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Abstract
Research on the association between migration and health among nonmigrant family in Jamaica is limited. Data from the 
2012 Jamaica Return(ed) Migrants Study (N = 621) and weighted regression models were used to investigate the associa-
tion between migration and health among left-behind women (n = 323) and men (n = 298) in Jamaica. Compared to women 
whose children lived in Jamaica, women who had a child abroad reported lower odds of good mental health (OR = 0.46, 
95% CI 0.21, 0.97). Men in this situation were less satisfied with their lives (b = − 2.370, p = 0.031). Women reported better 
physical (b = − 2.113, p = 0.010) and mental (b = − 3.119, p = 0.039) health scores when a parent, but not a grandparent, 
lived abroad. Men with a migrant spouse/partner reported significantly more physical illness symptoms than men whose 
spouse/partner lived in Jamaica (b = 3.215, p = 0.013). Migration exerts disparate health impacts on left-behind family and 
may disrupt social relationships.
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Introduction

Migration is a central feature of life in Jamaica [1]. At almost 
all junctures in the nation’s history, people have moved to 
and from the country [1–3]. The transatlantic slave trade, the 
indentured labor system, and their abolishment, shaped the 
magnitude and direction of early interregional and interna-
tional movement [1,2,4,5]. These historical events and the 
economic, political, and social landscape in Jamaica and 
globally continue to shape contemporary migration patterns 
[1–3]. Societal and familial influences that promote immi-
gration as a livelihood strategy and the benefits of remit-
tances also facilitate and encourage migration [1–3,5,6].

These interrelated factors reflect the connection between 
macro and micro processes and underscore migration’s 
impact on the nation and the social roles and relationships 

within families [2,3,7–9]. Migration has altered Jamaica’s 
demographic structure and has fundamentally impacted how 
society functions [1–3,5,7,10]. Although such movement has 
had profound impacts on the country and has broad implica-
tions for migrants, data on Jamaican migration is not sys-
tematically collected [1–3,5,7,10–12], and research on the 
health effects of migration among non-migrant relatives in 
Jamaica is sparse.

This paper uses the 2012 Jamaica Return(ed) Migrants 
Study (JRMS) to examine the health impacts of migration 
on non-migrant relatives and uses stratified regression mod-
els to investigate whether these effects differ by the non-
migrant’s gender. The paper makes three central contribu-
tions. First, Jamaican migration is underrepresented in the 
migration and health literature. Given the country’s history 
of migration and the significant role that such movements 
play for the region, there is a need to understand how migra-
tion shapes the health of non-migrant relatives. Second, with 
at least one exception that focuses on non-migrant relatives 
in Mexico [13], studies have generally centered on a limited 
set of non-migrant family relations, most often children, 
spouses, and parents. In addition to these relationships, this 
paper investigates the health impacts of migration when a 
sibling or grandparent migrates. Third, extant studies have 
focused on a few health outcomes. By including multiple 
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health (i.e., self-rated physical and mental health, depres-
sion, physical illness) and wellbeing (i.e., life satisfaction, 
happiness) measures, this paper presents a nuanced case of 
the impacts of migration on non-migrant family in Jamaica.

Background

Contemporary Migration from Jamaica

The number of people that migrate from Jamaica is higher 
than the number that remain in the country [1,2]. This trend 
has persisted since the mid-twentieth century [1]. In 2016, 
the Jamaican-born population abroad (approximately 1.3 
million people) was almost half of the country’s current 
population [1,2,14]. People of working age (15–64 years) 
and persons under 18, most likely students, are more likely 
to move [1]. The top contemporary destination countries 
for migrants are the U.S.A. and Canada [1]. Others migrate 
intra-regionally (to neighboring Caribbean and Latin Ameri-
can countries).

Many Jamaican migrants move to secure better life oppor-
tunities and to evade unfavorable economic circumstances 
[1,2]. These migrants hope to access steady employment, 
earn higher incomes, and send back remittances [1–3]. In 
2014, remittances to Jamaica were USD 2.264 billion and 
represented about 16.1% of the national GDP in 2015 [1,2]. 
Other transfers occurred as non-monetary social and cul-
tural exchanges from return migrants [1,15]. Migration from 
the country is highly selective, as those who are skilled and 
educated—having completed at least a tertiary degree—are 
more likely to move.

Gendered Migration Patterns and Family Structures 
in Jamaica

Most Jamaican households have at least one migrant family 
member [4]. Although men initially dominated migration 
flows from the island, women are migrating just as often 
as men, and in some cases, more frequently [1]. While this 
pattern may suggest an increase in absent mothers, the 
extended family and fictive kin provide care and support 
for non-migrant children [1]. Such household configurations 
enable family and community support in the absence of a 
migrant family member.

