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The health of returned migrants: Mexico and Colombia in comparative perspective 

 

Introduction 

International migration is a defining feature of the era of globalization in which we live and it is 

an important phenomenon in Latin America and the Caribbean. Indeed, over the past fifteen years, this 

region has changed its historical position from a net migrant-receiving region to one of the leading 

immigrant sending areas of the world (Donato et al., 2010). In 2000 it was estimated that just over 20 

million people from Latin American and the Caribbean lived outside their country of birth; this is 

equivalent to nearly 10 percent of all international migrants in the world (Pizarro & Villa, 2005). While 

the health of Latin American immigrants in destination countries has been well studied, relatively less is 

known about the health of these migrants when they return to their communities of origin.  

Colombia and Mexico make for two interesting case studies on returned migrant health. Mexico 

is the main migrant sending country in Latin America, with a long and rich history of migration to the 

U.S. Recently called one of the “largest mass migrations in modern history” (Pew Hispanic Center, 2011), 

Mexican migration has had considerable social and economic impacts for communities both in the U.S. 

and in Mexico. Much can be learned from this significant, but in many ways unique, flow of migrants.  

Colombia presents a counter-balance.  Like migration flows from other Latin American countries, 

Colombian migration flows are more diversified, in that they occur to the U.S., but also to Europe, and 

other Latin American countries. In constrast to other countries in the region, however, Colombian 

migration is marked by a high degree of forced migration and displacement due to civil conflict.  

In some aspects, Mexican and Colombian migration share commonalities. For example, the U.S. 

is the main destination country for Mexican and Colombian migrants (OIM Colombia, 2008; CONAPO, 

2011). One important difference between Mexican and Colombian migration is that, over the course of 

the last decades, Mexican migration has become increasingly undocumented. This has the potential to 

influence the health of migrants (and thus, returned migrants). Undocumented status may be damaging to 

health, not only with regard to emotional and psychiatric health, but also other health outcomes, given the 

limited access to health care for the undocumented in the U.S. Although there is undocumented migration 

from Colombia, it is not of the same magnitude as Mexico.  

I aim to do three things in this paper. First I assess differences in adult health status between 

returned migrants and non-migrants in Mexico and Colombia. However, in order to compare the adult 

health of returned migrants and non-migrants in these two countries it is also necessary to address the 

potential health selectivity of returned migrants by assessing the early life (pre-migration) health profiles 

of the returned migrants compared with the non-migrants in each country. A final aspect I will consider is 

whether the health of Mexican returned migrants differs from the health of Colombian returned migrants. 

Because these two groups of migrants likely differ in their documentation status during their last 

migration, I will control for documentation status to evaluate differences in their health status net of 
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documentation status during their last migration trip. Differences between these two groups may reflect 

differences in their profiles and in their migration experiences.   

 

Data and Methods 

I use recently gathered data from the Mexican Migration Project (MMP) and the Latin American 

Migration Project (LAMP) to address these questions. The MMP is a collaborative research project based 

at Princeton University and the University of Guadalajara. The MMP incorporates techniques of 

ethnographic fieldwork with representative survey sampling to collect cross-sectional data in Mexican 

communities and migrant-receiving communities in the U.S. (MMP, 2011). It is based on a purposive, 

representative sample of communities in the main migrant-sending and migrant-receiving regions. 

Comparisons between the MMP and a representative Mexican national survey, the National Survey of 

Population Dynamics, reveal that the MMP provides an accurate profile of the characteristics and 

experiences of Mexican migrants to the U.S. (Massey & Zenteno, 2000). The LAMP is a 

multidisciplinary research effort between investigators in various countries in Latin America and the 

United States, also based at Princeton University and the University of Guadalajara (LAMP, 2012).  In 

Colombia, data collection efforts are made possible through an association between the LAMP, the Red 

de Universidades Públicas del Eje Cafetero-Alma Mater, the Fundación Esperanza, and the Pontificia 

Universidad Javeriana. 

