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Ofrecemos un panorama del estado de salud de los
migrantes latinoamericanos (con énfasis en los mexica-
nos) durante el proceso de migracion a Estados Unidos
de América (EE.UU.) desde la perspectiva de vulnerabili-
dad social dada la utilidad del concepto para el estudio
del bienestar de los migrantes y la variacion sustancial
en las condiciones que afectan el bienestar de aquéllos en
las distintas etapas del proceso migratorio. La alta vul-
nerabilidad de los migrantes durante el transito y cruce
tiene varios efectos negativos en salud. A su llegada a
EE.UU., dicha salud es empero favorable en mortalidad
por varias causas y enfermedades crénicas, asi como
sus factores de riesgo mas importantes. Sin embargo,
estas ventajas desaparecen en el proceso de adapta-
cién en el pais de destino. Discutimos algunas de las
explicaciones de las ventajas de salud y las fuentes de
vulnerabilidad que describen la deterioracién de dicha
ventajas, en especial aquellas que operan a través de su
acceso sistematico y oportuno a servicios de salud. Dado
que la migracién puede afectar la vulnerabilidad social
en las areas de origen de los migrantes, tratamos asi-
mismo las consecuencias de salud de estos procesos.
Concluimos con implicaciones de politica migratoria 'y
de salud para el contexto estadounidense y de paises de
origen con énfasis en el caso mexicano.

Palabras clave: vulnerabilidad social, salud, migracién
internacional, servicios de salud, estatus legal.
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In this paper, we offer a general outlook of the health of
Latin Americans (with a special emphasis on Mexicans)
during the different stages of the migration process to
the U.S. given the usefulness of the social vulnerability
concept and given that said vulnerability varies cons-
picuously across the different stages of the migration
process. Severe migrant vulnerability during the transit
and crossing has serious negative health consequences.
Yet, upon their arrival to the U.S., migrant health is favo-
rable in outcomes such as mortality by many causes of
death and in several chronic conditions and risk factors,
though these apparent advantages seem to disappear
during the process of adaptation to the host society.
We discuss potential explanations for the initial health
advantage and the sources of vulnerability that explain
its erosion, with special emphasis in systematic timely
access to health care. Given that migration can affect so-
cial vulnerability processes in sending areas, we discuss
the potential health consequences for these places and
conclude by considering the immigration and health
policy implications of these issues for the United States
and sending countries, with emphasis on Mexico.

Keywords: social vulnerability, health, international mi-
gration, health care, legal status.
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People face potential threats to their security, hu-
man rights, and health when they lack personal,
social, and legal resources to face and prevent
adverse social, economic, and environmental con-
ditions, a phenomenon scholars call social vul-
nerability (Adger 2006; de Snyder et al. 2007). Indi-
viduals and social systems adapt to these adverse
conditions by mitigating, preventing, or adapting
to this harm in different ways. Geographic mobility
is a common adaptation strategy to different sorts
of social vulnerability (Bardsley and Hugo 2010).
People migrate (oftentimes temporarily) in order to
find better circumstances that allow them to alle-
viate the worst effects of social vulnerability in the
short term or remedy them in the long run, not
the least by allowing them to live in more secure,
stable, and salubrious environments.

This kind of motivation may be more likely in
the context of international migration as places of
destination tend to have substantially better living
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and working conditions than sending areas. In ad-
dition to the sheer fact that migration allows peo-
ple to improve their living situation by changing
locales, migrants may also be able to save larger
amounts of money they can devote to improving
their living standards (e.g., Lindstrom 1996) and,
even, to mitigate their degree of vulnerability in
their places of origin (e.g., by allowing them to
purchase capital goods and technology that will
decrease their vulnerability to climatic events).

Despite its potential to alleviate certain forms of
social vulnerability for migrants themselves and,
more generally, for people in sending areas, the
act of migration and the accompanying move into
new social, economic, and legal milieu can also
create additional forms of social vulnerability af-
fecting their well-being, including their physical
and mental health. U.S.-bound migrants and im-
migrants from Latin America have been depicted
as vulnerable subjects due to their socioeconomic
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and legal status (Castillo 2000; Menjivar 2000;
Téllez and Pefia 2007). This vulnerability has health
consequences, which are particularly severe, for
instance, among people attempting to cross into
the United States without documents due to ex-
tremely harsh conditions during the crossing, lead-
ing to substantial mortality hazards (e.g., Eschbach
etal. 1999).

These sources of vulnerability (and, as we show
below, their health consequences) vary consider-
ably before, during, and after the migration process
(also see Salgado de Snyder et al. 2007). As such, it
is important to understand the consequences of
social vulnerability on migrant well-being across
these different stages. We focus on health in this
paper as it is a key indicator of well-being and pro-
vide an overview of the health status of migrants
along different stages of the migration process
while identifying the main ways in which socioeco-
nomic and legal vulnerability affect migrant health
during each of these phases.

We begin by describing the negative health
consequences of vulnerability experienced dur-
ing the border-crossing process. We then provide
a general overview of what seems to be a better-
than-expected migrant health in the United States
(relative to U.S.-born individuals) while summa-
rizing the main types of selection and protection
mechanisms that have been advanced to explain
this apparent resiliency. Further, we describe how
the health of migrants changes (generally for the
worse) through the process of adaptation to life
in the U.S. and, we argue, due to the accumula-
tion of stress related to the disadvantages faced by
migrants during their U.S. experience. We discuss
the role of legal and socioeconomic status in cre-
ating and compounding these disadvantages by
disproportionately exposing migrants to risks that
carry significant physical and mental health con-
sequences (e.g., Kirschenbaum, Oigenblick and
Goldberg 2000; Markides and Gerst 2011) and by
hindering their access to systematic, timely, quality
health care (Derose, Escarce and Lurie 2007). Final-
ly, we discuss how the exchanges associated with
the migration process might reduce or exacerbate
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vulnerability in sending communities. We conclude
by discussing the health policy implications in the
U.S. as well as in sending, transit, and destination
countries. Given the relevance of the Mexican case
(and our better knowledge of it relative to health
policy in other Latin American nations), we focus
our more specific conclusions on Mexico while at-
tempting more general reflections that can be ap-
plicable to other sending nations.

