have poor Hexicy
physical health. Women are more likely to report poor health,
Elderly people with migrant children appreciate more (a better category: in a

Bohme etal. (18) scale of five points) their health than clderly people without migrant children. Moldavi

e The cognitive capacity is not negatively affected by the migration of a biological h

child.

Pregnancy of adolescents

5 Having at least one houschold member living in The USA, decreases pregnancy P

Fattaglia(52) incidence among adolescents around 0.339 probability points. Mexiea

Health expenditure
The migratory experience has a positive effect in the total monthly expenditure

Ciirdenas eval. (35) on health of almost $29000 (US$10 aprox.), which in mainly boosted by the Colombia

cffect in the houscholds with returning migrants. The migrating impact in the
per capita health expenditure is $7000 (US$2.3 aprox.)

Souce: own work, based on reviewed literature
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Effect of transfers on health conditions of the household in
the origin countries

Family, financial and political connections are established among the countries of origin and
destination, beyond their borders. Not only the emigrant modifies his cultural elements and
those related to his identity, but he also helps reproducing the socio-cultural system of the
place of origin. With migration, the cultural horizons of the communities of origin and
destination broaden; lifestyles, ideas about family and the way to consume and behave also
change. This exchange of knowledge and ways of living comprises the set of non-monetary
transfers that complement remittances and produce effects on different aspects; including the
health of the households in the countries of origin.

International migration can be considered as a determining factor in health of the countries of
origin, due to its capacity to alter socio-economic and psichosocial circumstances of
individuals and families. The migration effect on health is caused in part, by means of
monetary transfers (remittances), or non-monetary transfers (cultural practices, norms and
social arrangements)(17). It is clear that remittances can decrease during economic crisis,
which affects health outcomes of the receiving families (number of visits to the hospital to
take care of medical emergencies or amount of money destined to buy medications) (69).
Remittances and repatriated savings alter the levels of income and wealth and the contact
with health practices used in the countries of destination, increases knowledge about health
and makes the use of financial resources more efficient (3).

According to Wilkerson et al. (16), migration of spouses can negatively affect mental health of
women when they are forced to perform a different gender role than the one they are traditionally
used to. On the contrary, according to Azzarri and Zezza (10), the impact on nutrition can be
positive, considering remittances and the possibility than women can handle the budget, which
increases the intake of kilocalories in the household and the growth patterns of children improve.

Remittances relieve income restrictions of households, enabling the purchase of medication,
nutritional food and health services, which increases life expectation and decreases the child
mortality rate (34). The effect on the percentage of health expenditure is also positive,
especially for the households without an employment insurance (70,71). Likewise, Salinas (24)
found that returning elder migrants could access to private health services and medications,
due to remittances. On the contrary, Valero and Trevino (72) found that families with less
resources can be far from starting to spend on health, in spite of the fact that their income
increases marginally (remittances), since they consider that health is a need they can postpone
in order to attend more important or imperative matters.
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Table 3 relates the main impacts that, may produce transfers, of cash or ideas, on health outcomes
in the countries of origin. In general, results tend to be positive regarding the access to and use
of health services, nutrition, fertility, mortality, life expectancy at birth, health expenditure and
general health condition.

Regarding the access to or use of health services, it can be highlighted that receiving
remittances affects positively the use of antiparastitic (60) and diabetes (24) medication, the use
of outpatient and non-outpatient health services by children (38) and the substitution of public
health services for private ones (31). On the other hand, patients who report the decrease of
remittances are less likely to visit a hospital and take less prescribed medication (69).

In regards to nutrition, receiving remittances is associated with improvements in the nutritional
condition of children younger than 5 years (12,32,73). There is as well an asociation
between receiving remittances and the decrease of fertility rates (27,34,74) and child mortality
(7,12,34,49). Regarding the general health condition, receiving remittances decreases the
probability of suffering from a chronic or sudden disease (36) and improves health outcomes,
including the children’s (7,8,75).

In reference to health expenditure, receiving remittances increases medication expenditure
(29,76), hospitalization (29), medical visits and laboratoy services (36), preventive
health activities (33) and, in general, the total health expenditure of households
(8,28,33,35,70,72,77,78,79,80,81).

On the other hand, regarding anthropometric measures, results are ambiguous. Some authors
find that households that receive remittances present better anthropometric measures (11,32,75),
while others find negative results about these indicators (19,37). Similar results are found in
terms of risk factors or protectors. Some studies find a positive association between
remittances and doing exercise (37) and others find negative effects (50).