Community samples in MMP consist of 150-200 households selected randomly from a census of 

each community. The 20 communities contained in this analysis are located in five Mexican states: 

Morelos, Michoacán, Jalisco, Yucatán, and Veracruz. Some of these states are considered to be traditional 

migrant sending states (for example, Michoacán), whereas others have only more recently joined U.S. 

migration flows (for example, Yucatán). The MMP data used in this analysis were gathered between 2007 

and 2011. The Colombian data were gathered between 2008 and 20011 in 11 communities located in the 

departments of Cundinamarca, Caldas, Risaralda and Quindio. In each of these communities 200 

households were interviewed.   

For both surveys, data are collected via interview on social, economic, and demographic 

characteristics of the head of household and other household members. Information is also gathered on 

whether the head of household has migration experience. Comparability across these two surveys is made 

possible by the fact that the two data sets share the same methodology. To the extent possible, sampling 

strategies, questionnaire design, interviewing, and fieldwork in the LAMP were structured to be the same 

as in the MMP (Donato et al., 2010).  

Because few female household heads in the Mexican sample have migration experience to the 

U.S., the analysis focuses on men only. The final analytic sample from Mexico comprises 2,974 male 

heads of household and the Colombian sample comprises 1,223 male heads of household.  

http://www.redalmamater.edu.co/
http://www.redalmamater.edu.co/
http://www.fundacionesperanza.org.co/
http://www..javeriana.edu.co/
http://www..javeriana.edu.co/
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Measures 

Migration 

A variable in each of the surveys counts how many migration trips the head of household made to 

the U.S. (in the Mexican data) and abroad more generally (in the Colombian data). In both, a migration 

trip is defined as a visit that involves work, an active job search, or a reasonably stable residency. Short 

visits to family or friends and vacations are not considered trips. Migration experience is coded as a 

binary variable, defined as having made a migration trip after the age of 14 to exclude individuals who 

migrated with their parents as children. Thus “returned migrants” are those in the sample that have 

previous migration experience but are in Mexico or Colombia at the time of survey.  

 

Health 

All health measures in these two surveys, including anthropometric measures, are self-reported. 

Respondents are asked about current and ever smoking, their height and weight, and whether they have 

suffered from the following diseases and conditions: hypertension, diabetes/elevated blood sugar, heart 

attack or other heart problems, and emotional/psychiatric disorders. Using the anthropometric data I 

calculate BMI as weight in kilograms divided by height in meters squared in order to assess the 

prevalence of obesity in the sample. Obesity is defined as BMI > 30. Respondents are also asked to rate 

their health at the time of survey and their health at the age of 14. These four-point scales comprise poor, 

fair, good, and excellent.  

Retrospective self-reports of health at the age of 14 and adult height are used as proxies for early 

life health. Adult height is at least partially determined by early life nutritional and health environments 

(Case & Paxson, 2010), so it approximates a measure of pre-migration health. Adult health status is 

operationalized as the presence of six diseases or health conditions (hypertension, diabetes, heart disease, 

emotional/psychiatric disorders, ever smoking, and obesity) and SRH at the time of survey.  I create a 

dichotomous variable to reflect whether a respondent rates his health at the time of survey as excellent or 

good.  

 

Demographic and socioeconomic characteristics 

Age and marital status are included in the analyses as demographic controls. Age is analyzed as a 

linear variable (but including a quadratic term to test for non-linearities) and marital status as a binary 

variable based on whether the respondent is married or in a consensual union at the time of survey. 

Because additional early life socioeconomic status (SES) variables are not available in MMP or LAMP, I 

follow Crimmins et al. (2005) and use the respondent’s education to reflect early life SES. Current SES is 

measured by household assets (Filmer & Pritchett, 2001). An index of household assets is constructed 

using factor analysis based on the ownership of 10 items: stove, refrigerator, washing machine, sewing 
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machine, stereo, television, phone, internet, computer, and cellular phone (Cronbach’s alpha = 0.73).  The 

scale ranges from 0 to 1 with higher values reflecting more asset ownership.  Because the distribution of 

the asset scale is trimodal, I coded it into terciles (low/medium/high).  Years of completed schooling are 

also included in the models as a control for current SES. Rural versus urban residence is also included in 

the models. Metropolitan and small urban areas are categorized as urban, while towns and villages are 

classified as rural.  