In many contexts, the family does not only encompass its 
nuclear members [14,16–18]. In Jamaica, and throughout 
the Caribbean, specific family structures have evolved to 
meet the needs and functions of the family and household 
[18,19]. These kinship networks facilitate the migration of 
household members (leaving children and other family mem-
bers behind) who are cognizant of how it contributes to the 
family’s betterment [16,18,20]. However, migration has the 

potential to disrupt these networks and can adversely impact 
non-migrant relatives.

In addition, the matrifocal features of Jamaican society 
ensure that women—often in multigenerational house-
holds—play a central caregiving role in the family and that 
men occupy a secondary position [21,22]. However, this 
does not discount the hegemonic gender norms that shape 
how women and men are perceived [21,23]. Women are 
more likely to engage in unpaid care work, including main-
taining the household and caring for children and elderly 
family members [24]. As a result, their absence may have 
important implications for the welfare of non-migrant fam-
ily members, increasing burdens on non-migrant girls and 
women.

Literature Review

Migration and the Health of Non‑migrant Family

This literature review is supplemented by research from mul-
tiple countries, as studies on the health effects of migration 
on non-migrant relatives in Jamaica are limited. The impacts 
of migration on non-migrant relatives are mixed and may 
depend on several factors (e.g., age, gender, and socioeco-
nomic status) that shape non-migrants’ response and ability 
to cope when a family member migrates. Although remit-
tances may offset potential economic impacts in some cases, 
the migration of a family member may be associated with 
the loss of social networks, stress, depression, and other 
health challenges that remittances may not resolve [25–27].

These effects are not straightforward. In one study, non-
migrant children in Jamaica expressed mixed responses, 
including joy, sadness, and feelings of abandonment, to 
their parent’s migration [28]. Several other studies have 
documented the impacts of parent–child separation, citing 
significant health, behavioral, psychological, and emotional 
impacts [28–30].

When an adult child migrates, however, leaving the parent 
in the origin country, this can impact familial ties and well-
being [31]. Studies in Mexico find that non-migrant parents 
experience depression, sadness, guilt, and worry when their 
adult child migrates [13,31,32]. This finding is significant 
for non-migrant women and for parents whose children are 
international migrants [13,33]. Adult child separation is also 
impactful if parents are reliant on that family member for 
care and support [24,33] or when other adult children have 
to assume the day-to-day care responsibilities. One study 
conducted in South Africa found that elderly parents and 
grandparents must adjust to the new family composition 
when a child migrates [34]. These parents may also take on 
new roles which contributes to stress [34,35].
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Spousal separation is also consequential. Among 
non-migrants in Mexico, the migration of a male spouse 
increased distress but did not significantly increase depres-
sive symptoms [32]. Studies in both China and Nepal find 
that non-migrant female spouses had higher depression and 
stress scores and that spousal separation, including a lack 
of companionship, may be associated with mental health 
problems [36,37]. Although research on the health impacts 
of sibling migration is not well developed, one study found 
that having a migrant sibling was significantly associated 
with higher depressive symptoms for women, but not men 
[13]. It is unclear whether this may be associated with gen-
dered roles and responsibilities that the non-migrant female 
sibling may undertake.

Migration may also result in positive health and wellbeing 
outcomes. In a study among non-migrants in rural Indonesia, 
women in households with a migrant relative were less likely 
to be underweight [38]. Other research has linked children’s 
birthweight, mortality, and preventative care with migra-
tion [39,40]. One study assessing newborn health among 
non-migrants in rural Mexico found that infants born in 
households with an international migrant were more likely 
to have lower mortality rates and higher birthweights [39]. 
However, breastfeeding, child vaccinations, and well-child 
visits were lower in these households [39], pointing to the 
complex effects migration may have among non-migrants.

According to one report [40], migration may yield bet-
ter infant health outcomes even if they live in non-migrant 
households. Though these benefits may vary over time, as 
migration becomes more common its benefits are dispersed 
across families and communities [40]. In countries where 
migration is normalized, others [25] have argued that non-
migrants may be better able to cope with the socioemotional 
effects of a family member’s migration. Pooling responses 
across different countries, one study found greater wellbe-
ing and positive affect (e.g., happiness, joy), but increased 
stress and depression among those with relatives abroad 
[25]. These findings were only significant in settings with 
lower rates of out-migration.

These papers suggest that migration can disrupt familial 
ties, social networks, and societal functioning [25,40]. The 
reported effects among non-migrants depend on a number 
of factors, including the family member that lives abroad. 
Given women and men’s social roles within their household 
and society, non-migrants’ gender may impact their response 
and ability to cope with a family member’s migration.