Some studies did not find evidence that remittances affected health outcomes such as the
proportion of children who attend school with malnutrition (73), consumption of health
services (35), access to public health services (31), health expenditure of households (12),
child mortality (65,67) and that measure the long-term health condition of children (growth
retardation, low weight), the prevalence of respiratory diseases and of diarrhea (33).
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Table 3. Main effects of cash transfers and of ideas on health outcomes in the countries of

origin
Author Effcct on health Country
Access to and use of health services
Lépez-Cevallos and Remittances destined to health significantly increased the use of anti-parasitic
; A : 7 g Ecuador
Chi (60) medication among low-income Ecuadorians, located in the rural area.
Receiving remittances or the return of resources from abroad allows the
Salinas (24) payment of the diabetes treatment. If migrants cannot send remiteances, Mexico
parents have problems handling diabetes.
IR Remittances increase the number of contacts of outpatient medical care in 14%
and are strongly correlated to the contacts of medical care for hospiralize iecnam
(é‘)" g d gly correlated to th f medical care for hospitalized v
) patients.
Patients with three or more chronic health problems had 1.7 more probabilicy
ictee cral. of reporting remittances, in comparison to the paticnts who reported less onduras
Pi al. (69) f i i i i he pati h ed | Hond
health conditions.
Ponce ec 4. (33) Increasing the amount of remittances in US$10, increases the probabilicy of Ecuador
3 being vaccinated in 5% and removing parasites in 6%.
Drabo and Ebeke (31) The elasticity of access to private health services, regarding remictances, is Developing
positive and statistically significant. countries
Nutrition and anthropometric measures
Hamilton and Choi Each standard deviation increase in the percent of houscholds in a community Mesxi
(11) recciving remittances increases mean birthweighe by 133.9 g R
Contrary to expectations, migrant houscholds that do not receive remittances
Sunil ez al. (19) have 29% less probability of having low-weight births. There are no significant  Mexico
results for houscholds that reccive remittances.
g 2k Sy ~ . Ecuador,
ksl snd Bitsisa. 0 Honduras, remittances have a positive and significant effect on Height-for- o
(80) age (size z) and Weight-for-age (weight z). In Ecuador, the cffect is also positive Mezico.
but the significance is at the limit. oS
Nicaragua
There is a positive association between receiving remittances and the absence
of short duration malnutrition in children younger than S years. The risk of
Castillo-Herndndezer  malnutrition in women of 12-49 years old who do not receive remittances is Mexi
al. (73) 1.53 times higher than in women who receive remittances. The risk of o
malnutrition in children from 5 to 11 who do not receive remittances is lower
than in the families who receive remittances.
Controlling for income before migration, children from houscholds who .
: f S Latin
ARsiaeat (79) receive remittances tend to present better health outcomes (Weight-for-age A
a and Height-for-age) than those who do not reccive remittances, with similar 7
demographic and socio-cconomic characteristics. couneries
Increasing remittances in US$100 decreases malnutrition measures, heighe-for- Bk
Terrelonge (12) age and height-for-age in 5.4% and 7.7%, respectively. Additional income due cou:tri}: ls 8
to remittances of US$100, decrease the intensity of hunger in 20 kilokalories.
Bohme etal. (18) jl'hc most fn:qucm.usc fhat'oldcr pcop.)lc give oo remiteances Js food. The Moldova
income effect of migration improves significantly the diets of older people.
Children from households who receive remittances, who live in the South of
Aderioa sind Rocps t‘hf country, on average, weight 700 grams less :fnd are 1.85 crln.smallcr‘than )
(37) children of houscholds who do not receive remittances. Receiving remittances  Kyrgyzstan
increases the probability that girls are thin in 0.05 and that arc gravely thinin
0.03.
Remittances have a positive effect on the nutritional conditions of children on
Antén (32) the short and medium terms (WHZ and WAZ), but do not significantly affect S

indicators on the long-term (HAZ), with the exception of children with highly
educated mothers

Source: own work, based on reviewed literature
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Table 3. Main effects of cash transfers and of ideas on health outcomes in the countries of
origin (Continuation)

Author Effcct on health Country

Healch expendirure

Diaz-Gonzdlez and Remittances increase the probability that houscholds spend more in health and

Ramirez-Garcia (81) therefore, have a greater probability of incurring in a catastrophic expenditure. Mexico

Valero-Gil (70) bur this effect is significantly lower for the households with an employment Mexico
medical insurance.

Households that receive remittances use a greater part of each additional peso
in food and health, mainly for the children.

Mexico

Mayer and Le (79)

Remittances have a positive effect on the total monthly expenditure on health
Cairdenas et al. (35) of almost 49:000 pesos and on monthly expenditure on health per capita of Colombia
approximately $11000.