 

Analytical strategy 

This analysis proceeds in four stages. After describing the characteristics of the sample, I explore 

whether early life health (as reflected in adult height and self-rated health at age 14) predicts having 

migration experience in Mexico and in Colombia. This is important in order to address the possibility that 

returned migrants and non-migrants have different initial health endowments. I next compare the adult 

health of returned migrants to the adult health of non-migrants in the two separate countries. A final step 

is to compare the adult health of the Mexican returned migrants to the health of the Colombian returned 

migrants. 

 

Results 

The migration and socioeconomic characteristics of the sample disaggregated by country are 

presented in Table 1. We see that migration is over two times more common in the Mexican sub-sample 

than in the Colombian sub-sample. Among returned migrants, Mexican returned migrants make more 

trips, but stay abroad for a shorter period of time compared with Colombian returned migrants. Relative to 

Colombian returned migrants, Mexican returned migrants made their first migration trip at a younger age 

and they are over four times more likely to have been undocumented during their last migration trip.  On 

average the Columbian males in the sample are of higher socioeconomic status than the Mexican males in 

the sample: they have achieved more years of schooling and they own more assets.  
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Table 1. Migration and socioeconomic for Mexican and Colombian males [N=4,197] 

 

 Mexican 

sub-sample 

Colombian 

sub-sample 

p-value 

Migration characteristics    

Percent with migration experience 20.9% 7.2% p<0.01 

Among those with migration experience    

Mean number of trips abroad 2.1 1.2 p<0.01 

Mean length of time spent abroad (months) 50.5 70.6 p<0.05 

Mean age at first migration (years) 26.3 32.6 p<0.01 

Percent undocumented during last migration 73.3% 17.0% p<0.01 

Socioeconomic characteristics    

Mean years of education  7.3 8.1 p<0.01 

Mean asset ownership index score (range: 0-1) 0.55 0.64 p<0.01 

N 2,974 1,223  
Source: Mexican Migration Project (MMP134) and Latin American Migration Project-Colombia (COL11).  

 

The demographic and health characteristics of the sample disaggregated by country and returned 

migrant status are presented in Table 2. Differences are observed not only within but also between 

country samples. On average, Mexican returned migrants are the youngest and the least likely to be from 

urban areas. Mexican non-migrants are the shortest and Mexican returned migrants are the heaviest. Ever 

smoking prevlance is highest among Colombian returned migrants and those in this group rate their health 

at the time of survey in more favorable terms that those in the other groups. Other than hypertension and 

heart disease, Mexican returned migrants report a higher prevalence of all health conditions than their 

Mexican non-migrant counterparts, and also than those in the Colombian sub-sample.  
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Table 2. Demographic and health characteristics by returned migrant status for Mexican and 

Colombian males [N=4,197]
1
 

 

 

Sample Mexico Colombia 

  
 

Returned  

migrant 

Non-

migrant 

Returned  

migrant 

 

Non-

migrant 

 

Demographic characteristics 

    

 

Age 48.8 46.1 47.9 49.8 51.8 

Urban 46.8% 28.8% 45.6% 63.6% 57.8% 

Married 94.8% 95.3 96.6 84.1% 91.6% 

Anthropometric characteristics 

 

 

 

  

 

Height (m) 1.66 1.67 1.65 1.70 

 

1.68 

Weight (kg) 74.2 77.6 74.6 75.9 

 

71.4 

Health behaviors 

    

 

Ever smoking 37.4% 41.2% 33.5% 50.0% 42.3% 

Self-rated health status 

    

 

Health at age 14 

    

 

Excellent 34.5% 38.5% 19.2% 75.0% 60.7% 

Good 63.2% 58.7% 78.0% 22.7% 38.0% 

Fair/Poor 2.3% 2.7% 2.7% 2.2% 1.2% 

Health at the time of survey 

    