Social‑Support, Non‑migrant Family, and Health

Extant research on social support and health in various set-
tings finds that women and men differ in how they use their 
networks [41–45]. Although women and men may have 
social relationships with the same people (e.g., spouse/

partner, adult children), the function of these relationships 
varies [45]. Women and men may also generally employ 
different coping strategies to contend with absent family 
members. However, health declines may only be reported if 
the migrant is the person upon whom they rely for support.

Family kinship networks are more important for men’s 
wellbeing [46]. Men commonly rely on their spouses for 
emotional support and may be less able to recreate close 
connections after a spouse migrates [46,47]. On the other 
hand, women are more likely to seek support from a range 
of sources and may not be severely impacted by the migra-
tion of a spouse or partner [44,46,47]. In some cases, women 
may seek out other forms of social support in the absence of 
their migrant spouse [48].

Familial support yields positive health and wellbeing 
outcomes in parent–child, marital, and sibling relationships 
[49]. Children in supportive parent–child relationships fare 
much better than their counterparts without these ties [49]. 
Spouses provide a wide range of mutual support, which 
can buffer the negative impacts of stressful life events [49]. 
Social support in sibling relationships yields increased men-
tal and physical health [49,50]. When familial support is dis-
rupted, as in the case of life transitions (e.g., divorce, death, 
migration), there are severe impacts on health [30,49,51].

Taken together, these studies point to a need to consider 
broader family structures and robust health and wellbe-
ing measures to understand the impact of migration on 
non-migrant relatives. The current study fills several gaps 
in the literature by focusing on multiple migrant relations 
(i.e., child, spouse/partner, sibling, parent, or grandparent 
migrants), varied health and wellbeing outcomes, and dif-
ferences by gender.

Current Study and Hypotheses

The goal of this study is to examine the association between 
migration (by children, spouses, siblings, parents, and grand-
parents) and health among non-migrant family in Jamaica 
and investigate whether these effects are modified by gen-
der. Drawing on previous studies [30,52,53], we test five 
hypotheses. Separation from children, for both women and 
men, will be associated with negative physical and mental 
health (hypothesis 1). Separation from a spouse or partner 
will yield positive outcomes for women, but men with a 
migrant spouse or partner will experience negative health 
and psychological consequences (hypothesis 2).

Given the importance of sibling networks for women’s 
migration decision-making and migration arrangements 
[17], migration of a sibling will have positive effects on 
women’s health and wellbeing, but have no impact on men 
(hypothesis 3). Although evidence regarding the implica-
tions of parental separation as a result of migration has 
generally focused on younger children whose parents live 
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abroad, and on non-migrant elderly parents [30,52,53], we 
posit that due to the disruption of kinship networks, hav-
ing a parent who lives abroad will be associated with nega-
tive health impacts among women and men (hypothesis 4). 
Since Jamaican society places high value on grandparents 
[16,18,54], we reason that the migration of grandparents 
will yield negative health consequences for women and men 
(hypothesis 5).

Methods

Data Source

This study uses data from the 2012 Jamaica Return(ed) 
Migrants Study (JRMS). The JRMS was developed to 
explore the relationship between migration and health and 
represents the four Jamaican parishes that have a high pro-
portion of return migrants (St. Andrew and Manchester) and 
non-migrants (St. Ann and Kingston) [55,56]. The survey 
includes information about respondents’ migration history, 
mental and physical health, and other topics [56]. Trained 
field staff conducted participant recruitment and interviews, 
and all protocols were approved by the Ethics Committee at 
the University Hospital of the West Indies, Mona, Jamaica 
[56].

A multi-stage cluster and quota sampling strategy was 
used to select study participants. The sampling procedures 
included: (1) stratification of the sample frame by depriva-
tion quintiles, a poverty indicator that is based on consump-
tion and basic needs in Jamaica; (2) random selection of 
two communities within each quintile; (3) determination of 
respondent quotas and; (4) selection of one adult respond-
ent, aged 18 and older, within households until the response 
quota for the community was met [55,56]. Details about the 
JRMS and the sampling design are available online [55,56].

Analytic Sample

A total of 641 respondents, age 18 and older, completed 
the survey. We excluded respondents (n = 9) who were 
missing a response to the question “has the respondent ever 
travelled outside Jamaica?” This variable was necessary to 
determine whether the respondent was a non-migrant. We 
then excluded additional respondents (n = 11) who were 
missing a response for any of the outcome measures. We 
created a missing income category because close to 20% of 
the sample were missing a response for currency, frequency 
of pay, or amount—details needed to construct the income 
variable. Since < 5% of the sample omitted a response for 
other covariates (omitted responses: marital status, n = 2; 
employment status, n = 5; highest education level, n = 6; 
remittance receiving household, n = 1), we imputed with the 

mean or mode. This imputation method is useful for resolv-
ing a small number of missing cases [57]. The final analytic 
sample included 621 respondents.