Increasing the amount of remittances in US$10 increascs health expenditure in

Ponce et al. (33) 5%, Ecuador
Remittances affect positively and significantly the total expenditure on

Kalaj (36) medication of rural houscholds, as well as the expenditure in medical visitsand — Albany
laboratory services.

Frank ecal. (71) Remittances allow that people without formal access 004 health insurance Mesico
program, based on the employer, can have medical care.

Healch expenditure

Adams and Cuecuecha  Houscholds spend 3.27% more of their income in health when they receive _

: : . : Ghana

(78) remirttances, in relation to those that do not receive them.

Olowa and Awoyemi Houscholds that receive remitrances from abroad, spend 12.819% more in Niceria

(77) health than those that do nor receive them. 8

If the households’ income increase due to remittances, the toral expenditure on
Valero and Trivino (72) health of the households with access to a labor medical insurance (ASSML) Mexico
increases in 0.9% and without ASSML in 6.6%.

People who depend on migrants who: presented a health problem in the last

Gonzilez-Block eral. year, took home-made remedies in order to solve their problem, bought Mea
: ; ; exico
(76) medicarion and attended a private supplier, reported, using remittances to pay
for health care more frequently.
Amuedo-Dorantesand  An increase of 100 pesos in remittance income, increases health expenditure Mexi
exico
Pozo (28) between 5 and 6 pesos.
: 3 . . Ecuador,
LB Total remittances seem to boost health expenditure in all the countries, excepe
Bebczuk and Batriston ¥ 7 7L Honduras,
(80) for Honduras. Per capita remittances have a significant effect on health T
R : exico,
expenditure in the three countries. Ni
icaragua
Each additional peso in remittances raises the households’ expenditure in:
Amucdo-Dorantes ctal.  primary care from 6 to 9 dollar cents (with the exception of rural houscholds), Mexico

(29) hospitalization from 12 to 20 dollar cents (except for the female-headed
houscholds) and un-prescribed medication from 2 to 4 dollar cents.

Source: own work, based on reviewed literature
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Table 3. Main effects of cash transfers and of ideas on health outcomes in the countries of

origin (Continuation)

Author Effect on health (Toumry
Child mortality
Flores et al. (49) An increase of 1_0% in :he.pcrcent:fgc of households that receive remittances sy
decreases the child mortalicy rates in 1.4%.
The estimated impact of remittances on child and infant moreality rates is Bediai:
Chauvetetal. (7) between 0.09 and -0.10 for children in the fourth quintile and between -0.11 Coun"i}: ; &
and -0.13 for children in the fifth quintile, ’
Receiving remittances by mothers, decreases the probability of infant mortality
Hamilton ec al. (48) in 7%. In the rural area, children of women who receive a significant amountof  Mexico
remittances, have 20% less probability of dying in their first year of life.
Zhunio ct al. (34) An increase of 1?6 in real per capita remittances, results in a decrease of 0.15% Dcvclo.pmg
in infant morraliry. countries
A hundred additional dollars of income due to per capita remittances produces
adecrease of 7.8 children deaths every 1000 born alive, and a decrease of 5.7 of
infant deaths every 1000 born alive. An increase of 1% in per capita
Terrel (12) remittances decreases child and infant mortality in approximately 0.10% and Developing
PR 0.119%, respectively. Based on elasticity estimations, an increase of 102.3% in countries
per capita remittances between 1995 and 2009 was found, which can be
translated to a decrease of 10.6% in child mortality and a decrease of 11.3% in
infant mortality.
Healch-related risk facrors or protective factors for health
Anderson and Krocger  International remittances have a positive effect in doing excrcise in children P
(37) between 7 and 18 years old of the South of Kyrgyzstan. yrgy=
Mental healch
The probability that carcgivers who receive remittances had suffered from Indonesia,
Graham ctal. (26) CMD (Common Mental Disorders) in the last six months, was 30% less than  Phillipines
for thosc who did not reccive remittances. and Victnam
The decrease in the frequency of sending remittances is associated with greater
Siriwardhana ecal. (23)  levels of CMD among spouses of migrant workers. This is not observed in Sri Lanka
caregivers that are not spouses.
Fertility
: A decrease of 1% in the norms of fertility to which cmigrants are exposed to, Developing
Beine et al. (27) 50, . 3 &, ;
decreases fertility in around 0.3% in their country of origin. countries
Nauful and Vargss Siiva Thereisa ne.gative relati.on belf\w-’eefm remfttances and ferfi!ity raes. E.mAigranrs. Bevduping
also transfer ideas to their families in their country of origin, emphasizing cheir ¢
(74) : i countries
efforts to achieve the purpose of lower fertility.
Zhunio eval. (34) An .irixcrcasc of 1% in per capita remittances, leads to a 0.09% decrease in the Dcvclo'ping
fertility rate. countries
Birch Expecrancy ac Birch
Zhunio et . (34) {\n increase of 19 in real per capita remittances, results in a 0.03% increase in Dcvclo‘pmg
life expectancy. countries
Amakon and Theoma Life expectancy at birth increases 1.2% on average after an increase of 10% in Sub-Saharan
(8) remiteances. Africa