Health and vulnerability
throughout the migration process

The pitfalls of attempting to cross the border

Most notably, migrants are highly vulnerable to the
dangers of crossing the border without documents.
Although these dangers have existed in one way
or another for as long as undocumented crossing
has, they have increased over time as enforcement
in high-transit urban border corridors escalated in
the mid-1990s (Spener 2009). This enforcement
pushed undocumented traffic to desolate areas,
particularly in the Arizona portion of the Sonoran
Desert, increasing the death toll from hyperther-
mia, dehydration, and heat stroke (Eschbach et al.
1999).

Although any reports are likely underestimates,
between the mid-1990s and 2005 the annual bor-
der crossing deaths more than doubled to almost
500 (see Figure 1 below, also see GAO 2006) and
have not decreased in recent times despite the
decrease in undocumented crossings as a result of
the most recent recession (Passel, Cohn and Gon-
zalez-Barrera 2012). As shown in Figure 1, while
border apprehensions (a gross measure of the un-
documented flow) decreased from a high point
of almost 1.7 million in 2000 to a low point of less
than 600 thousand in 2010 (a 65% reduction), bor-
der deaths went from a high point of 372 in 2000
to 304in 2010 (a 17% reduction). It follows that the
risk of crossing the border has in fact increased in
recent years, assuming variation in apprehensions
over time is similar to the fluctuation in attempted
crossings.
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Figure 1

Estimated Border Crossing Deaths and Apprehensions
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Sources: Jimenez (2009), DHS (2011).

Still, some of the worst dangers associated with
undocumented migration are most likely faced
south of the U.S.-Mexico border, particularly among
Central, South American (and, in much lower num-
bers and more recently, Asian and African) mi-
grants navigating Mexican territory without doc-
uments. Many migrants ride on top of northbound
trains leaving from towns on the Southern Mexican
border where they face the risk of injury and death
from falling off moving trains (Nazario 2006). While
traveling north, they also face the risk of violent
robbery and sexual assault by marauders (Johnson
2008) or mistreatment and abuse by smugglers
both on the Mexican and U.S. sides (Spener 2009).

In recent years, migrants have also been subjects
of kidnapping, torture, and eventual death by mem-
bers of criminal organizations (Casillas 2011). In the
state of Tamaulipas mass graves were found in 2010
and 2011 with the bodies of around 130 migrants.!
It has also been reported that migrants face physi-

1 See http://mexico.cnn.com/nacional/2011/04/06/autoridades-hallan-una-fosa-con-
cuerpos-en-san-fernando-tamaulipas. Last accessed February 14, 2012.
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cal mistreatment by Mexican immigration authori-
ties (Amnesty International 2010). At any rate and
pending the details of (and probably despite the
best intentions of) the new migration law in Mex-
ico, migrants remain highly vulnerable in countries
of transit (Bustamante 2011; Castillo 2000). Though
it is hard to accurately assess the risk of injury and
death during transit and even the crossing (despite
the statistics shown above), the physical and men-
tal health consequences are real and associated
with the legal vulnerability of migrants, both in the
U.S. and in Mexico.

While the crossing may be the stage in which mi-
grants may be most vulnerable, different sources
of vulnerability by which health can be affected do
take place during the migration process, both in ori-
gin and destinations. Most of our knowledge of the
potential effect in these sources lies in indirect evi-
dence from studies looking at migrants once they
make it to the United States. As such, we first discuss
the findings of these studies while tracing how vari-
ous conditions in migrant origins and destinations
may be contributing to explain this state of affairs.
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Migrant Health upon Arrival: The Hispanic
Health Paradox

Despite the challenges faced at the border and
(as we will see below) during the process of adap-
tation to U.S. society, many aspects of the health
of Latin American migrants in the United States,
particularly of those with shorter durations of
stay, appear more favorable than those of other
race/ethnic groups, including U.S.-born non-His-
panic (NH) whites. As higher socioeconomic sta-
tus (SES) is generally associated with better health
(Adler and Ostrove 1999) and Latin American
migrants, particularly the recently-arrived, have
below-average SES (Jiménez 2011), this phenom-
enon is thus commonly known as the Hispanic
Health Paradox (HHP). The HHP is first and fore-
most apparent in adult mortality (Markides and
Eschbach 2011) and is strongest among immi-
grants (Markides and Eschbach 2005), particularly
those from Mexico, who have consistently lower
mortality than U.S.-born NH whites (e.g. Palloni
and Arias 2004). Singh and Hiatt (2006) estimate
that life expectancy among Hispanic immigrants
in 1999-2001 was 79.0 years for males and 84.1
years for females. Both figures are somewhat
higher than those of U.S.-born NH whites at 74.8
for men and 79.9 years for women.

Scholars have been somewhat skeptical of
these differences, pointing out they may be data
errors related to the underestimation of migrant
status among the deceased and other incongru-
ences when calculating rates based on vital sta-
tistics (Eschbach, Kuo and Goodwin 2006), or to
the disproportional mismatching of immigrants in
mortality estimates coming from continuous sur-
veys matched to the National Death Index (Patel
et al. 2004). Despite the fact that these problems
do lower immigrant mortality estimates, the gen-
eral conclusion from studies assessing the HHP is
that these biases do not entirely explain the im-
migrant mortality advantage (Markides and Esch-
bach 2005, 2011).