Outcome Measures

Self‑rated Mental Health (SRMH)

Respondents were asked, “overall, would you say that your 
mental health is poor, fair, good, very good, or excellent?” 
SRMH is a common population health survey question and 
is correlated with objective measures of mental health [58]. 
We created a binary health variable where “very good men-
tal health” was coded as 1 and included excellent and very 
good, and “less than very good mental health” was coded 
as 0 and included good, fair, and poor. Dichotomizing the 
variable this way best fit the distribution of our data. We 
also did not lose important information since the lowest end 
of the scale was not frequently endorsed by participants. 
Moreover, women and men have been found to weigh the 
same health assessments similarly when asked to rate their 
overall health [59].

Self‑rated Physical Health (SRPH)

We used current self-rated physical health, a common meas-
ure of health status [60], to operationalize overall health. 
Respondents were asked, “overall, would you say that your 
physical health is poor, fair, good, very good, or excellent?” 
We coded this variable like the SRMH variable.

Physical Illness Symptoms

Participants responded to a total of nine questions assessing 
their frequency of experiencing physical illness symptoms 
(i.e., headaches, coughing, shortness of breath, stiff or sore 
muscles, chest or heart pain, faintness or dizziness, acne 
or pimples, stomach aches or pains, and runny or stuffy 
nose) over the past two weeks. Responses, 1 = “Not at all,” 
2 = “Rarely,” 3 = “Occasionally,” 4 = “Sometimes,” 5 = “Fre-
quently,” 6 = “Usually,” 7 = “Everyday,” were summed to 
create a total value for each participant. A high score denoted 
more illness symptoms, and poorer health. The range of pos-
sible values was between 9 and 63 and Cronbach’s alpha was 
0.68 for women and 0.67 for men.

Satisfaction with Life

Life satisfaction was captured with the Satisfaction with 
Life Scale (SWLS) [61]. This measure has shown validity 
and reliability in international settings and across cultures 
and languages [62]. Respondents indicated their agreement 
with five items that assessed how satisfied they were with 
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their life. The scale included: (a) “In most ways, my life is 
close to ideal;” (b) “The conditions of my life are excellent;” 
(c) “I am satisfied with my life;” (d) “So far, I have gotten 
the important things I want in life;” and (e) “If I could live 
my life again, I would change almost nothing.” Responses 
ranged from 1 (strongly disagree) to 7 (strongly agree) and 
the Cronbach’s alpha for life satisfaction was 0.81 for women 
and 0.84 for men. We created a total score for each partici-
pant. A high score (30–35) indicated high satisfaction with 
life, whereas, a low score (5–9) denoted extreme dissatisfac-
tion [62].

Depressive Symptoms

The Center for Epidemiologic Studies Depression Scale-
Revised (CESD-R) is a validated 20-item measure used to 
assess depression and depressive disorder in the general pop-
ulation [63,64]. Respondents were asked how often (0 = “Not 
at all,” 1 = “1–2  days,” 2 = “3–4  days,” 3 = “5–7  days,” 
3 = “Nearly every day”), in the past two weeks, they had 
experienced feelings of sadness, loss of interest, appetite, 
sleep, or concentration, feelings of guilt, fatigue and leth-
argy, and suicidal ideation. Scores for the CESD-R have a 
range of 0–60 with higher scores denoting greater depression 
symptoms [63,64]. The Cronbach’s alpha for CESD-R was 
0.89 for women and 0.90 for men.

Happiness

Respondents were asked: “Taking all things together, how 
would you say things are these days—would you say that 
you are very happy, pretty happy, or not too happy these 
days?” We combined “very happy” and “pretty happy” as 
“happy” and “not too happy” and “not happy at all” as “not 
happy.”

Predictor Variable(s)

The migrant relative variables were coded as yes or no and 
were based on where the respondent’s relative lived in rela-
tion to the respondent. Respondents were asked the follow-
ing questions about children, spouses, siblings, parents, and 
grandparents: “where does s/he live? Is it in the same…
household, community, parish, country, outside Jamaica?” If 
the relative in question lived outside of Jamaica, the respond-
ent was coded as having that relative abroad. Responses 
were coded as no, if the relative lived in the same house-
hold, community, or parish or if respondents did not have the 
relative in question. For example, if respondents had at least 
one child who lived outside of Jamaica, they were coded 
as having a child abroad. All variables to denote where the 

respondent’s relative lived at the time of the survey were 
coded similarly.