Source: own work, based on reviewed literature
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Effects of migratory experience on the health condition of
those who returned

Health outcomes in the countries of origin can be affected by the return of nationals, since,
when returning, they can be older, sick, disabled or having suffered a deportation, which would
place them in vulnerable position. However, it is also possible that who return have the
economic means to attend their needs regarding health services.

According to Wong and Gonzalez-Gonzalez (82), migrants can return to the country of origin
being older adults and suffering from some degree of disability or poverty, when they have
been subdued to intense physical work in the countries of destination. For Bojorquez et al.
(83), this result can be worse in the case of forced returnees, among which greater
predominance of common mental problems can be present. In fact, Habtamu et al. (84) found
that Ethiopian migrants who returned from the Middle East and South Africa, experienced
symptoms of common mental disorders (headaches, lack of appetite, fatigue, insomnia and
feeling of unhappiness or nervousness). This psychological distress and even long-term mental
illnesses could be related to adversities experienced by immigrants in the different migratory
stages (not receiving their salary on time, not having contact with their families, lack of
awareness on the type of work they must carry out and lack of necessary knowledge and
abilities for the work, etc.).

For Fernandez-Nifio et al. (85), deported ones are more likely to perceive their own health as
poor or very poor, which is an expression of the accumulation of vulnerabilities to which they
have been exposed to, considering their undocumented condition. Barrett and Mosca (46)
found that returned women had less problems with alcohol, inasmuch as, the benefits of the
migratory experience (sense of independence and control) exceeded the costs (nostalgia). On
the contrary, returned men had a greater dependence on alcohol, due to the stress caused by
migration.

Cabre et al. (86) studied the probability that migration had an influence on the risk of
developing multiple sclerosis in the French Antilles. They found that the appearance of this
disease had a more environmental origin rather than a genetic one and could be due to the fact
that migrants would have introduced the factors that precipitated it or to that in the Antilles, the
environmental factors that protected the population from this disease would have disappeared.

Finally, the greater predominance of smoking and obesity among returned Mexicans after
living in The United States can be by cause of their greater economic capacity to buy
cigarettes, food and high calorie drinks. Their emotional and psychiatric disorders can be the
result of anti-migrant legislation and hostile political climate that Mexican immigrants deal
with in The United States (20).
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Table 4 shows that the migratory experience may produce positive or negative effects on
mental health of migrants who return to their country of origin. The other health indicators
analyzed in the studies are negatively affected. For instance, results in the French Antilles,
show that the prevalance of multiple sclerosis was higher among those who returned than in
those who had not migrated (86). In other cases, the migratory experience was positively
associated with the presence of heart desease and obesity among those who returned (20)
and with greater disability in older adults (82). Those who were deported were more likely to
perceive poor health conditions (85), and have more risk factors, such as alcohol consumption
(46) and smoking (20).

Regarding mental health, women report having the feeling of independence and control as a
pyschic benefit, which prevails over psychic costs like nostalgia (46). Other authors found
unfavorable results on mental health. For instance, Miyasaka et al. (87) could establish that
migrants who returned from Japan to Brazil were mainly single men with a psychiatric history,
to which schizophrenia was diagnosed, associated with the loneliness that they had
experienced during their stay abroad. Ullmann et al. (20) positively related the migratory
experience of returnees to Mexico to emotional or psychiatric disorders. Regarding the
deported returnees, Fernandez-Nifio et al. (85) found them more likely to report negative
emotional symptoms and Bojorquez et al. (83) associated a longer stay at The United States
with a greater presence of common mental disorders (CMD) in Mexico. Similar results were
found in Ethiopia in (84).

