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Objectives. We used nationally representative longitudinal data from the Mex-
ican Family Life Survey to determine whether recent migrants from Mexico to the
United States are healthier than other Mexicans. Previous research has provided
little scientific evidence that tests the “healthy migrant” hypothesis.

Methods. Estimates were derived from logistic regressions of whether re-
spondents moved to the United States between surveys in 2002 and 2005, by
gender and urban versus rural residence. Covariates included physical health
measurements, self-reported health, and education measured in 2002. Our pri-
mary sample comprised 6446 respondents aged 15 to 29 years.

Results. Health significantly predicted subsequent migration among females
and rural males. However, the associations were weak, few health indicators
were statistically significant, and there was substantial variation in the estimates
between males and females and between urban and rural dwellers.

Conclusions. On the basis of recent data for Mexico, the largest source of mi-
grants to the United States, we found generally weak support for the healthy mi-
grant hypothesis. (Am J Public Health. 2008;98:78–84. doi:10.2105/AJPH.2006.
098418)
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United States rather than prior to migrating.
Third, most existing research relied on self-re-
ports of health, information that has been
shown to depend upon cultural factors, eth-
nicity, and access to health care.12

Our study focused on recent migration
from Mexico to the United States, a migration
stream that accounts for about 30% of all im-
migrants to the United States and more than
half of undocumented immigrants.13 Our
analysis was based on survey data collected
in Mexico that were well suited to test the
healthy migrant hypothesis.

METHODS

Data
The Mexican Family Life Survey (MxFLS),

is a large-scale, multipurpose, nationally rep-
resentative longitudinal survey of the health
and socioeconomic status of individuals and
their families in Mexico.14 In the baseline sur-
vey, conducted in 2002, all adult members of
more than 8400 households in 150 commu-
nities were interviewed. Because domestic
and international migration play key roles
in the lives of Mexicans, the 2005 MxFLS

follow-up sought to locate and reinterview all
respondents, including movers to the United
States.

Several attributes of our study distinguish it
from earlier work on the healthy migrant hy-
pothesis. First, it is based on information col-
lected in the sending country prior to the time
that the migrants move. Specifically, we com-
pared the baseline (2002) health of respon-
dents who moved from Mexico to the United
States between the 2002 and 2005 inter-
views with the baseline health of Mexicans
who did not migrate to the United States dur-
ing this time. Second, whereas most previous
studies have relied exclusively on self-assessed
health indicators, we used both self-assess-
ments and physical health measurements that
were less subject to systematic respondent
error than were self-reports.15 Third, we iden-
tified migrants to the United States regardless
of their documented status, a critical feature
because some estimates suggest that undocu-
mented immigrants compose more than 80%
of immigrants who came from Mexico in the
past decade13 and are likely to experience dif-
ferent selection mechanisms than are those
who obtain legal status.16–18

Questions about who does and who does not
migrate to the United States remain funda-
mental and unresolved issues in immigration
research. There is evidence that international
migrants are not a random sample from their
home countries.1–3 Moreover, research sug-
gests that most prime-aged migrants move in
search of better labor market opportunities
and, because they have the motivation and
resources to undertake a move, they are
“positively selected”—that is, they are more
educated and in better psychological and
physical health than are nonmigrants.2,4 We
used newly collected data to examine evi-
dence for this “healthy migrant” hypothesis in
the United States. The topic is of particular
interest in the United States because studies
have appealed to this type of selection pro-
cess as a plausible explanation for the widely
documented “Hispanic paradox.” The para-
dox refers to the mortality advantage of His-
panic adults relative to non-Hispanic Whites
despite the lower socioeconomic status of
Hispanics.2,5,6

In spite of the popularity of the healthy mi-
grant hypothesis, evidence for it is weak and
conclusions about its importance in the
United States are premature, at best. Because
few studies of international migration contain
information about migrants before they ar-
rived in the United States or information
about comparable nonmigrants, most have re-
lied on comparisons between the native born
and foreign born; in some cases, the latter
group was restricted to legal immigrants.7–10

These studies, which generally demonstrated
that the foreign born were in better health
than were natives, did not provide scientific
evidence about the healthy migrant hypothe-
sis for at least 3 reasons.11 First, the appropri-
ate comparison group to test the hypothesis is
nonmigrants from the home country rather
than natives in the United States. Second, pre-
vious studies have typically examined the
health of migrants after they moved to the
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The literature suggests that Mexican mi-
grants are not only healthier but also better
educated than people who remain in Mex-
ico.1,19 Because health and education tend to
be positively correlated, the selection of mi-
grants on education may reflect the selection
on health or vice versa. For this reason, we
also compared the educational attainment of
migrants and nonmigrants.