Covariates

Moderating Variable

(a) Sex was a binary variable and was reported as male or 
female.

Migration‑Related Predictors

(a) Respondents were asked whether “the respondent’s 
household or any of its members received remittances 
from a relative or close friend within the past 12 months?” 
Responses were coded as 0 if “no” and 1 if “yes.” (b) Num-
ber of trips abroad was based on responses to a series of 
questions. With the first question, “has the respondent ever 
travelled outside Jamaica?” “no” was coded as 0 and “yes” 
as 1. Respondents were then asked about their migration his-
tory, which included a series of questions that corresponded 
to their five most recent trips. If respondents had informa-
tion about their length of stay for their first trip outside 
Jamaica and did not respond to subsequent questions about 
other trips abroad, we coded them as having “1 trip.” If they 
had responses for at least one other trip we coded them as 
“2 + trips.” Those that had not travelled outside of Jamaica 
were coded as “none.”

Personal Experiences

(a) Respondents were asked “have you ever experienced a 
trauma?” “no” was coded as 0 and “yes” as 1. We adjusted 
for trauma because trauma is associated with varied physical 
and mental health outcomes [65,66] and in bivariate analy-
ses, trauma was associated (p < 0.05) with all six health and 
wellbeing outcomes.

Demographic Variables

Age was a continuous variable, marital status was included 
as married or not married, and parish included Kingston, 
Manchester, St. Andrew, and St. Ann.

Socioeconomic Variables

We followed methods in the JRMS project report for coding 
socioeconomic variables [56]. (a) Respondents were asked 
to select the highest educational institution in which they 
were previously or were currently enrolled. Education was 
based on ten categories and grouped as basic/elementary 
education, secondary education, and higher education. (b) 
Occupational status was based on thirteen options and was 
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grouped as working and not working. (c) Income was an 
open-ended question. Respondents were asked, “on aver-
age, what is your weekly, monthly, or annual income?” and 
asked about the amount and currency of their income. We 
converted weekly and annual income to a monthly income 
variable and include income as < $18,000, $18,000–$34,999, 
$35,000 + , ≥ $35,000, and missing. Foreign currency was 
converted to Jamaican Dollars (JMD) using the Bank of 
Jamaica’s average foreign exchange counter rates for the 
data collection period [56,67]; one hundred Jamaican dol-
lars ($100 JMD) is equivalent to $7.20 U.S. Dollars [68].

Statistical Analysis

Descriptive and bivariate analyses were conducted to exam-
ine means, frequencies (Table 1), and associations. We 
fit stratified weighted ordinary least squares and logistic 
regression models to assess the relationship between hav-
ing a family member abroad and multiple health and well-
being outcomes, net of migration, personal, demographic, 
and socioeconomic covariates. We assessed model fit in 
unweighted models and all models were well calibrated. We 
conducted all analyses with Stata version 15 [69] and used 
the svy, subpop command to account for the complex survey 
design; statistical significance was set at the p < 0.05 level. 
This study received exemption status from the Institutional 
Review Board (IRB) at the University of the First Author 
(IRB #19-001144).

Results

Characteristics of the Study Sample

Table 1 presents the characteristics of the study sample 
(N = 621, unweighted), including tests for significant dif-
ferences by gender. There were more women (n = 323, 41%, 
weighted) than men (n = 298, 59%) in the study. The mean 
age of participants was 43.69 years (SD = 17.74) and did not 
significantly differ between women (M = 43.72, SD = 17.97) 
and men (M = 43.66, SD = 17.51). The majority (78%) of 
study participants were not married. Although most respond-
ents lived in St. Andrew (45%), there where notable differ-
ences in where women and men lived (p = 0.000).

There were statistically significant differences between 
women’s and men’s employment status (p = 0.003) and edu-
cational attainment (p = 0.037). More than half (59%) of the 
study sample were working at the time they responded, and 
had completed secondary education or higher (71%); though 
more women (38%) than men (31%) had completed higher 
education. Almost a third (31%) of the respondents earned 
incomes at or above $35,000 JMD/month. Though women 

tended to earn more than men, these differences were mar-
ginal (p = 0.095).

Though more women (52%) than men (45%) reported 
experiencing trauma, there were no significant gender dif-
ferences (p = 0.112). There were notable differences between 
women (60%) and men’s (55%) receipt of remittances 
(p = 0.025). Seventy-five percent of the sample had taken 
at least one trip abroad and women and men had travelled 
at a similar rate (n = 74% and 77%, respectively p = 0.647). 
Of the 73% of study participants who reported having at 
least one close relative who lived abroad, over 50% reported 
that relative to be a sibling. Others were more likely to have 
children (26%) or parents (23%) that lived abroad than 
grandparents (11%) or spouses/partners (8%). There were 
no significant gender differences.