Better-than-expected survival must thus derive
from a relatively favorable morbidity and associ-
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ated risk factor profile among migrants. Although
this is certainly not the case for many health con-
ditions, studies have confirmed this notion for sev-
eral health outcomes (see Table 1 below, for a re-
view and meta-study see Cunningham, Ruben and
Narayan 2008). Most notably, the foreign-born ex-
hibit higher freedom from various chronic condi-
tions (Singh and Siahpush 2002), hypertension in
particular (Singh and Siahpush 2002) along with
some types of cancer (Eschbach, Mahnken and
Goodwin 2005). Immigrants also tend to exhibit a
lower prevalence of smoking (Singh and Siahpush
2002) and obesity (Singh and Hiatt 2006).

This isillustrated in Table 1 using estimates from
Singh and Hiatt (2006). Hispanicimmigrants have a
lower prevalence of obesity (15%), smoking (21%),
and hypertension (16%) than U.S.-born non-His-
panic whites at 20%, 31%, and 18% respectively
(see Panel A). These differences are not solely ex-
plained by the less favorable socioeconomic con-
ditions in which migrants live. After controlling for
several socio-demographic and economic factors,
Hispanic immigrants have 48%, 41%, and 32%
lower odds of reporting obesity, smoking, and hy-
pertension than non-Hispanic whites, although
they have 2.6 times higher odds of lacking health
insurance (Panel B).

Thus, immigrants may be resilient to social vul-
nerability, at least upon arrival to the United States
and despite their lack of health insurance cover-
age. However, note that the migrant community in
the United States also experiences several health
problems, many associated with different sources
of social vulnerability. Migrant men tend to experi-
ence higherrisks of HIV infection (Martinez-Donate
et al. 2005), partly related to risky sexual behavior
following family separation, precisely due to their
(solo) migration (Parrado, Flippen and McQuiston
2004). In addition, the prevalence of diabetes is
relatively high in migrant communities (Beard et
al. 2009) as it is in many Latin American countries
(Palloni et al. 2006).

Migrants from Latin America also disproportion-
ately workin dangerous occupations (Orrenius and
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Table 1

Selected Conditions and Measures of Hispanic Health in the U.S.

A. Unadjusted prevalence (%) in 2003 B. Migrant effect for Hispanics™

> U:S.-bqrn U:S.-bo'rn No'n- 0dds Ratio 95% confidence interval
pa Hispanics Hispanic White

Obesity 14.5 19.7 23.0 0.52 0.43 0.62
Smoking 211 30.7 224 0.59 0.47 0.73
Hypertension 15.5 17.7 26.1 0.68 0.54 0.85
Lack Health Insurance 48.7 25.0 1.3 2.60 231 2.93

* Comes from models controlling for age, sex, marital status, family size, place and region of residence, education, employment status, and family income.

Source: Singh and Hiatt (2006).

Zavodny 2009),% resulting in higher rates of work-
related accidents and deaths (Kirschenbaum et al.
2000). For instance, Orrenius and Zavodny (2009)
find that immigrants are more likely to experi-
ence work-related sprains and strains, fractures,
cuts and punctures, bruises, chemical burns, heat
burns, amputations, carpal tunnel syndrome,
tendinitis, multiple traumatic injuries, pain, back
pain, and other injuries than natives (p. 546).
While literacy, schooling levels, and English abil-
ity explained away the differences in many (but
not all) of these rates, some of these are in fact
indicators of inadequate working conditions for
immigrants (for an ethnographic account in the
poultry industry see, for instance, Griffith 2005)

The cumulative effects of repetitive manual
work might explain why old-age disability rates are
not lower among migrants relative to U.S.-born in-
dividuals (Eschbach et al. 2007; Markides and Gerst
2011; Markides et al. 2007). For instance, Markides
and Gerst (2011: Figure 7.2.) estimate age-stan-
dardized disability rates for men older than 65 at
almost 50% for foreign-born Mexicans (slightly
lower for foreign-born Hispanics) in the US., a
number somewhat higher than the 43% for U.S.-
born non-Hispanic whites. As some scholars (Esch-

2 Forinstance, Orrenius and Zavodny (2009: Table 1) find a higher share of immigrants in
industries and occupations with higher fatality rates.
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bach et al. 2007; Markides and Gerst 2011) have
also pointed out, the combination of high old-age
disability rates and relatively high life expectancy
imply an extension of morbid life (e.g., years spent
in disability, Eschbach et al. 2007).

Despite these negative results, the otherwise
relatively advantageous health profile of Latin
American migrants in the United States could be
a result of selection or protection taking place at
the time of emigration or in the United States. We
discuss these in the context of social vulnerability
as they could be alternative explanations of the
existence of an immigrant advantage (e.g., due to
errors or compositional distortions in the data) or
could signal certain forms of resiliency to social
vulnerability both related to the emigration (e.g.,
the reasons why people moved out of their com-
munities in their first place) and directly caused by
it (i.e., by the migrant condition).

Leaving in the First Place: Health Selection in
Emigration

One possibility is that migrant health is advanta-
geous in the U.S. in part due to positive emigra-
tion selection, a set of processes whereby good
health is a direct cause (or, at least, a more indirect
facilitator) of migration. Studies that have tried to
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measure emigration selection by comparing the
health of migrants in the U.S. with that of nonmi-
grants in sending countries have found evidence
consistent with a moderate degree of positive em-
igration selection (Barquera et al. 2008; Crimmins
et al. 2005; Riosmena, Palloni and Wong Forth-
coming-b; Rubalcava et al. 2008). For instance, Ri-
osmena et al. (Forthcoming-b) find that Mexican
older adults with prior U.S. experience (living in
either the U.S. or Mexico at the time of the survey)
have 35% and 64% lower odds of hypertension
and reporting poor/fair global health respective-
ly than individuals living in Mexico with no prior
U.S. experience. However, Rubalcava et al. (2008)
find more modest differences between individuals
ages 15-29 migrating to the U.S. between survey
waves and nonmigrants in several health indicators
measured at baseline, leading them to conclude
that their study finds “generally weak support for
the healthy migrant hypothesis” (p. 81). As such,
while migrants do tend to be healthier than non-
migrants that remained in sending communities,
these differences are not very large and, thus, may
not explain the full immigrant health advantage in
the United States (also see Discussion in Riosmena
et al. Forthcoming-b).