 

Excellent/Good 70.1% 67.6% 68.1% 81.8% 74.8% 

Health conditions and diseases 
    

 

Obesity 17.0% 23.8% 19.5% 9.1% 8.5% 

Hypertension 16.2% 16.9% 12.8% 18.1% 22.6% 

Diabetes/high blood sugar  9.6% 10.6% 9.6% 6.8% 9.3% 

Emotional or psychiatric disorders 4.9% 10.5% 4.4% 3.4% 3.3% 

Heart attack or heart problems 4.4% 5.8% 3.0% 4.5% 6.4% 

N 

 

621 2,353 88 1,135 

Source: Mexican Migration Project (MMP134) and Latin American Migration Project-Colombia (COL11).  

 

Do returned migrants have better early life health profiles than non-migrants? 

The results that address this question are presented in Table 3. For the Mexican sub-sample, we 

see that height and self-rated health at 14 are predictive of having migration experience (Model 1), even 

in the presence of demographic and early life SES controls (Model 2). Every centimeter in additional 

                                                           
1 Of the 88 Colombian returned migrants in the sample, 33% (N=29) migrated to the United States, while 67% (N=59) migrated 

to either Europe or other Latin American countries. Although it is highly desirable to distinguish between these two groups, 

particularly in order to make the comparison with the Mexican sample more appropriate, because of the small sample size this is 

not possible so both migrant categories are combined. 
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height is associated with a 1.01 increase in the odds of having migration experience (p<0.05). Similarly, 

respondents who rate their health at 14 as excellent, relative to those who rate it as poor or fair have 2.58 

higher odds of migration (p<0.01).  The results from the Colombian sub-sample are consistent, at least 

with respect to height. Controlling for demographic and early life SES characteristics (Model 4), taller 

Colombian males in this sample are more likely to have migration experience, with each additional 

centimeter in height associated with a 1.04 increase in the odds of having migration experience (p<0.05). 

Together, these results support a process of positive migrant health selection, whereby those with 

migration experience appear to have more favorable early life (pre-migration) health than non-migrants, 

although the positive selection appears to be stronger in Mexico than in Colombia, insofar as both height 

and self-rated health at 14 are predictive of having migration experience in Mexico. 

 

Table 3.  Odds ratios from random intercept logistic regression models predicting migration 

experience for Mexican males and Colombian males 

 

 Mexico Colombia 

  

Model 1 

 

Model 2 

 

Model 3 

 

Model 4 

 

Height (cm) 1.02** 1.01* 1.04** 1.04* 

  [1.01-1.03] [1.00-1.02] [1.01-1.08] [1.01-1.07] 

Health at 14  

(Ref = Fair/Poor) 

 

   

Good 1.18 1.20 0.30 0.25 

 

[0.65-2.13] [0.66-2.18] [0.62-1.49] [0.05-1.24] 

Excellent 2.39** 2.58** 0.66 0.55 

  [1.30-4.38] [1.40-4.74] [0.13-3.13] [0.11-2.63] 

Age 

 

0.97  1.16* 

  

[0.93-1.01]  [1.04-1.30] 

Age squared  1.00  0.99* 

  [0.99-1.00]  [0.99-0.99] 

Education (years) 

 

0.98  1.07* 

  

[0.95-1.01]  [1.01-1.14] 

Urban 

 

0.35*  0.87 

  

[0.15-0.81]  [0.33-2.24] 

N 2,974 2,974 1,223 1,223 
Source: Source: Mexican Migration Project (MMP134) and Latin American Migration Project-Colombia (COL11).  95% 

Confidence Intervals are reported in brackets. The individual odds ratio is statistically significant at the **1% significance level, 

at the *5% significance level, and at the †10% significance level.   
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Comparing the adult health of non-migrants and returned migrants: Mexico and Colombia 

The results comparing the health of returned migrants and non-migrants in the Mexican sub-

sample are presented in Table 4. In the Mexican sub-sample, migration is strongly and positively 

associated with hypertension, heart disease, and emotional/psychiatric disorders.  Controlling for relevant 

demographic, socioeconomic status, and health characteristics, returned migrants from Mexico have 1.40 

times the odds of hypertension (p<0.05), 1.97 times the odds of heart disease (p<0.01) and 2.38 times the 

odds of emotional/psychiatric disorders (p<0.01). Returned migrants in the Mexican context are also 

more likely to be obese and to have ever smoked than their non-migrant counterparts (p<0.01 for both).  