There were significant differences between women’s 
and men’s self-rated mental (p = 0.010) and physical health 
(p = 0.001). Although, more men (59%) than women (51%) 
reported their mental health as excellent or very good, more 
women (72%) than men (59%) were in less than excellent 
or very good physical health. There were also statistically 
significant differences (p = 0.002) in the number of physi-
cal illness symptoms that men (M = 14.25, SD = 5.82) and 
women reported (M = 15.80, SD = 6.59), but no significant 
differences were noted between men’s and women’s life 
satisfaction (M = 21.60, SD = 7.39) and depression scores 
(M = 8.80, SD = 10.04).

Health and Wellbeing Among Study Participants

Table 2 presents the regression results predicting health 
and wellbeing among women (see Supplemental Table 1 
for results for the full sample). Net of all predictors, women 
who had a child abroad were less likely to report very good 
mental health (OR = 0.46, 95% CI 0.21, 0.97), relative to 
women without a migrant child. Women experienced mar-
ginally significant higher odds of very good physical health 
if they had a spouse or partner who lived abroad (OR = 2.50, 
95% CI 0.90, 6.94). Women who had a migrant parent 
were significantly more likely to have fewer physical ill-
ness symptoms (b = − 2.113, p = 0.010) and lower depres-
sion scores (b = − 3.119, p = 0.039) than their counterparts 
with parents who lived in Jamaica. Having a sibling abroad 
was not significantly associated with any outcomes. Hav-
ing a migrant grandparent was statistically significantly 
associated with lower odds of very good self-rated physical 
health (OR = 0.20, 95% CI 0.06, 0.68) but was only mar-
ginally associated with very good self-rated mental health 
(OR = 0.38, 95% CI 0.13, 1.07). We also conducted sensi-
tivity analyses, with controls for physical health and mental 
health in respective models. In these analyses, only self-
rated mental health among women changed (i.e., becoming 
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Table 1  Sample characteristics, 
Jamaica Return(ed) Migrants 
Study (N = 621)

Variables Total sample Women Men p  valuea

(N = 621) (n = 323) (n = 298)

n (%) n (%) n (%)

Demographics
 Age [M (SD)] 43.69 (17.74) 43.72 (17.97) 43.66 (17.51) 0.861
 Sex
  Male 298 (59)
  Female 323 (41)

 Marital status 0.091
  Not married 465 (78) 251 (79) 214 (77)
  Married 156 (23) 72 (21) 84 (23)

 Parish 0.000
  Kingston 208 (35) 127 (23) 81 (43)
  Manchester 184 (17) 68 (17) 116 (17)
  St. Andrew 179 (45) 102 (57) 77 (37)
  St. Ann 50 (3) 26 (3) 24 (4)

Socioeconomic status
 Employment status 0.003
  Working 352 (59) 165 (55) 187 (61)
  Not working 269 (42) 158 (46) 111 (39)

 Highest education level 0.037
  Basic/elementary education 230 (30) 106 (28) 124 (31)
  Secondary education 191 (37) 100 (34) 91 (38)
  Higher education 200 (34) 117 (38) 83 (31)

 Family income 0.095
  < $18,000 JMD 128 (20) 60 (17) 68 (21)
  $18,000–$34,999 JMD 185 (30) 110 (34) 75 (27)
  $35,000 + JMD 187 (31) 95 (33) 92 (30)
  Missing income 121 (19) 58 (16) 63 (22)

Personal experiences
 Trauma 304 (48) 168 (52) 136 (45) 0.112

Migration-related
 Remittance receiving household 362 (57) 202 (60) 160 (55) 0.025
 Number of trips abroad 0.647
  None 146 (25) 80 (27) 66 (24)
  1 Trip 203 (34) 101 (32) 102 (36)
  2 + Trips 272 (41) 142 (42) 130 (41)

Migrant relative abroad
 Child 183 (26) 89 (23) 94 (29) 0.276
 Spouse/partner 44 (8) 23 (8) 21 (8) 0.971
 Sibling 355 (56) 186 (57) 169 (55) 0.826
 Parent 121 (23) 63 (21) 58 (25) 0.990
 Grandparent 61 (11) 29 (9) 32 (12) 0.462

Health and wellbeing outcomes
 Self-rated mental health 0.010
  Excellent/very good 327 (56) 154 (51) 125 (59)
  Good/fair/poor 294 (44) 169 (49) 173 (41)

 Self-rated physical health 0.001
  Excellent/very good 202 (36) 86 (28) 116 (41)
  Good/fair/poor 419 (64) 237 (72) 182 (59)

 Physical illness symptoms [M (SD)] 15.06 (6.28) 15.8 (6.59) 14.25 (5.82) 0.002
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less negative and losing significance) (see Supplemental 
Table 2).