These findings suggest that migrants may be
slightly more resilient or less exposed to the types
of vulnerability affecting nonmigrants in sending
areas (and as migration is not necessarily associ-
ated with higher poverty per se, Massey and Espi-
nosa 1997) and may bring some questions to the
notion that migrants are vulnerable subjects. How-
ever, as emigration selection is moderate and, as
explained in more detail below, the immigrant ad-
vantage seems to wane throughout the migrant’s
tenure in the United States, we do not think this
paradoxical series of results contravene a large
body of evidence documenting some of the so-
cial vulnerability resulting from a migrant in both
transit (e.g., Castillo 2000) and destination (e.g.,
Menijivar 2006), or its health consequences. Rath-
er, it qualifies this notion by suggesting that the
composition of immigrants may help them be a
bit resilient to some of these forms of vulnerability
(or less vulnerable in some ways). As also detailed
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below when discussing sociocultural protection
factors, the migrant community may contain forms
of resiliency that help explain these results. Before
that, however, we explain how (return) selection
could be altering the composition of migrants in
the United States and explain part of the observed
immigrant advantage.

The “Salmon Bias”: The Return Migration of
the Unhealthy?

Whether or not there is health selection in emigra-
tion, the immigrant advantage could be partially
explained by negative health selection in return
migration, better known as the “salmon bias." The
salmon bias is a statistical artifact that overstates
the health of a particular immigrant cohort when
researchers observe only those remaining in the
host country as is the case of the vast majority of
HHP studies. Studies directly testing for the salm-
on bias have generally found a moderate degree of
return migration selection for older adults (Palloni
and Arias 2004; Riosmena et al. Forthcoming-b;
Turra and Elo 2008). For instance, in their study of
older adult men, Riosmena et al. (Forthcoming-b)
find that return migrants (with less than 15 years
of U.S. experience) have 83%, 125%, and 472%
higher odds of reporting hypertension, current
smoking, and poor/fair global health (respective-
ly) than individuals remaining in the U.S., though
they are not unhealthier in terms, for instance, of
diabetes or obesity.

Although some of the differences in health out-
comes between return migrants and immigrants liv-
ing in the U.S. found by Riosmena and colleagues are
large, they also show that the salmon bias does not
explain the immigrant health advantage in condi-
tions such as hypertension and obesity. Further,
they find that adjusting for return migration selec-
tion increases the immigrant health disadvantage
in smoking and self-rated health (Riosmena et al.
Forthcoming-b: Table 1), suggesting the salmon
bias is overall moderate, as also suggested in mor-
tality studies (Abraido-Lanza et al. 1999; Hummer
et al. 2007; Turra and Elo 2008).
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Even though the health disadvantage of re-
turn migrants is not too large and may indicate,
prima facie, a statistical distortion more than a
substantive explanation for the health advan-
tage of immigrants in the United States, return
migrants could be more vulnerable upon return
than they were before leaving the sending com-
munity. At the very least, the slightly negative
selection of individuals returning could signify
challenges for health and health care provision
in sending communities.

However, return migrants do not seem to be
consistently unhealthy when compared to non-
migrants in the communities they return to (Crim-
mins et al. 2005: Table 4). As we discuss below,
return migration and other exchanges associated
with U.S. migration (e.g., remittances) might fur-
ther change community health in sending areas
for both good and worse. Before turning to this
in the context of sources of vulnerability in send-
ing areas, we discuss how likely it is that migrant
health changes throughout the process of incor-
poration to U.S. society and identify some of the
main sources of migrant vulnerability in the U.S.

The Health of Migrants in the United States:
Initial Sociocultural Protection?

Sociocultural protective factors, originating either
Palloni and Morenoff 2001) or origin (Landale et
al. 2000) in the host (Landale, Oropesa and Gor-
man 2000; country, could also be enabling Latin
American migrants to cope better with daily life
and promoting better health, thus contributing
to their relatively favorable health in the United
States and proving a source of resiliency to oth-
er forms of migrant vulnerability, sketched in a
separate section below. Migrant networks, which
tend to be instrumental in facilitating migration
(Curran and Rivero-Fuentes 2003) and adapta-
tion to the new setting (Munshi 2003) could also
be providing support and protection to migrants
beyond what the average nonmigrant gets. This
support would then allow migrants to have more
favorable health outcomes or behaviors in the U.S.
compared to their pre-migration health.
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As support networks may be clustered in space
(e.g., operate in neighborhoods and communi-
ties), protection processes would likely be ap-
parent when looking at spatial patterns of health
among migrants, favoring those living in more
tightly-knit neighborhoods and communities.
Consistent with this notion, several studies have
found better health outcomes among Latinos liv-
ing in neighborhoods with higher concentrations
of co-ethnics compared to those living elsewhere.
Latino neighborhood concentration/segregation
is negatively associated with mortality (Eschbach
et al. 2004), cancer (Eschbach et al. 2005), depres-
sive symptoms (Ostir et al. 2003), and self-rated
health (but see Mulvaney-Day, Alegria and Srib-
ney 2007; Patel et al. 2003). This is further seen as
evidence of protection among the ethnic com-
munity given that people living in these neigh-
borhoods have lower average socioeconomic
status and relatively poor amenities and, as such,
are expected to have worse health outcomes (e.g.,
Lee and Ferraro 2007).