 

Table 4. Odds ratios from random intercept logistic regression models predicting adult health for 

Mexican males [N=2,974] 

 

 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 

Dependent 

variable 

 

 

G/E SRH HTN 

 

 

Diabetes 

Heart 

disease 

Emotiona

l/ psych 

 

  

Obesity 

Ever 

smoking 

Returned migrant 0.85 1.40* 1.27 1.97** 2.38** 1.40** 1.32** 

  [0.68-1.08] [1.05-1.86] 

[0.91-

1.78] [1.22-3.16] 

[1.64-

3.45] 

[1.11-

1.76] 

[1.09-

1.62] 
Source: Mexican Migration Project (MMP134).  95% Confidence Intervals are reported in brackets. The individual odds ratio is 

statistically significant at the **1% significance level, at the *5% significance level, and at the †10% significance level. All models 

control for: demographic characteristics (age, age squared, marital status) and socioeconomic status (years of education and asset 

ownership). Additionally models 1 through 5 control for health at 14, height, and weight.  

 

The results comparing the health of returned migrants and non-migrants in the Colombian sub-

sample (Table 5) are quite different. Few differences are found in the adult health profiles of returned 

migrants and non-migrants in Colombia. In fact, the only statistically significant difference between 

Colombian returned migrants and Colombian non-migrants is that the returned migrants are more likely 

to have ever smoked than the non-migrants. More specifically, returned migrants have 1.56  higher odds 

of ever smoking than non-migrants (p<0.10).  
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Table 5. Odds ratios from random intercept logistic regression models predicting adult health for 

Colombian males [N=1,223] 

 

 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 

Dependent 

variable 

 

 

G/E SRH HTN 

 

 

Diabetes 

Heart 

disease 

Emotional/ 

psych 

 

Obesity 

Ever 

smoking 

Returned migrant 1.31 0.74 0.69 0.79 1.21 0.92 1.56† 

 

[0.71-2.44] 

[0.39-

1.39] 

[0.28-

1.68] 

[0.27- 

2.29] [0.35-4.20] 

[0.43-

2.00] 

[0.99-

2.43] 
Source: Latin American Migration Project-Colombia (COL11).  95% Confidence Intervals are reported in brackets. The individual 

odds ratio is statistically significant at the **1% significance level, at the *5% significance level, and at the †10% significance level. 

All models control for: demographic characteristics (age, age squared, marital status) and socioeconomic status (years of education and 

asset ownership). Additionally models 1 through 5 control for health at 14, height, and weight.  

 

What about the relative adult health of the two returned migrant groups? 

The final comparison is between Colombian returned migrants and Mexican returned migrants 

(Table 6). Overall, Mexican returned migrants appear to have worse adult health than Colombian returned 

migrants. Controlling for demographic, socioeconomic, health characteristics, and documentation status, 

in terms of self-rated health, Mexican returned migrants have 0.43 lower odds of reporting good or 

excellent health at the time of survey than Colombian returned migrants (p<0.05). Mexican returned 

migrants are also more likely to report health conditions: they have higher odds of diabetes (p<0.10), 

emotional/psychiatric disorders (p<0.05), and they are more likely to be obese (p<0.01). These 

differences are all net of documentation status. However, independent of country of origin, those who 

were undocumented during their last migration have over two times the odds of heart disease compared to 

returned migrants who had some sort of documentation (p<0.05).  