Previous studies have highlighted tremen-
dous diversity in the number and characteris-
tics of migrants across communities in
Mexico20,21 rendering it difficult to draw gen-
eralizations from community-based studies.22

An advantage of MxFLS is that it was nation-
ally representative and permitted us to con-
trol premigration location in our analyses.

Health Indicators
We examined 6 indicators of health status.

Four were physical assessments conducted in
the home by a trained health worker. They
comprised height, body mass index (BMI;
weight in kilograms divided by height in me-
ters squared), blood pressure, and hemoglo-
bin (Hb). The other 2 indicators were respon-
dent assessments of their overall health.

Adult height reflects both genotype and
phenotype influences.23 Because height is
largely determined in early childhood, it is
usually interpreted as an indicator of health-
related human capital investments in early
life. In many settings, taller adults are not
only in better health but they also have
higher earnings.24 BMI is a more concurrent
indicator of general health and nutritional sta-
tus. We identified those who were overweight
(BMI≥25 kg/m2), which is a risk factor for
heart disease, diabetes, and mortality. The
third physical health measure was resting
blood pressure. We defined blood pressure as
“normal” (i.e., not high) if systolic was less
than 120 mm Hg and diastolic was less than
80 mm Hg. High blood pressure is associated
with poor physical health, stress, and heart
disease. 

Hemoglobin was measured by blood from
a finger stick analyzed by a HemoCue pho-
tometer (HemoCue AB, Ängelholm, Sweden)
brought to the respondent’s home. Typically,
low hemoglobin indicates low iron in the
blood, although it may also indicate elevated
levels of inflammation, the presence of

worms, or malaria. Low iron is associated
with fatigue, elevated susceptibility to disease
and reduced work capacity.25 We used cut-
offs recommended by the World Health Orga-
nization26 to identify respondents who were
iron replete (Hb≥130 g/L for males and
Hb≥120 g/L for females).

In addition to the physical assessments,
each MxFLS respondent was asked to provide
a self-assessment of his or her own general
health status on a 5-point scale. Although self-
assessed general health status has been
shown to predict later mortality,27 an impor-
tant concern is that the reference group is not
explicit and may vary across respondents,
which complicates interpersonal
comparisons.28 To partially address this issue,
respondents were asked a second question to
rate their health relative to someone the same
age and gender. For both self-assessments, re-
sponses were dichotomized with good health
identified as the top 2 categories of the 5-
point scale.

Sample
The MxFLS protocol entailed an interview

and physical health assessment to have been
conducted with every adult household mem-
ber. Face-to-face interviews were conducted
by enumerators and physical health assess-
ments by health workers. In this analysis, we
focused on young adults (aged 15 to 29 years
at baseline) because they are the most likely
to move for work-related reasons. Moves at
younger and older ages are typically moti-
vated by mobility decisions of family mem-
bers or other factors. We demonstrated that
the choice of age group had little impact on
our key results.

At baseline, health assessments were not
completed for 15% of the age-eligible respon-
dents for this study and 6% of the remaining
respondents did not complete the individual
interview that recorded general health status.
As of April 2007, when the data files for this
analysis were constructed, no location infor-
mation was obtained in the 2005 follow-up
for 8% of respondents. Thus, from the ap-
proximately 9000 age-eligible respondents in
the baseline sample, 6446 respondents com-
prised our analytic sample.

Nonrandomness of those included in the
analytic sample was a concern, particularly if

selection into the sample was correlated with
health status at baseline or migration after
baseline. We have explored potential biases
associated with missing data in 2 ways. First,
in the presence of controls for age, gender,
and location in 2002, the health and educa-
tion levels of the 8% of respondents without
location information in 2005 were no differ-
ent from the corresponding measures for re-
spondents who were relocated in 2005
(P=.72). Second, the probability that respon-
dents moved to the United States during
2002 to 2005 was not significantly related to
whether their health was assessed in 2002
(P=.96). Thus, tests of the healthy migrant
hypothesis were unlikely to be contaminated
by sample nonresponse or attrition.