Finally, some authors did not find that the migratory experience affected certain health
outcomes in the country of origin. For instance, Ullmann et al. (20) did not find an association
between the migratory experience and the report of good health in adults and Borges et al. (66)
did not find any differences in regards to suicidal risk among individuals without a personal
mirgration history or migrant family members, and returned migrants.
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Table 4. Main effects of the migratory experience on the health condition of the returnees

Author Effect on healdh Country

General health condition

Wong and Gonzalez-Gonzalez On average, recurning migrants lost the original physical advantage they had before migration, compared to

4 ¢ Mexico
(82) thase who stayed in Mexico.
The incidence of multiple sclerosis among people from 15 to 64 years old was 36.1/100000 for migrants and G
3 ; 7 . suadeloupe
s S 15,1/100000 for non-migrants. There was also 2 relation besween the lengeh of overseas stay and the appearance P
Cabre eral. (86) a P R N ) 3 i : and
of the disease. The average of time between the arrival to France and the development of multiple sclerosis was Martini
’ £ Martinique
19.1 years, which can correspond to the incubation period of the discase. @
. . . The deported migrants are more likely to perceive their health as poor or very poor, in comparison to migrants .
Ferndndez-Nifo e al. (85) P Shcad Tl P YE Lo & Mexico
who returned voluntarily
Mental healch
; Ay For migrant deported, a U relation between the time in which the person lived in The United States and the :
Bojorquez et al. (83) 2 Mexico
SRQ score that measures CMD was observed.
Miyasaka et al. (87) Most of the single men returnces from Japan to Brazil were diagnosed with schizophrenia Brazil
The CMD incidence among Ethiopian returnees, proceeding from the Middle East and Souch Africa (27.6%)is . . .
Habramu ctal. (84) : T : 7 PO Echiopia
superior to the incidence of the general population (between 5% v 22%).
? 3 7 Los deported migrants are more likely to report negative emotional symptoms, in comparison to migranss who
Fernindez-Nifo ce al. (85) Po !’. : po & YmE P B Mexico
returned voluntarily.
o Migration produces psychic benefics in Irish women who lived abroad, such as independence and control, which
Barretr and Mosca (46) > ; S 3 R ; Ireland
prevail over the psychic costs that are usually associated wich migration, such as nostalgia.
Health-related risk factors or protective factors for health
Returnees have a greater probability of have had problems with alcohol at some moment, compared to non-
Barrett and Mosca (46) migrants. This is also erue for women who had lived abroad for 10 or less years. Women who had lived abroad Ireland
for 10 or more vears had a lower probability of »ul‘l'n:rmg from alcoholism.
3 / The migratory experience of Mexicans, who return from The USA, is positively and significantly associated with .
Ullmann ec al. (20) & A P ’ 5’ g Mexico

obesity and having smoked once. Therefore, returning migrants reported worse health than non-migranes.

Source: own work, based on reviewed literature

Conclusions

The objective of this work is to carry out a literature review aimed at answering the following
research question: which are the effects of international migration — seen as remittances, return
or emigration — on the households’ health results or on people in the contries of origin.

The review of articles was carried out systematically, by means of an exhasutive and rigurous
analysis of several data bases, according to previously established eligibility cirteria. Likewise,
data extracted from every document was recorded in a table of evidence and the
review methodology was clearly presented; through which any person can reproduce it.

Considering that the objective was providing a global view of the stage of the research in the
topic, among the criteria for selecting articles, the methdological aspects were not taken into
account, in order not to exclude those that contribute with the problem’s understanding.
Indeed, great methodological heterogeneity among the articles reviewed was found. This
impeded contrasting populations, sample sizes and types of studies in the way demanded by a
systematic literature review to reach to strong conclusions that this type of review assures.
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As expected, en general terms, results are not consistent. For the same health indicator, the
effect of international migration may differ among countries and considering different groups
of population, considering gender, ethnic group and age. This may also be due to the
complexity of international migration and health depending on multiple factors. The migratory
phenomenon in the countries of origin, apart from obbeying to multiple causes, comprises
remittances, return and emigration. Health outcomes are due to genetic, environmental, socio-
economic factors and life styles, some of which may be influenced by the migratory
experience of the family member who emigrated or returned.

According to the documents reviewed, the fact that a family member of the household had
emigrated or returned has different effects on health. It positively affects the general health
condition, the anthropometric measures, nutrition and child mortality and, negatively, mental
health and risk factors. With regard to access to health services, most studies reported positive
effects.

In general terms, cash or non-cash transfers, have a positive influence on health of the
countries of origin. On the other hand, many of the authors that studied the health condition of the
returnees found that the migratory experience affected health in a negative way .

Several reasons can affect health as a consequence of international migration. Remittances,
specifically, strengthen the household’s finances and decrease the need of child labor,
producing an increase in the access to health services and expenditure in this area. Separation of
parents and children can decrease the support and supervision provided to children, fostering
the acquisition of harmful habits and harboring feelings of anger and sadness. This can
also decrease the influence of pregnancy among adolescents.

Migrants and those who returned may transfer predominant behavioral rules in their countries
of destination and contribute to modify ideas and cultural practices that have an influence on
health, in the same way that migration of the spouse can modify the gender roles within the

households and increase the responsibility of women, causing their mental health to be
affected.