 

Table 6. Odds ratios from random intercept logistic regression models predicting adult health for 

Colombian and Mexican returned migrant males [N=709] 

 

 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 

Dependent 

variable 

 

 

G/E SRH HTN 

 

 

Diabetes 

Heart 

disease 

Emotional/ 

psych 

 

Obesity 

Ever 

smoking 

Mexican returned 

migrant 0.43* 1.37 2.49† 1.01 3.97* 3.39** 0.80 

 

[0.21-0.85] 

[0.66-

2.84] 

[0.91-

6.83] [0.28-3.70] [1.09-14.4] [1.47-7.82] 

[0.45-

1.38] 

Undocumented  0.92 0.88 0.72 2.31* 1.54 1.09 1.21 

 

[0.60-1.41] 

[0.54-

1.43] 

[0.40-

1.29] [1.01-5.31] [0.81-2.95] [0.70-1.70] 

[0.83-

1.77] 
Source: Mexican Migration Project (MMP134) and Latin American Migration Project-Colombia (COL11).  95% Confidence Intervals 

are reported in brackets. The individual odds ratio is statistically significant at the **1% significance level, at the *5% significance 

level, and at the †10% significance level. All models control for: demographic characteristics (age, age squared, marital status) and 

socioeconomic status (years of education and asset ownership). Additionally models 1 through 5 control for health at 14, height, and 

weight.  
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Discussion 

International migration is a dynamic and complex process. Despite being an important component 

of this process, our understanding of return migration is far from complete. We know that returned 

migrants differ on social and economic characteristics from non-migrants, as well as from migrants who 

settle permanently (Reyes, 1997; Riosmena, 2004), but we know far less about the health of returned 

migrants.  

The present study finds support for a process of migrant health selection. Returned migrants in 

both the Colombian and the Mexican sub-samples are more likely to be taller than non-migrants in those 

countries, and height reflects more favorable early life health and nutrition environments. Additionally, in 

Mexico, returned migrants also report better self-rated health at 14 relative to non-migrants in that 

country.  This suggests that health selection may be operating more strongly in Mexico than in Colombia. 

There are two possible explanations for this observation. First, Mexican returned migrants tend to 

originate from rural locales, unlike Colombian migrants, who are primarily from urban settings (OIM 

Colombia, 2008). Therefore, perhaps Mexican migrants face more economic and physical obstacles to 

immigration out of these areas and only those who are especially robust in Mexico enter into the 

migration stream. Another possibility pertains to the motivations for migration. In the Colombian case, 

immigration may be influenced by violence, which would in theory affect all individuals equally, and 

therefore reduce health selection into migration streams.
2
  

The comparisons between returned migrants and non-migrants in the two countries reveal that 

Mexican returned migrants appear to have worse health than their non-migrant counterparts, insofar as 

they report more health conditions. This is in contrast to the finding on early life health, which indicates 

that the Mexican returned migrants have better early-life health than the non-migrants in that country.  As 

described in the paper that gave rise to this portion of the analysis (Ullmann et al., 2011), the observation 

that, relative to non-migrants, returned migrants have  better health initially, but then worse health after 

their migration lends itself to at least two interpretations. First, perhaps Mexican returned migrants have 

worse adult health than Mexican non-migrants because of the so-called salmon bias (Abraído-Lanza et al., 

1999; Palloni & Arias, 2004; Turra & Elo, 2008). In this view, migrants who are the least healthy are 

most likely to return to their country of origin. In the context of my results, perhaps Mexican immigrants 

who develop heart conditions in the U.S. return to Mexico for treatment in light of their limited access to 

health care services in the U.S. (Nigenda et al., 2009). An alternative interpretation for the results 

presented is that Mexican returned migrants have worse health than Mexican non-migrants because of 

                                                           
2 Although violence in Mexico has increased markedly in the last half-decade, returned migrants from Mexico in this sample last 

migrated an average of 16 years so it is unlikely that violence played a major role in influencing the decision to migrate in this 

sample. Alvarado and Massey’s analysis of violence and emigration in Mexico supports this assertion (Alvarado & Massey, 

2010).     
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their experience migrating to and residing in the U.S. Given the high levels of discrimination against 

Mexican immigrants in the U.S. (Massey & Sanchez R., 2010) it seems reasonable to argue that exposure 

to such a hostile environment has contributed to emotional/psychiatric disorders, smoking, and heart 

disease among Mexican returned migrants.  