As shown in Table 1, females composed
about 57% of the sample, reflecting the
somewhat higher outmigration rates from
Mexico of males aged 15 to 29 years relative
to females. During the approximately 3-year
hiatus between the baseline and first reinter-
view, more than 5% of respondents had
moved from Mexico to the United States, with
males being about twice as likely to have
moved as females. Rural dwellers, who com-
posed about 40% of the sample, were about
twice as likely to move to the United States as
urban dwellers. Rural males were the most
likely of these groups to have migrated to the
United States, with about 1 in 10 having
moved between 2002 and 2005.

The health status of Mexicans aged 15 to
29 years is reported in Table 1. The average
rural male was slightly taller than 165 cm
and the average rural female was about
12 cm shorter, with urban dwellers about
2 cm taller than their rural counterparts. Less
than half of the respondents were overweight.
Rural males were substantially less likely to
be overweight than were urban males, pre-
sumably reflecting higher levels of physically
demanding activity. Blood pressure was nor-
mal for almost 60% of males and 80% of fe-
males. About 6% of males and almost 20%
of females had low Hb.

More than half of the respondents reported
good or very good general health status, with
this rating being more common among males,
especially urban dwellers. The impact of spec-
ifying the reference group is reflected in the
second general health status indicator: only



American Journal of Public Health | January 2008, Vol 98, No. 180 | Research and Practice | Peer Reviewed | Rubalcava et al.

 RESEARCH AND PRACTICE 

about one third of respondents rated their
health as good or very good relative to some-
one of the same age and gender.

Education level was measured by the num-
ber of years of schooling. On average, Mexi-
can men and women had the same level of
education, with urban dwellers having com-
pleted the equivalent of 8 years of schooling
and rural dwellers almost a year less.

Analytic Strategy
To assess whether healthier Mexicans were

more likely to move to the United States, we
examined the relationship between the proba-
bility a respondent moved between the 2002
and 2005 interviews and his or her health
and education measured in 2002. Because
health was measured prior to moving, we can
be confident that the move in question did
not affect the respondent’s health. However, it
is important to underscore that our study
could not reveal whether health had a causal
impact on migration; rather, the analyses shed
light on whether people who were healthier,
for whatever reason, were also more likely to
migrate.

All estimates were obtained separately by
gender and sector of residence in 2002, be-

cause there is evidence that the determinants
of migration from Mexico to the United States
differ between men and women29,30 and be-
tween urban and rural areas.31 Regression re-
sults are reported for males in Table 2 and for
females in Table 3. We focused on longer-
term migration, because MxFLS records all
moves that last (or are expected to last) at
least 12 months, but not shorter-term moves.
Our outcome variable in each regression was
unity if the respondent either moved to the
United States for at least 12 months during
the 2002–2005 period or, at the time of the
2005 interview, had been in the United States
less than 12 months but the respondent (or a
family member) expected that the respondent
would remain there for at least 1 year.

Odds ratios from logistic regressions are re-
ported along with 95% confidence intervals.
Estimates of variance–covariance matrices
were based on the infinitesimal jackknife32;
they were robust to arbitrary forms of ho-
moskedasticity and took into account cluster-
ing in the survey design. We used Stata Statis-
tical Software version 9 (StataCorp, College
Station, Tex).

The unadjusted odds ratio that a respon-
dent moved is displayed in the first column in

Tables 2 and 3 for each indicator of health
and education. In the second column, adjusted
estimates are reported from separate logistic
regressions for each health covariate after we
controlled for age (which is piecewise linear
allowing different slopes for the 15- to 19-year
age group and the 20- to 29-year age group)
and an indicator variable for state of residence
in 2002. The first 2 columns report results
from separate regressions for each covariate
listed in the table. The third column presents
results from a single logistic regression that si-
multaneously includes all of the health and
education covariates along with age and state
of residence in 2002.