This review will be highly useful for those who study the subject. It will enable the advance
in the research to be determined, the exisitng voids, the new questions that may arise, the most
appropriate methodologies to answer them, as well as the less studied countries and
populations. It would be interesting to establish, for instance, until what point, results on the
health of the countries of origin when it is the mother who migrates, differ.
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Therefore, in view of the considerable dimension that international migration has assumed,
and the importance of health in terms of human development, there is a need for more
studies to be put forward. These studies could take into consideration the construction of
compound indicators that integrate several health outcomes, given that international migration
can simultaneaoulsy affect different aspects of health. Also, qualitative research that enables the
analysis of quantitative results in wider social and cultural contexts must be encouraged, as well
as accessing people’s lives, their daily routines and their social relationships.
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Annex

Annex 1. Type of study, target population and sample size of the works reviewed

Author Type of study Target population Sample size
. Cross-sectional study- Children (defined as individuals berween 6 and 18 years of age)
Ming-Hian (13) comparative - Sex of the child is not specified 243
Lindstrom and Mufioz- Ehoasaccelinal seudy Wmnc.n beeween the ages of 18 and 35 with a fumily member 2531
Franco (41) of a migrant
Lindstrom and Mufioz- x 1838 whose last pregnancy ended
Franco (61) Cross-sectional seudy Pregnant women between the ages of 18 and 35 ina live birth pregnancy
Schmeer (43) Longitudinal-comparative  Children beeween O to S years 46,870
Bacraglia (52) Longitudinal Women berween the ages of 15 and 54 39133
?‘;;lam a0l Bence Longitudinal-comparative  Children under 10 years old 804
Frank (17) Cross-sectional study Newly born 565
Hildcbrandr and g 3 . -
MeKenzie (3) Cross-sectional study Children 12,117
seayer houschold N = 118; stayer
Gibson ctal. (51) Longitudinal-comparative ~ Houschold's family members who stay AN 146 syt
! : & par Y ¥ working-age adults N = 176;
stayer older adules N'= 121

Antman (45) Longitudinal-comp Elderly p 6730
Smeckens eral. (14) Longitudinal-comp Adol b the ages of 13 and 18 205
Ullmann (15) e i Wives 1850

comparative
Carling and Tonnessen (.rowm:'nonal study- Children under 15 peaes old §6.626
(9) comparative
Rivera-Heredia et al. Cros-'scczional srudyj Woascn with a migrant family 6@
(25) narrative research design 5
Aguilera-Guzmin et al, CL‘““"“‘:"_“" f'“?y = i S i quantitative methods N = 310
(4) ety o W m gantiasis and qualitative methods N = 24

csign

Portinger (5) Coos sectional ity oy Children berween 9 to 10 years 54

and controls 3 !
Wilkerson et al. (16) Cross-sectional study Women from 18 to 50 years old with a migrant husband 94
Adbhikari ctal. (53) Cross-sectional study Children 1030
Mosca and Barreee (56) :)::::i;:nd wod- People aged 50 and above living in Ireland 2911

Bosactiandd i C‘:u'crs ((Ahrcc gxoup.s'of carers within n:ansn:fnonal hcrus:holds- Indonesia (n = 1025),

g . differentiated by their gender and relationship to the index R

Cpshameral (26) somparitive =thiisgraphic child (mother-carer/father-migrant; father-carer/ mother- Fhilipplacs (= 590} anc

mixed-method design Hang Vietnam (n = 1011).

Mazzucato et al, (55)

Cross-sectional study-
comparative

migrang; ocher-carer/parent(s)-migrant))

Children and youths aged 11-21

Ghana n = 2760; Angola n =
2243; Nigerian = 2168

Nobles et al. (57)

Longitudinal-comparative

Parenered mothers who in 2002 had co resident minors
(children under 18 years old) and who were themselves aged
18-44, aged during which spousal migration to the US. is
concentrated.