However, these studies do not provide direct
evidence of protection among the foreign-born
as they did not distinguish if the so-called bar-
rio effect was beneficial in the same way for im-
migrants and the U.S.-born. The evidence from
studies that have made this distinction or that
have looked exclusively at foreign-born Latinos is
mixed (compare Cagney, Browning and Wallace
2007; Lee and Ferraro 2007), though studies test-
ing for protection in other ways find some sup-
port for this idea among immigrant populations
(Landale et al. 2000; Teitler, Hutto and Reichman
2012) (but see Riosmena et al. Forthcoming-b).
Given that studies looking at both U.S.-born
Hispanics seem overall more supportive of so-
cio-cultural protection and one that examined
U.S.- and foreign-born groups separately found
more support for the U.S.-born (Lee and Ferraro
2007), we tentatively conclude that the ethnic
community may be protecting U.S.-born Latinos
more extensively than it protects migrants for
some reason. However, more research is needed
to fully evaluate this statement and understand
these differences.
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Health Trajectories of Migrants in the
United States: Negative Acculturation and
Cumulative Disadvantage

While the extent of sociocultural protection is
not yet fully clear, immigrants do become more
vulnerable in some ways over time spent in the
United States and with increasing acculturation.
Despite the average immigrant health advantage
discussed above, the health of Latin American im-
migrants also seems to worsen with their increas-
ing experience in the United States and, more spe-
cifically, with measures indicating an increasing
adaptation to the prevalent values, customs, and
behaviors of the host society, a process labeled ac-
culturation. Duration and acculturation measures
are positively correlated with lower consumption
of fruit, vegetables, and fiber, and with other sorts of
dietary changes generally regarded as unfavor-
able (Akresh 2007). Most likely as a result of these
changes, these measures are also associated with
higher body mass and obesity levels (Abraido-
Lanza, Chao and Flérez 2005; Akresh 2007). Smok-
ing prevalence and alcohol use (Abraido-Lanza et
al. 2005; Lopez-Gonzalez, Aravena and Hummer
2005) also rise with duration in the United States,
as do disability rates (Singh and Miller 2004; Singh
and Siahpush 2002), chronic disease prevalence
(Gorman and Read 2006; Singh and Miller 2004;
Singh and Siahpush 2002), and mortality (Angel
et al. 2010; Coldén-Lépez et al. 2009; Riosmena et
al.2011).2

Given that many of these studies use accultura-
tion scales to measure the degree of immigrant
“exposure” to U.S. society, these results overall are
known as the Negative Acculturation hypothesis
(Lara et al. 2005). These findings are paradoxical
given that migrants come to the U.S. in the first
place to improve their standards of living and
those of their offspring, and that culturally “assim-
ilating” into the mainstream should be a signal of

3 However, note that the association between acculturation and health is not uniformly
negative. For example, it is positively associated with exercise and other measures of
leisure time physical activity among foreign-born persons (Abraido-Lanza et al. 2005).
Similarly, Latinos with higher acculturation scores have a lower likelihood of exhibiting
depressive symptoms than their counterparts with lower scores (Gonzalez, Haan and
Hinton 2001; Mikolajczyk et al. 2007).
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the blurring of racial and ethnic boundaries (Alba
and Nee 2003) that, in turn, should be accompa-
nied by favorable structural changes (Rumbaut
1997).

Yet, a simple negative acculturation story
would imply that the adoption of negative health
behaviors by immigrants, interpreted by some as
the (sole) result of individuals choices (as opposed
to the result of choices made in the context of
structural constraints potentially resulting from
social vulnerability), translates into worse chronic
health and higher mortality. Although this is in-
deed a likely pathway that could partially explain
the negative association between exposure/ac-
culturation measures and chronic health condi-
tions, it is also likely that both acculturation and
duration of stay measures are proxies for a more
general kind of exposure to unfavorable living and
working conditions, which may negatively impact
chronic health (Abraido-Lanza et al. 2006).

As mentioned above when discussing out-
comes where immigrants do not have a health
advantage in the United States, these exposures
may accumulate through life and affect health,
disability, and survival. As such, it is relevant to
consider how different sources of vulnerability as-
sociated with being a migrant or that are higher
among migrants may increase their exposure
to risks carrying significant physical and mental
health consequences and hinder their access to
systematic, timely, quality health care (Derose et
al. 2007).

Main sources of migrant
vulnerability in host and sending
country

Thus far, we have provided a mixed picture of the
health status of migrants throughout the process
of getting to, returning from, and adapting to life
in the United States: migrants are highly vulner-
able in terms of health during the undocumented
crossing; after arriving in somewhat good health
in some indicators due to the combination of
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(modest) emigration and return selection migra-
tion processes (as well as data errors and, perhaps,
a moderate degree of sociocultural protection),
the (cumulative) results of their social vulnerabili-
ty seem to show with increasing experience in the
United States, as indicated by the worse health
outcomes of more experienced immigrants. While
migrant vulnerability during the crossing is clear-
ly rooted in the lack of legal status in transit and
destination countries, there are different ways in
which legal and socioeconomic status act as the
main sources of vulnerability migrants face in
the United States. In addition to discussing these
next, we also underscore that the act of migration
might not only be accompanied by the creation of
new sources of vulnerability (and the elimination
of others) for migrants themselves, but that the
translocal exchanges associated with U.S. migra-
tion might also increase or reduce these kinds of
vulnerability for nonmigrants in sending areas.

Sources of Migrant Vulnerability in the
United States

Socioeconomic and legal status are the two main
sources of vulnerability affecting how migrant
health changes with increasing experience to U.S.
society. Latin American migrants have relatively
low socioeconomic position relative to other race/
ethnic groups in measures such as schooling, oc-
cupational prestige, income, poverty status, and
home ownership (Jiménez 2011). Although this
situation tends to be better for people who ar-
rived to the United States at younger ages, it is
only substantial in measures of more extreme
poverty (Myers, Gao and Emeka 2009: Figure 1).