RESULTS

Males
Results for rural males (Table 2) indicated

that moves to the United States were not as-
sociated with height, hemoglobin level, or ed-
ucation after control for age and location.
Rural males were more likely to move if they
were not overweight (BMI<25 kg/m2) rela-
tive to being overweight and if they had nor-
mal blood pressure relative to higher than
normal blood pressure.

In contrast with the correlations between
physical assessments and migration, rural
men who reported good general health sta-
tus were less likely to move than were other
men. However, when self-reports were
based on comparisons with men of the same
age, there was no link between general
health status and mobility. This suggests
that, without a specific reference group,
rural men who were likely to subsequently
move tended to compare their health with
others in relatively good health—possibly
other migrants who had gone before them.
The evidence implies that findings based on
self-rated health questions need to be inter-
preted with care because responses appar-
ently reflected not only respondents’ infor-
mation about their own health but also
about the health of their (unstated) refer-
ence group.

The χ2 test statistics in Table 2 indicate that
the health variables taken together were signif-
icantly associated with migration among rural
males. To provide a quantitative assessment
of the contribution of health in predicting

TABLE 1—Rates of Migration to the United States, Levels of Health, and Education Among
Mexicans Aged 15 to 29 Years: Mexican Family Life Survey, 2002–2005

Males Females

Rural Urban Rural Urban

Total, no. 1124 1669 1505 2148

Migration from Mexico to United States, 10.1 (0.9) 5.6 (0.6) 6.0 (0.6) 2.4 (0.3)

% moved 2002–2005, mean (SE)

Health status at baseline, mean (SE)

Percentage height, cm 165.7 (0.2) 167.6 (0.2) 153.8 (0.2) 155.7 (0.2)

Percentage not overweight (BMI < 25 kg/m2) 67.9 (1.4) 58.5 (1.2) 60.5 (1.3) 57.4 (1.1)

Percentage normal blood pressurea 58.4 (1.8) 60.4 (1.4) 80.0 (1.2) 79.9 (1.0)

Percentage hemoglobin repleteb 93.6 (0.7) 95.2 (0.5) 80.2 (1.0) 82.6 (0.8)

Percentage general health status was goodc 57.1 (1.5) 72.4 (1.1) 54.8 (1.3) 65.3 (1.0)

Percentage relative general health status was goodd 30.4 (1.4) 37.1 (1.2) 27.8 (1.2) 34.2 (1.0)

Years of education at baseline, mean (SE) 7.3 (0.1) 8.1 (0.1) 7.3 (0.1) 7.9 (0.1)

Notes. BMI = body mass index (weight in kilograms divided by height in meters squared).
aBlood pressure was normal if systolic blood pressure was less than 120 mm Hg and diastolic was less than 80 mm Hg.
bHemoglobin was replete if it was 130 g/L or more among males and 120 g/L or more among females.
cGeneral health status was self-assessed general health and was “good” if respondent reported health as very good (top of
scale) or good (second point in 5-point scale).
dRelative general health status was defined as self-assessed health status relative to someone of the same age and gender
as the respondent. Responses were dichotomized with good health identified as the top 2 categories of the 5-point scale.
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migration, Table 2 reports the difference in
the likelihood that a respondent would mi-
grate if he or she was in “excellent” health rel-
ative to a person of the same age, education,
and state of residence in “poor” health. “Ex-
cellent” health was defined as BMI less than
25 kg/m2, Hb replete, normal blood pressure,
good general health status, good relative gen-
eral health status, and height at the 75th per-
centile. “Poor” health was defined on the
basis of the complementary values of the bi-
nary health variables and height at the 25th
percentile. This marginal effect was about
4%. By comparison, the marginal effect on
migration of a rural male who lived in the
state from which migration was most com-
mon in 2002, relative to the state from which
migration was least common, was 32%, indi-
cating that relative to location, health was a
weak predictor of migration for rural men.

Urban male migrants did not appear to be
selected on health. None of the physical health
measurements was a significant predictor of
subsequent migration. General health status,

relative to a male the same age, was negatively
associated with migration. Taken together, the
health characteristics were not significant, and
the likelihood that an urban male migrated to
the United States was slightly smaller for those
in excellent compared with those in poor health.

Females
Results for females are reported in Table 3.

Among rural women, those who were iron re-
plete were more likely to move to the United
States, as were women who did not report
good general health status. Overall, the health
characteristics were significant predictors of
migration, but the marginal effect of health
changed migration rates by only 6.8%.