2813

Source: own work, based on reviewed literature
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Annex 1.Type of study, target population and sample size of the works reviewed

(Continuation)
Author Type of study Target population Sample size
Spouse and a non-spouse caregiver (defined for the study
3 % purposes as a person living in the migrane family houschold,
Siriwardhana e al. (47) Cross—scc'nonal =y not a parent of the child/children in the family but responsible 465
COI“PIm(IVC '. e h P il
or providing a significant amount of care for them on a daily
basis)
Wickramage et al. (6) Cmss-scc.nonal sedye Children between 12 to 17 years 820
comparative
Caballero ctal. (21) ::l:ir;graphlc s Female partners of migrants 60
Acosta and Vizcarra- Cross-sectional study - 3
Bordi (64) desciiptive Children between one and five years 534
Azzarri and Zezza (10)  Cross-sectional study Children under five years 2480
Gibson etal. (63) Longitudinal-comparative ~ Children under 18 182
Women berween the ages of 15 and 49 who are not missing
Hamilton ec al. (48) Cross-sectional study inf on our key independent (i.c. migration) and 896,148
dependent (i.c. infant lity)
C s Houschold residents aged 18 to 65 years who lived in Mexico
Borges et al. (44) ross-scc.non uay- in cities with population of at least 2500 people in 2001 and 5826
COmplrﬂ(lVC
2002,
Cross-sectional study- Children below 6 years of age with valid HAZ (Heighe for
b . (62 ‘ 3
Ol ecalifn) comparative Age) information, from 658 distinct houscholds. s
Banerjee et al. (40) Cmss-sccfional el Houscholds 4387
comparative
4995 (6285) houscholds
2 (children aged 6-18) for 2008,
g‘;)d‘”“" O ongiilnbeompunivg  Chliecagad 1A 4803 (6306) for 2007, 4863
(6564) for 2006 and 4771 (6449)
for 2005.
Nguyen and Nguyen . < Child - 51292
(38) Longitudinal-comparative “hildren aged 6-18 21,292
- A | 2o
Ol iy Camkaberiona aoly Rural houscholds 14512
(77) comparative
A—da.ms and Cuecuecha Cmss-scc!:lonal study- Riiiascs vaseivicig Homseiokd 3941
(78) comparative
Beine eral. (27) Cross-sccflonal > Houscholds from countries that receive remittances 208
comparative
: il 59 countries with data for most
l:aufa.l sod Yarges-Stive.y gitudinal-comp Remittances receiving countries countrics for the period 1980 to
{74) 2005
Mayerand Le (79) Longitudinal-comparative ~ Remittance receiving houschold 6068
Valero and Trivino (72) Sl iy Remittance receiving houschold 22,595

comparative

Source: own work, based on reviewed literature
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Annex 1.Type of study, target population and sample size of the works reviewed

(Continuation)
Author Type of study Target population Sample size
Men and women of 18 or older thar comply with any of the TET obsseations s minans
. following criteria: a) born in Mexico and living in the US at the ki
Gonzilez-Block etal.  Cross-sectional study- X 3 2 oy s who reported having family
76) S moment of the survey, or b) being a United States citizen with s,
P family members in Mexico and have used health services in
Mexico.
?2';)“ a e Cross-sectional study Remittance receiving houschold 17,167
Ampedo Doutiped Cross-sectional study R e receiving houschold 16074
Pozo (28) 2
Frank etal. (71) Cmss-scc:?ional study- R ¢ receiving h hold 2044
comparative
Cross-sectional study-
? i Y Remi avino b hold 22
Valero-Gil (70) I g 595
Kalaj (36) cm”'xc::nd ety Remi receiving household b 4641
Medina (30) Cmss-scc‘umlal o o R ¢ receiving houschold 2000
comparative
Terrelonge (12) Longicudinal Houscholds from developing countries that receive remittances ll‘iii:::j SP N0
secti 2 hi ith fev 2
Drabo and Ebeke (31) f;:;;::::nd oy Children from houscholds with migrants ::35::1‘:::;:‘:::;:'- Aad 32
X . Children under five, schoolchildren and women of tocal = 1889; chfldrcns ndet fiye
Castillo-Hernindezet  Cross-sectional study- . X : par i = 315; schoolchildrens = 367
S reproductive age from the El Espinal locality, municipality of 7 _
al.(73) Descriptive Naolinco, Veracruz and women of reproductive age =
: 1207
Anton (32) g;or:s;c:::):al study- E:‘:l:;:; d|.;m‘lcr five years from remittance receiving 5798
Acosta ceal. (75) Cmﬁ-scct,onal sody: R receiving houscholds of each countries
Comparative
Bebezuk and Bawistd Cross- 's“’d)" Remi fuino b hold
(80) Comparative o
Ponce eral. (33) gm&s-s«z?onal e R recciving h hold 55,666
omparative
R H v h haold: - : i
Zhunio cral. (34) Longitudinal PRy o okkemand middleincome 69
R ~ina h hold. G f "
g;;mkon and lheoma Yongiradinil S receiving of low- and middle-income 18
The daraset covers 46 developing
countries among which 26 arc in
Chauver ceal. (7) Longirudinal Child moruality in developing in receiving Alicaarih s amecquindin

for cach country-year, giving a
total of 370 country~time~
quintile observations.