Part of the socioeconomic disadvantage of mi-
grants is of course related to the low human and
financial capital they come with from the sending
country as well as lower schooling levels in many
of these areas relative to the U.S. (and despite the
fact that migrants tend to be positively selected
in terms of schooling, Feliciano 2005). Yet, legal
status further exacerbates this disadvantage by
exerting a penalty on wages even among people
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with similar schooling levels and occupations
(Hall, Greenman and Farkas 2010; Mukhopadhyay
and Oxborrow 2012). Forinstance, Hall etal. (2010)
find wage penalties of 17% and 9% for undocu-
mented Mexican immigrant men and women (re-
spectively) when compared to their Mexican legal
immigrant peers. Further, Mukhopadhyay and Ox-
borrow (2012) find that the acquisition of a green
card (among employer-sponsored immigrants)
leads to a wage gain of almost USD$12,000 rela-
tive to legal migrants with temporary worker vi-
sas, suggesting that the lack of freedom to change
jobs among legal migrants has a penalty. Further,
it suggests that the situation of those with tempo-
rary forms of legal status (particularly those tied
to a particular employer) is not necessarily more
advantageous than for those with no documen-
tation (see also Donato, Stainback and Bankston
2005).

The lack of (permanent) legal status also makes
other forms of socioeconomic achievement much
more costly or difficult.* Most notably, legal sta-
tus clearly structures the types of jobs migrants
have access to, regardless of their skill or school-
ing levels (Akresh 2006). It also makes their access
to college extremely costly in most U.S. states (as
undocumented migrants are not eligible to in-
state tuition or any publicly-funded educational
grants),’ and makes investment in financial insti-
tutions and homeownership hard or impossible.
As such, legal status compounds the typical so-
cioeconomic disadvantage that immigrants may
have due to the capital they bring with them.

4 While the lack of legal immigration pathways under the auspices of political, family, or
job-related provisions of U.S. immigration law may deter some individuals from emi-
grating, many still cross without documents responding to incentives in both sending
and destination areas (Massey and Riosmena 2010). Although it is beyond the scope of
this paper to discuss the reasons why people migrate without documents, suffice to say
“push” factors in sending countries are not the only factors that explain why people
venture into the dangers and stress of crossing and living without documents: labor
demand has a very important role as well (Hanson 2009).

5 The deferred action program recently announced by the Obama administration, aimed
toallow young undocumented migrants who can prove they were brought to the U.S. by
their parents to (temporarily) avoid deportation and be given temporary work/residen-
ce permission, may change this situation considerably. However, as of this writing, the
program has not been implemented in any substantial way that would allow us to fully
consider its potential benefits.
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The combination of low socioeconomic position
and inexistent/gray legal statuses affect migrant
health in two fundamental ways. First, it overly ex-
poses migrants to different sorts of health risks. As
mentioned in the outset, Latin American migrants
are more likely to work in dangerous occupations
(Orrenius and Zavodny 2009). Their apparent lack
of labor protection®also makes both undocument-
ed and some types of documented workers more
vulnerable to experience worse working condi-
tions and dangerous workplaces (e.g., Donato et
al. 2005; Griffith 2005). The occupational compo-
sition and poorer working conditions of migrants
seem to translate into higher rates of work-related
accidents (Kirschenbaum et al. 2000). Eventually,
the cumulative effects of repetitive manual work
in general and these kinds of experience in par-
ticular might be a conduit of the higher old-age
disability rates among migrants relative to U.S.-
born individuals (Eschbach et al. 2007).

Low socioeconomic and legal position also hin-
ders systematic, timely access to quality health
care. Immigrants to the U.S. consistently report
lower levels of health insurance coverage and less
access to regular sources of care than other seg-
ments of the U.S. population (Derose et al. 2009;
Singh and Hiatt 2006). Hispanics in particular re-
port some of the lowest rates of coverage and the
trend appears to have worsened in recent years
(Rutledge and McLaughlin 2008). They lack pri-
vate health insurance because they are typically
employed in agricultural, manual labor, and other
low-wage jobs which do not pay enough to pur-
chase insurance. Also these jobs frequently do not
offer employer-sponsored insurance or other ben-
efits (Carrasquillo, Carrasquillo and Shea 2000).
This is further exacerbated when immigrants also
lack legal status (Chavez, Flores and Lopezgarza
1992) as access to publicly-funded options (Medi-
care for over age 65, Medicaid/SCHIP for low-in-
come families and children) are also restricted by
immigration status: only U.S. citizens and immi-

6 Undocumented immigrants are indeed entitled to many work protections, but they
have no clear way to enforce them in the legal system without risking getting caught by
immigration authorities, so many do not come forward when employers abuse them or
provide them with subpar working conditions.
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grants who have been legal permanent residents
for at least 5 years are eligible for these benefits.

Public and private insurance are-important en-
abling factors of timely access to quality care. Yet
as a result of difficulty accessing services, immi-
grants are less likely to report using health screen-
ing tests (Echeverria and Carrasquillo 2006). Lower
access to health care and screening, in turn, can
have serious health consequences if problems are
detected late (or never) and by the severe limits
to disease treatment faced by migrants related
to their lack of access to health insurance (e.g.
Pagan, Puig and Soldo 2007). Note, however, that
even when insured and eligible for programs, mi-
grants use fewer services and have lower medical
expenses than US-born individuals (Ku 2009), in-
dicating that they may still face other cultural or
linguistic barriers to care (Pérez-Escamilla 2010).
Although access and utilization of services im-
proves over time spent in the U.S. (Akresh 2009;
Angel, Angel and Markides 2002) and there is a
patchwork of health services through which mi-
grant workers may have access to basic screening
(e.g. Diaz-Perez, Farley and Cabanis 2004), health
care access is still very much a challenge and
source of migrant vulnerability even when com-
pared to the (less than ideal) health care access of
people in sending communities in Mexico (Wong,
Diaz and Higgins 2006).