Urban female migrants were positively se-
lected on health in 2 respects. An urban fe-
male was more likely to move to the United
States if she was taller or rated her general
health status as good relative to someone the
same age. The health characteristics of urban
female migrants were significant and the
marginal effect of being in excellent versus

poor health was 5%, which was similar to
that among rural women.

DISCUSSION

We examined a population-based sample
of Mexicans aged 15 to 29 years to study mi-
gration during a recent 3-year period, and we
found generally weak support for the healthy
migrant hypothesis. There was substantial
variation in the association between health and
migration between males and females and be-
tween urban and rural dwellers. Overall, asso-
ciations between the likelihood of migrating
to the United States and physical health meas-
urements suggested that migrants were posi-
tively selected for health. However, most of the
coefficients were small and only a few were sta-
tistically significant. By contrast, general health
status measures indicated significant negative
selection on health for all but urban females.
These findings suggest that reliance on self-
assessments of health alone may yield a
misleading picture of the health of migrants

TABLE 2—Odds Ratios From Logistic Regression of Whether Rural and Urban Males Migrated to the United States 
From Mexico: Mexican Family Life Survey, 2002–2005

Rural Males (n = 1124) Urban Males (n = 1669)

Unadjusted OR Adjusted OR Simultaneous OR Unadjusted OR Adjusted OR Simultaneous OR 
(95% CI)a (95% CI)b (95% CI)c (95% CI)a (95% CI)b (95% CI)c

Health and education in 2002

Height, cm 1.00 (0.97, 1.02) 1.00 (0.98, 1.03) 1.00 (0.97, 1.03) 1.00 (0.96, 1.04) 1.01 (0.98, 1.04) 1.01 (0.98, 1.04)

Not overweight (BMI < 25 kg/m2)d 1.99 (1.32, 3.01) 1.82 (1.17, 2.83) 1.70 (1.04, 2.79) 1.40 (0.86, 2.27) 1.09 (0.66, 1.81) 1.10 (0.66, 1.84)

Normal blood pressured 1.44 (0.90, 2.31) 1.98 (1.17, 3.34) 1.93 (1.12, 3.34) 0.80 (0.46, 1.42) 0.81 (0.46, 1.42) 0.79 (0.46, 1.37)

Hb repleted 1.89 (0.73, 4.90) 1.70 (0.64, 4.50) 1.71 (0.65, 4.46) 0.86 (0.42, 1.73) 0.99 (0.47, 2.08) 1.03 (0.49, 2.17)

GHS is goodd 0.55 (0.37, 0.83) 0.60 (0.39, 0.93) 0.59 (0.37, 0.92) 0.80 (0.52, 1.24) 0.88 (0.56, 1.39) 0.93 (0.58, 1.50)

Relative GHS is goodd 0.84 (0.53, 1.34) 0.90 (0.56, 1.46) 1.03 (0.62, 1.72) 0.50 (0.32, 0.79) 0.52 (0.32, 0.84) 0.52 (0.31, 0.85)

Years of education 0.96 (0.90, 1.02) 1.00 (0.94, 1.06) 1.00 (0.93, 1.07) 1.02 (0.95, 1.10) 1.01 (0.94, 1.08) 1.01 (0.94, 1.09)

Marginal effect of excellent health in 2002e 4.3% –5.1%

Marginal effect of high migration statef 32.3% 14.0%

χ2 test for joint significance of all health covariates (P) 18.34 (.01) 11.88 (.06)

Notes. BMI = body mass index; Hb = hemoglobin; GHS = general health status. Location was as of 2002.
aUnadjusted column includes each covariate added 1 at a time.
bAdjusted column includes controls for age (in a piecewise linear form that allows different slopes for the 15- to 19-year age group and 20- to 29-year age group) and state of residence in 2002.
cSimultaneous column includes all health and education covariates along with age and indicator variables for state of residence in 2002.
dIndicator variable takes the value 1 if condition is true and 0 otherwise.
eMarginal effect is difference in likelihood respondent would migrate if he was in “excellent” health in 2002 (BMI < 25 kg/m2, Hb replete, normal blood pressure, good GHS, good relative GHS, and
height at the 75th percentile of rural or urban males) relative to a male in “poor” health in 2002 (BMI ≥ 25 kg/m2, Hb deficient, not normal blood pressure, GHS not good, relative GHS not good,
and height at the 25th percentile of rural or urban males).
fMarginal effect is difference in likelihood respondent would migrate if he lived in the state from which migration to the United States was most common in 2002 relative to a male who lived in the
state from which migration was least common in 2002.
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relative to those who do not move. Nonethe-
less, the marginal effect of the complete set of
health indicators on the probability of moving
to the United States was small.