The situation appears to be quite different in Colombia, where few differences are found between 

the returned migrants and non-migrants. Indeed, the only difference that is found between Colombian 

non-migrants and Colombian returned migrants is that the latter group is more likely to have ever 

smoked. Perhaps Colombian migrants encounter discrimination abroad which results in stress and anxiety 

(see for example Agudelo-Suarez, 2011; Ruiz-Hernandez et al., 2011). Stress and anxiety, in turn, have 

been associated with smoking (Mykletun et al., 2008). 

Interpreting the results of the final portion of the analysis that compares the health of Colombian 

and Mexican returned migrants is complicated by the fact that the patterns and dynamics of Mexican and 

Colombian migration (and return migration) are different. For example, because of closer geographic 

proximity, those who migrated to other Latin American countries or the U.S. may be more likely to return 

than those who migrated to Europe. Selective return migration for different groups, especially if the return 

is motivated by health, is an area I cannot explore with the current data. Moreover, due to sample size 

considerations, I compare Mexican returned migrants (who almost exclusively migrated to the U.S.) to 

Colombian migrants who migrated both to the U.S. and to other destinations (in Europe and other Latin 

American countries).  This is not ideal because the migration experiences of Colombians in Europe may 

differ from those who migrated to the U.S. in ways that can affect health. While xenophobia is a 

phenomenon that is unfortunately universal, provisions in Europe to extend health care to migrants may 

create disparities in the health status of Colombians who immigrate to Europe versus the U.S.  

Notwithstanding, the health differences between Mexican and Colombian returned migrants may 

reflect differences in the socioeconomic profiles of immigrants and differences in the immigrant 

experiences in the destination countries. Although I control for level of education in the models, I do not 

specifically examine occupation. If Mexican returned migrants are employed in more hazardous or 

stressful occupations than their Colombian counterparts, all else being equal, perhaps this accounts for the 

differences in overall health status and mental health observed between these two returned migrant 

groups. Although it was initially hypothesized that differences in health status between Mexican and 

Colombian returned migrants would be highly dependent on documentation status, as the final portion of 

the analysis reveals, this is not necessarily the case. Controlling for documentation status, Mexican 

returned migrants still report poorer overall health status, more diabetes, more emotional/psychiatric 

disorders, and more obesity than Colombian returned migrants. This is not to say that documentation 

status is unimportant: it is independently associated with heart disease, regardless of the returned 

migrant’s origin.  
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A final note worth mentioning with respect to the comparison between Mexican and Colombia 

returned migrants is that the national context might also be impacting the results. In particular, obesity is 

considerably more widespread in Mexico than in Colombia (Kain et al., 2003), so that the increased 

obesity rates among Mexican returned migrants relative to Colombia returned migrants may reflect not 

only differences in the profile of migrants, their experiences abroad, but also differences in the social, 

economic, cultural, and health context of the country of origin. 

The results from this study also need to be interpreted in light of its limitations. First, these 

findings are generalizable to only the male populations of selected migrant-sending communities in 

Mexico and Colombia. Another limitation is that the health measures are all self-reported.  It is possible 

that reporting of diseases and health conditions is higher among those who receive regular medical care. 

If returned migrants are more likely than non-migrants to have the means to visit a doctor, then they 

might be more cognizant of their health conditions rather than suffer from these conditions more than 

non-migrants. Likewise, there may be differences in the ways in which returned migrants and non-

migrants, and Colombians and Mexicans, perceive their health.  

Although Latin American immigrants are often perceived to be one homogeneous group in 

destination countries, this analysis has shown that the health consequences for different groups of 

migrants can be quite diverse. In migrant sending countries, it will be important to pay attention to 

difference in health status among returned migrants versus non-migrants in order to better serve the 

unique health needs of the returned migrant population.  
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