Sources of Migrant Vulnerability in the
Sending Country:

As mentioned above, the health status of return
migrants, particularly older adults, seems to be
slightly poorer than that of people (of similar lev-
els of U.S. experience) remaining in the United
States (Riosmena et al. Forthcoming-b; Turra and
Elo 2008), which can be taken as an indication that
their health status may have worsened through-
out their time in the United States, or that many
migrants may return due to sickness in old age.
Either way, migration may not only exacerbate
health vulnerability (through these negative ac-
culturation changes), but also through migrants’
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lack of health insurance eligibility upon return.
Although this situation has seemingly improved
with the establishment of programs such as the Se-
guro Popular in Mexico and that, in theory, elderly
return migrants are eligible to enroll, Riosmena et
al. (2012) show that the coverage of Seguro Popular
is lower for recent return migrants in places other
than metropolitan areas, especially in rural areas.

Voluntary and forced return may also be creat-
ing new forms of vulnerability in transit and send-
ing areas, in particular in recent years as the num-
ber of deportations has increased dramatically,
averaging well more than a quarter million per
year during the last decade and reaching almost
400,000 in 2009 (DHS 2011: Table 36). A recent
study by Giorguli and Gutiérrez (Forthcoming)
using the 2010 Mexican census finds an increase
in return migration in the 2005-2009 period with
a disproportionate number of return migrants
located in northern border cities. These figures,
along with journalistic reports, suggest that many
deported migrants originally from the Mexican
interior are staying in border cities (and migrant
shelters in particular)’, potentially biding their
time before eventually re-attempting to cross, or
to remain closer to their relatives still living in the
United States (particularly, those with legal doc-
uments living in border states and who may be
able to visit the deportee on the Mexican side).
Whether or not this brings additional health chal-
lenges for these folks per se, their situation is cer-
tainly unstable and vulnerable, for instance, when
encountering local police.

More clearly, the large number of deportations
of both undocumented and otherwise legal mi-
grants (found to be guilty of aggravated felonies)
have certainly represented very pressing health
challenges in some sending areas. Undocument-
ed and legal immigrant youths from several Latin
American countries (particularly, El Salvador, Hon-
duras, and Guatemala), many with prior or current
gang membership in the United States (especially

7 Forinstance, see http://www.gatopardo.com/ReportajesGP.php?R=130. Last accessed
July9,2012.
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to the MS-13 and M-18 gangs in the Los Angeles
area), oftentimes find themselves not only deport-
ed to a country they barely know or remember, but
to neighborhoods dominated by people belong-
ing to rival gangs as deportation remaps the rela-
tively well-ordered gang geography of their cities
of former residence in perverse ways, increasing
the death toll (De Cesare 2003; Ribando 2005)
and incarceration of a nontrivial share of these
youths (Zilberg 2004).2 As a consequence of this
remapping, the few opportunities available for
at-risk youth, their schooling/trade deficiencies,
and the inflexible and inadequate response of lo-
cal and national governments (Hagendorn 2008),
migration has exacerbated certain kinds of social
vulnerability in countries of origin, particularly
among those unfortunate to end up in enemy ter-
ritory by an accident of geography.

As mentioned in the outset, international mi-
gration may be an initial response to certain types
of economic or social vulnerability among groups
and individuals. The lack of access to services, po-
tentially including health, and social security at
large may be an additional motivation for people
to go to the United States (Sana and Massey 2000).
The confluence of a relative’s poor health status
and lack of access to services could further be mo-
tivating other family members to migrate (though
this is not one of the main reasons for migration).
Additionally, the types of market failure associ-
ated with emigration according to the New Eco-
nomics of Labor Migration perspective (Massey
et al. 1993) could be precisely understood as re-
sponses to certain forms of vulnerability (e.g., lack
of access to appropriate crop insurance). Likewise,
the typical dislocation of local livelihoods associ-
ated with economic development processes (e.qg.,
capital penetration, increased efficiencies in pro-
duction, etc.) associated with Historical-Structural
and World Systems Theories (Massey et al. 1993)
may also suggest migration is due to increased
vulnerability of different sorts.

8 Seealso http://siteresources.worldbank.org/INTLAC/Resources/FINAL_VOLUME_|_
ENGLISH_CrimeAndViolence.pdf. Last accessed July 9, 2012.
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Migration and the Health-related
Vulnerability of the Left Behind

Translocal ties originating from international migra-
tion processes transform sending areas in profound
ways (e.g., Levitt 1998). Health is no exception, and the
effects of migration seem to be both positive and
negative not only for return migrants (as discussed
above) but for nonmigrants as well. Circular migra-
tion following vulnerability in the U.S. is a vehicle
of STD transmission (particularly HIV) into migrant-
sending communities (Bronfman, Sejenovich and
Uribe 1998). The stress associated with the migra-
tion of relatives seems to take a toll in those left
behind, who have to assume more responsibilities
during the migrant’s absence, including becoming
the primary breadwinner of the household for at
least some time (e.g., Aysa and Massey 2004). This
stress may take a toll in terms of depressive symp-
toms (Salgado de Snyder 1994).

Yet, the goal of migration is to improve the lives of
those left behind, and it does in some ways. Several
studies have demonstrated that remittance receipt
and/or migration experience at the household and
community scales are significantly associated with
lower odds of low birth weight and infant mortal-
ity in Mexico (Frank 2005; Frank and Hummer 2002;
Hamilton, Villarreal and Hummer 2009; Hildebrandt
etal. 2005; Kana'iaupuniand Donato 1999; McKenzie
2006). However, these findings seem to be a result of
the fact that these translocal exchanges (remittan-
ces, in particular) are accelerating the nutrition transi-
tionin sending areas. The nutrition transition refers to
an increased availability of high fatty and processed
foods and altered home cooking practices (Popkin
2001). While these changes translate into significant
weight gains (beneficial for children in this context),
they may eventually also imply unfavorable weight
gains in more recent times, as suggested by studies
finding that migration-related processes are associ-
ated with higher child/adolescent (Creighton et al.
2011) and adult obesity (Riosmena et al. Forthcom-
ing-a) among the left behind in sending areas. As
such, migration may be having other roles and unin-
tended collateral consequences migrant communi-
ties and policymakers need to be aware of.
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Conclusions