Additional results (not shown) indicated
that these findings were not caused by inade-
quate controls for socioeconomic status. Spe-
cifically, the coefficients pertaining to health
and schooling were invariant to the inclusion
of controls for household demographic compo-
sition and resources (measured by per capita
expenditure, wealth, and housing type). Because
earlier studies have suggested that migration
from Mexico to the United States is more com-
mon in certain communities, among persons
who have previously migrated and among the
unmarried (at least for women),16,33,34 we also
added variables that denoted locality (i.e.,
neighborhood) of residence, whether the re-
spondent had ever migrated to the United
States prior to baseline, and marital status to
the models. The associations between the
health variables and migration changed little
with the addition of these covariates.

Health selection may be different for older
migrants, who are less likely to move for their
own employment.4,9 We estimated similar
models (not shown) for adults aged 30 to 45
years, among whom only 2% moved to the
United States between 2002 and 2005. The
evidence for health selection was even weaker
than among younger adults. Taken together,
the health covariates were significant predic-
tors of migration only for urban women aged
30 to 45 years. Taller rural and urban females
were more likely to move than were their re-
spective counterparts, as were urban females
who reported their general health status as
not good and rural males who were heavier.

Only 1.5% of adults older than 45 years
moved to the United States between 2002
and 2005. These movers were significantly
taller than were older nonmigrants but were
less likely to be iron replete. They did not
differ with respect to education or other
health indicators. About 300 older adults re-
ported a “serious handicap” in 2002 but only
1 individual from this group moved to the

United States during the intersurvey period.
Relative to nonmovers, older movers were
slightly less likely to report having used
health care in the previous month. These re-
sults are suggestive that, at the extremes,
poor health may deter migration to the
United States, but we lack statistical power to
formally test this hypothesis.

Although our analysis overcomes many of
the limitations of previous research, our re-
sults are not generalizable to all US migrants
for 3 reasons. First, several studies that have
examined the migration process by national
origin have suggested that selection may be
weaker for Mexicans relative to other mi-
grants. Pilot data from the New Immigrant
Survey indicated that health selection of legal
migrants is strongly positive but weaker for
migrants from the border countries, Mexico
and Canada.9 Similarly, Feliciano found that,
among the 31 countries for which migrants
were positively selected by years of schooling,
education selectivity was weakest in Mexico;
her results further suggested that the degree

TABLE 3—Odds Ratios From Logistic Regression of Whether Rural and Urban Females Migrated to the United States 
From Mexico: Mexican Family Life Survey, 2002–2005

Rural Females (n = 1505) Urban Females (n = 2148)

Unadjusted OR Adjusted OR Simultaneous OR Unadjusted OR Adjusted OR Simultaneous OR 
(95% CI)a (95% CI)b (95% CI)c (95% CI)a (95% CI)b (95% CI)c

Health and education in 2002

Height, cm 1.00 (0.97, 1.04) 0.99 (0.96, 1.02) 0.98 (0.95, 1.02) 1.08 (1.04, 1.12) 1.08 (1.03, 1.13) 1.07 (1.02, 1.12)

Not overweight (BMI < 25 kg/m2)d 1.51 (0.97, 2.35) 0.98 (0.57, 1.68) 0.98 (0.57, 1.67) 1.69 (0.99, 2.90) 1.45 (0.89, 2.38) 1.35 (0.82, 2.22)

Normal blood pressured 2.03 (0.80, 5.10) 1.89 (0.79, 4.56) 1.88 (0.80, 4.42) 0.98 (0.52, 1.84) 1.11 (0.55, 2.22) 1.08 (0.51, 2.28)