The regression results predicting health and wellbeing 
among men are presented in Table 3. Men who had a child 
abroad experienced lower odds of very good self-rated 
physical health (OR = 0.46, 95% CI 0.20, 1.06). However, 
these results were only marginally significant. Men who 
had a child abroad were more likely to score at least two 
points lower on the satisfaction with life scale (b = − 2.370, 
p = 0.031) than men who were not in this situation. Having 
a migrant spouse was statistically significantly associated 
with reporting more physical illness symptoms (b = 3.215, 
p = 0.013) and was marginally associated with happiness 
(OR = 0.34, 95% CI 0.11, 1.09). Having a sibling, parent, 
or grandparent abroad was not significantly associated with 
any outcomes.

Discussion

This study investigated the association between migration 
and health among non-migrant relatives in Jamaica. Our 
results reveal that migration not only wields varied impacts 
on the health and wellbeing of non-migrant kin but that 
these effects depend on gender and are contingent on family 
ties. That is, whether the migrant is a child, spouse/part-
ner, sibling, parent, or grandparent. Table 4 summarizes the 
predicted changes to health and wellbeing when a family 
member migrates.

We find that having a child abroad is associated with 
lower odds of very good mental health for mothers and lower 
life satisfaction for fathers. This result partially supports our 
first hypothesis and is consistent with reports of worsening 
health and wellbeing outcomes among non-migrant parents 
[13,30,52,53]. One possible explanation for this finding is 
that even in settings with formal welfare systems, parents 
are likely to rely on their adult children to provide varying 

forms of support [70]. While an adult child who lives abroad 
might send remittances, providing economic support to non-
migrant family members, non-migrant parents may desire 
their children’s physical presence [53,71]. Other studies sug-
gest that having a child abroad is associated with happiness 
[31,33]. However, we did not find evidence of this. Addi-
tional research is needed to understand the circumstances 
that are associated with wellbeing outcomes among non-
migrant parents, especially the differing impacts for women 
and men.

Our finding that men with a migrant spouse/partner 
report more physical illness symptoms than women in this 
situation supports our second hypothesis but deviates from 
extant reports of worsening health outcomes among non-
migrant women [48,72–74]. Several factors might explain 
men’s reports of poorer physical health. Importantly, women 
and men’s social roles differ across societies and reflect the 
contexts in which they live. While some scholars find that 
migration improves women’s autonomy [75], others indicate 
that it exacerbates gender inequalities [76]. In this context, 
women’s migration may reconfigure the household and dis-
rupt social relations within the family, leaving their spouse/
partner without a key source of support. Such support might 
include, but are not limited to, practical reminders for and 
management of medical or physical health care, as women 
in the household are more likely to encourage healthy behav-
iors [77].

Although we posited that sibling migration would posi-
tively affect women’s health and wellbeing but have no 
impact on men in hypothesis three, in all specified models, 
having a migrant sibling did not significantly impact health 
and wellbeing outcomes. This result diverges from research 
among non-migrants in Mexico that finds a significant asso-
ciation between sibling migration and higher depressive 
scores among women and lower scores among men [13]. In 
a setting like Jamaica, where migration is the norm, it is pos-
sible that having a sibling abroad might not impact familial 

Weighted percents are presented
Data Source: Jamaica Return(ed) Migrants Study, 2012
M mean; SD standard deviation; SWLS satisfaction with life; CESDR Center for Epidemiologic Studies 
Depression Scale Revised; JMD Jamaican Dollars
a Tests for significance were calculated using the chi-square test for proportions and t-test for means

Table 1  (continued) Variables Total sample Women Men p  valuea

(N = 621) (n = 323) (n = 298)

n (%) n (%) n (%)

 Happiness 0.617
  Happy 398 (63) 210 (65) 188 (62)
  Not happy 223 (37) 113 (35) 110 (38)

 SWLS [M (SD)] 21.6 (7.39) 21.67 (7.11) 21.53 (7.7) 0.816
 CESDR [M (SD)] 8.8 (10.04) 8.86 (9.75) 8.73 (10.36) 0.873
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relations or that siblings are not significant contributors to 
non-migrants’ health. Migrants rely on kinship networks 
in deciding to migrate and may work in concert with non-
migrant siblings to make such decisions or to facilitate the 
care of non-migrant relatives in their absence. Furthermore, 
in families with multiple siblings, there are varying degrees 
of closeness, such that the migrant sibling may not be the 
one to whom the non-migrant sibling feels closest.