We have provided a brief overview of potential
health-related vulnerability and resistance through-
out various phases of the migration process. Many
studies have shown that migrants are indeed vulner-
able subjects in various dimension and that this vul-
nerability may have serious health consequences. In
our view, the main sources of migrant vulnerability
are legal and socioeconomic status, which hinder
systematic, timely access to quality health insurance
and health care. Upon return to their places of origin,
migrants also face several barriers to access good
health care, some related to their migrant status, and
some also possibly motivating their emigration in
the first place. Moreover, although migration re-
duces the (health) vulnerability of people in send-
ing communities in various ways, it can also exacer-
bate it in others.

We have also shown that the health status of mi-
grants is not always problematic or inferior to that, for
instance, of people with better legal and socioeco-
nomic standing in the United States. This may be evi-
dence of migrant resiliency to existing vulnerability,
both originating in the sending area (and by the se-
lectivity of migration) and, potentially, in the destina-
tion area thanks to the strength of migrant networks
in providing shelter and protection for migrants. The
large variation in the health status of migrants (and
nonmigrants), along with the types of data and sta-
tistical artifacts that these indicators are subject to,
before, during, and after the migration process sum-
marized here should be taken into consideration
when designing studies of migrant health.

While the diagnosis provided here is not com-
pletely pessimistic, we have also shown a large body
of evidence indicating that this resiliency indeed
seems to wear out during the process of adapting
to the United States. In our view, this is most likely
the result of the accumulation of different types of
disadvantage generally related to the low socioeco-
nomic position and lack of legal status of migrants,
which disproportionately expose them to health
hazards and makes them oftentimes ineligible to
be covered by the social safety net.
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This has implications forimmigration, health, and
social development policy in sending countries and
the United States. In sending countries, short of pro-
viding better economic opportunities for individu-
als (especially in the formal economy, which covers
a more complete array of health services), public
spending on health for the uninsured should help
prevent the aforementioned health problems asso-
ciated with the migration process. Despite the lower
coverage of (older) return migrant adults (Rios-
mena et al. 2012), the establishment and expansion
of the Seguro Popular in Mexico in 2007 is a step in
the right direction. However, inter-state portabil-
ity is still a challenge, which may affect migrants
in transit to the United States, not to mention non-
Mexican migrants doing the trek north.’ Although
there have been recent efforts to expedite the affili-
ation process of migrants abroad by allowing them
to register for this type of insurance in Consulates,™
this only covers them upon their return to Mexican
territory. Yet, this coverage does not start in the
sending community but can (in theory) take placein
the border region, where migrants can also obtain
certain forms of services covered by Seguro Popular
while deciding if they will stay at the border, go to
their communities of origin, or back to the U.S."

This is one of the many efforts of the Mexican
government to reach out to the migrant commu-
nity. In terms of health, there are two main efforts
involving several agencies and spearheaded by the
Instituto de los Mexicanos en el Exterior. First, the Bi-
national Health Week (taking place every October
since 2001) has been an attempt to promote aware-
ness on health issues affecting migrants by bring-
ing together policymakers with community health
workers and academics. Second, the Ventanillas
de Salud are posts manned by local NGOs to raise
health awareness among the immigrant commu-
nity visiting the different Mexican consulates (La-

9  Even if portability issues were fixed, this insurance would of course otherwise only
cover Mexican nationals or legal residents of Mexico with prior affiliation to this form
of insurance.

10 http://www.seguro-popular.salud.gob.mx/index.php?option=com_content&
view=article&id=133:preafiliacion-al-sequro-popular-para-migrantes-y-sus-
familias&catid=5:comunicados&Itemid=162. Last accessed July 8, 2012.

11 http://www.oem.com.mx/elsoldetijuana/notas/n2161050.htm Last accessed February
14,2012.
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glagaron 2010). Yet, again, the services provided in
the Ventanillas are still pretty basic and provided
by local NGOs of the sort previously described. As
such, these initiatives are only but a good start to a
much larger issue.

In the United States, as mentioned above, lack
of longstanding permanent residence can severe-
ly hinder the ability of many migrants to receive
health care, especially of those who may be in most
dire need of it given their low socioeconomic posi-
tion (also a partial result of their legal status). While
it would be of course ideal that all migrants had ac-
cess to Medicaid and to health insurance through
the health exchanges that will be established as
part of the most recent health reform overhaul, the
Patient Protection and Affordable Care Act (ACA) of
2010, which explicitly excluded the 11 million un-
documented migrants in the country, 85% of whom
hail from Latin America (Passel and Cohn 2009).

Legal migrants may also have access problems,
especially if they decide to return to their country
of origin after a life of work in the United States. Al-
though social security checks can be received and
cashed abroad, Medicare access is not portable for
return migrants or U.S.-born retirees living over-
seas (Warner 2011). Clearly, making Medicare por-
table would provide an initial solution to the health
problems and insufficient coverage of a population
with rights of access to more comprehensive, better
quality health services.

In sum, both the U.S. and sending country gov-
ernments should seek to provide expanded health
services to the populations they respectively (may)
have a legal mandate to serve whether or not they
are inside their territory. Currently, to the best of
our knowledge, the only Binational public health
insurance program available from either side is
one offered by Mexican authorities to cover le-
gal migrants with work contracts shorter than six
months. Yet, barring any unlikely advance in com-
prehensive immigration reform or any amend-
ments to the ACA in the United States, the more
realistic solution then seems to continue finding
mixed programs in which most levels of attention

27




are given in the United States while catastrophic
events could be covered in the sending country
(see also Pardinas 2008: p. 25).
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