Miyasaka cral. (87)

Cross-sectional study-

Jap Brazilian outp who received care from the

psychiatric units in Japan and Brazil from April 1997 to April

Brazil, » = 100 and Japan, » =

comparative -i5% 07
Cross-sectional study- 0
Cabre et al. (86) % Individuals aged between 15 and 64 years 1600
comparative
Cross-sectional study- Male heads of houschold berween the ages of 19 and 102 who
Wl exel.(20) comparative were interviewed berween 2007 and 2009 A
Barrece and Mosca (46) Cross-sectional study- People aged 50 and over (and of their spouses or partners of Male = 2770 and female = 3244

comparative

any age) resident in Ireland

Source: own work, based on reviewed literature
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(Continuation)
Author Type of study Target population Sample size
Ferndndez-Ninocetal.  Cross-sectional study- 3 " X ) 2680 voluntary-return migrants,
(85) xammidye Voluntary-return migrants and deporeed and 6862 deporees.
total sample: 39949 infancs. 2489
P s P Children from Mexican houscholds with a migrant family are reported to be LBW
Suniletal. (19) A8 A5 ¥ member it the United States (< 2500 g) and 36 960 are
i P reported to be normal weight
(2500 g)
Hamilton and Choi Cross-scc‘uona.l study- Child health results at the community level 3,675,489 births
(1) comparative
Flores ecal. (49) Lrosysccflonal study- Mexican municipalitics with high migration rates 2443
l:OmPWIVC
Lopez-Cevallos and Chi - Cross-sectional study- Houscholds with an i ional mi and remi ¢
: s = 10,985
(60) comparative receiving houscholds
Crdenas ceal. (35) Cross.scc‘tional study- H.o holds with family bers living abroad and returned 269.060
comparative &
Salgado de Snyderecal.  Descriptive cross-sectional o
(59) study descriptive Houschold who have migrants and non-migrants Besleof 20 Nowacholde
Vanore_ct_al (54) :;::;:flnn“ Seox Shexional Children of migrant and non-migrant parents 1979 children
Jayatissa and ’ . ¢ X ; 321 children between 6 and 59
Wickramage (42) Cross-sectional study Children of migrant parenes B
A critical realist perspective
Siriwardhana cral. (23)  wasadopred in the design of  Families with a migrant member Heads of 20 houscholds.
the qualitative study
Salinas (24) Nk sl O!dcr adu.lts'wilh diabetes, who were migrants or have a 37 older adults beeween 48 and
migrant family member 90 years old.
Pictte et al. (69) Cross-sectional study Adults with a chronical disease who receive remittances 624
Houscholds that spend on health, including those who receive  NSIEH thatincludes 29,074,332
Diaz-Gonzilez and . - . . Eonchald -
Ramirez.Garcfa (81) Cross-sectional seudy subsidies from the government and from mig; 14,105,718 report
i, family members. health-related expenditure
91 people: 24 temporary
s 3 Indi women cohabitating with men who practice i 33 indi;
2 B 2 @ 2
Hemindezecal(22)  Pranogmphic Deslgn unprotected sex 20 local authorities and 14
people from the health drea
Wong and Gonzalez- . Older adults older than 60 years old, with international .
Cross-sectional study 3 2 7141
Gonzalez (82) migratory experience
Bojorquez et al. (83) Cross-sectional study Deported migrants older than 18 years old 1619
Habtamu et al. (84) Cross-sectional scudy Returned migrants 1036
Houscholds with 2 migrant family member, migranesand 2 data panels: US (2001-2003) N
Borges et al. (66) Longitudinal having been born in the migration country, but are = 1284. Mexico (2001-2002) N
migrants'children =5782
Yabiku cc al. (67) Longitudinal Children from labor migrants 1932 children
Davis and Brazil (65)  Cross-sectional study Children from migrant parents 244 children
Palos-Lucio ez al. (50)  Cross-sectional seudy Children with a migrant family member :::::;Ldnn BSOS pNaE LR
The analytical sample comprises
- 1566 elderly from 111 localities
IV 1 T O
Bohme ecal. (18) Cross-sectional study snd non-mig widh sged €0 for which all relevane
and older, whom was define as the elderly. 3 . ’
information are available and
which have ac least one child.
The number of panel children
g za Children age 0-12 in Mexico and children age 0 -8 in include for final analysis in
La(39) Loogeasimal-compirate Indonesia Indonesia and Mexico was 5246
and 3484
Bojorquez e al. (58) Cross-sectional seudy Women in Mexico, whose husband is living abroad. 418

Source: own work, based on reviewed literature
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Notes

* Research article
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