We hypothesized (hypothesis four) negative health 
impacts among women and men who had migrant parents 
but found that women reported health benefits that included 
significantly fewer physical illness symptoms and lower 
depression scores. This result may point to the greater role 
that women play in this context and the strains that unpaid 
care work places on non-migrant women when parents live 
in the same country [24]. However, in partial support of 
our fifth hypothesis, having a grandparent abroad resulted 
in a lower likelihood of very good physical health, but only 
among women. Throughout the Caribbean, grandparents 
contribute to caring for their grandchildren, supporting their 
upbringing, and supporting family members [16]. The pres-
ence of grandparents who are available to care for grandchil-
dren likely enables parents, especially women, to migrate 
[53]. Such moves become less likely if the grandparent lives 
abroad.

In this study, women were more likely to report more 
significant and marginally significant changes to their health 
and wellbeing when family members lived abroad. This was 
not the case for men who only reported such changes when a 
child or spouse/partner lived abroad. Although the impacts 
of migration may be mitigated by the transnational ties (e.g. 
visits, phone calls, social media connections) that migrants 
maintain [78], the benefit of these linkages may depend on 
the reason for migration, the frequency and strength of con-
tact, and the extent to which migrants maintain their obli-
gations (e.g., sending remittances) to non-migrant relatives 
[79]. Future research may consider how transnational ties 
buffer the health impacts of migration among non-migrant 
relatives and consider how the roles that women and men 
play in familial responsibilities impact the association 
between migration and health among non-migrants.

Limitations

There are some limitations to consider when interpreting 
these findings. These results might be a distinctive case and 
may not represent the situation in other countries. Moreover, 
we used cross-sectional quantitative data and such studies 
preclude causal claims and limit capturing the complexity 
of family dynamics that vary over time and day-to-day. We 
relied on self-reported measures for our health outcomes. 
While these measures have utility in varying contexts, they 
are also prone to biases such as the respondent’s willingness Ta
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to be honest, their ability to be introspective, and their 
interpretation of the questions that constitute the measures. 
Although assessing the content or quality of these relation-
ships was not the aim of this study, unmeasured variables 
like one’s relationship with the migrating family member, or 
if non-migrants visited a family member during trips abroad, 
may influence these outcomes. Future studies should con-
sider the structural and functional dimensions of migrants’ 
networks and support relationships with respect to diverse 
health measures.

Paradoxically, while some migrants move to contend 
with conditions in their home country, their migration may 
worsen health outcomes for non-migrant family members. 
Future studies may aim to disentangle these relationships. 
Finally, whether observed effects are short-or long-term 
consequences deserve some attention. Changes and disad-
vantages as a result of migration occur over time and future 
research would do well to employ longitudinal studies that 
capture non-migrant family members’ health before migrants 
depart, during their stay in the destination country, and after 
they return [30,48]. Considering factors like age, especially 
for children who live abroad, reason for migration, frequency 
of contact with the migrant relative, and care responsibilities 
within a family could further clarify these findings.

This paper extends the literature on migration and the 
health of non-migrants by centering on Jamaican migration, 
a less examined case. In focusing on the typical relations 
often investigated in the migration literature and those that 
are less common, we provide evidence that the impact of 
migration on non-migrants’ health and wellbeing depends on 
gender and the migrant relative. This clarification is impor-
tant in settings where the household composition extends 
beyond the nuclear family. By examining multiple outcome 
measures, we present a robust picture of the impacts on sub-
jective health and wellbeing. Generalizing these impacts 
would only be partially accurate, as migration is associated 
with different physical and psychological responses among 
non-migrant women and men.

Conclusions

Overall, we provide evidence of disparate health and well-
being outcomes by gender and consider the ways migra-
tion may affect familial relationships in Jamaica. There are 
non-material costs associated with a relative’s migration 
and such moves may disrupt social relationships and conse-
quently impact health. Although governments often center 
on migrants’ economic and social remittances for the coun-
try’s development, they have a role to play to ensure the 
health of their non-migrant population.

Non-migrants are a part of the migration continuum and 
should be included in migration and health policies. Since 

migration may impact the social relationships that migrants 
and their families rely upon and may contribute to disparate 
health outcomes among women and men, gender-sensitive 
policies and programs are crucial. Support programs that 
assist non-migrant relatives may help safeguard the health 
of families and communities in Jamaica. Such approaches 
must also reflect the dynamic nature of movement through-
out the region.
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tary material available at https:// doi. org/ 10. 1007/ s10903- 021- 01239-y.
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