Hb repleted 2.65 (1.50, 4.70) 1.90 (1.03, 3.49) 2.02 (1.10, 3.72) 1.02 (0.46, 2.28) 0.99 (0.43, 2.26) 0.83 (0.36, 1.95)

GHS is goodd 0.63 (0.39, 1.00) 0.61 (0.40, 0.94) 0.60 (0.39, 0.91) 2.01 (1.02, 3.95) 1.97 (0.97, 3.98) 1.62 (0.81, 3.23)

Relative GHS is goodd 1.10 (0.69, 1.76) 1.10 (0.68, 1.77) 1.10 (0.70, 1.74) 1.67 (0.99, 2.84) 1.75 (1.03, 2.96) 1.69 (1.01, 2.81)

Years of education 1.04 (0.97, 1.11) 1.07 (0.97, 1.17) 1.07 (0.98, 1.17) 1.09 (0.98, 1.21) 1.08 (0.97, 1.20) 1.06 (0.97, 1.17)

Marginal effect of excellent health in 2002e 6.8% 5.0%

Marginal effect of high migration statef 21.0% 6.8%

χ2 test for joint significance of all health covariates (P) 15.19 (.02) 19.92 (< .001)

Notes. BMI = body mass index; Hb = hemoglobin; GHS = general health status. Location was as of 2002.
aUnadjusted column includes each covariate added 1 at a time.
bAdjusted column includes controls for age (in a piecewise linear form that allows different slopes for the 15- to 19-year age group and 20- to 29-year age group) and state of residence in 2002.
cSimultaneous column includes all health and education covariates along with age and indicator variables for state of residence in 2002.
dIndicator variable takes the value 1 if condition is true and 0 otherwise.
eMarginal effect is difference in likelihood respondent would migrate if she was in “excellent” health in 2002 (BMI < 25 kg/m2, Hb replete, normal blood pressure, good GHS, good relative GHS, and
height at the 75th percentile of rural or urban females) relative to a female in “poor” health in 2002 (BMI ≥ 25 kg/m2, Hb deficient, not normal blood pressure, GHS not good, relative GHS not
good, and height at the 25th percentile of rural or urban females).
fMarginal effect is difference in likelihood respondent would migrate if she lived in the state from which migration to the United States was most common in 2002 relative to a female who lived in
the state from which migration was least common in 2002.
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of selectivity was inversely proportional to
distance from the United States.1

Second, we cannot extrapolate our findings,
which are based on moves during the period
2002–2005, to earlier migration from Mex-
ico. Changes in the nature of the migration
flows over time—such as increases in flows
from metropolitan areas and progressive de-
velopment of social networks that reduce the
barriers to migration—may have led to a de-
crease in the importance of health and educa-
tion in facilitating migration. Durand et al. re-
ported that Mexican-origin migrants who
moved in the 1990s were less selected on ed-
ucation than were those who moved in the
1970s.20 Selection on health may have fol-
lowed a similar trajectory.

Third, migrants may be selected on do-
mains of health not included here.35 We have
focused on a small set of markers that have
been measured reliably and are indicative of
health and nutrition in the young adult popu-
lation. Health selectivity may also operate
through unhealthy behaviors (e.g., smoking,
drinking, and poor diet), psychosocial factors
or personality characteristics associated with
both poor health and migration propensities
(e.g., aggression, resilience, attitudes towards
risk), and extreme mental, cognitive, or physi-
cal limitations.

Several scholars, most recently Jasso et al.,9

have lamented the long-standing deficiency of
data sources for scientifically testing the
healthy migrant hypothesis. The longitudinal
design of MxFLS and its inclusion of physical
assessments provide unique opportunities to
examine how measures of human capital are
associated with migration from Mexico to the
United States today. The evidence is clear:
the health and education levels of migrants
from Mexico to the United States differed
only slightly from those of nonmigrants. As
additional waves of MxFLS are collected, it
will become feasible to address at least 2 as-
of-yet unresolved and important issues. First,
it will be possible to determine whether mi-
grants who remain in the United States for
the longer term are healthier than those who
return to Mexico.11 Second, data from follow-
up interviews with migrants will permit re-
searchers to assess how the health of migrants
evolves with the migration experience. Re-
sults of these analyses will contribute to the

reconciliation of the evidence reported here
with studies of the health of migrants based
on data collected in the United States.
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