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Abstract

This study proposes that visa status is an important construct that is central to understanding how health
selection occurs among immigrants. We used the 2017 baseline survey data of the Health of Philippine
Emigrants Study (n = 1,632) to compare the health of nonmigrants remaining in the Philippines and migrants
surveyed prior to migration to the United States. Furthermore, we compared migrant health by visa type:
limited family reunification, unlimited family reunification, fiancé(e)/marriage, and employment. Migrants
reported fewer health conditions than nonmigrants overall. However, health varied among migrants by
visa type. Migrants with fiancé(e)/marriage visas were the healthiest, reporting significantly fewer health
conditions than the other groups. Limited family reunification migrants reported more health conditions
than nonmigrants and unlimited family reunification migrants. We discuss how the immigration visa
process reflects broader forms of social and political stratification that cause heterogeneity in immigrant

health selection.
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Immigrants tend to be healthier than their nonim-
migrant counterparts in the United States—a trend
often referred to as the immigrant health advantage
(Abraido-Lanza et al. 1999; Acevedo-Garcia and
Bates 2008; Markides and Coreil 1986; Palloni and
Arias 2004). One explanation for this phenomenon
is that healthier individuals select into migrant
cohorts (Akresh and Frank 2008; Hamilton,
Palermo, and Green 2015; Ro, Fleischer, and Blebu
2016). Evidence supports this selective migration
hypothesis, showing that health selection is stronger
in migrant cohorts comprised of individuals with
higher socioeconomic status (Akresh and Frank
2008; Riosmena, Kuhn, and Jochem 2017). However,
a health advantage is also often observed among
migrants with lower socioeconomic  status
(Martinez, Aguayo-Tellez, and Rangel-Gonzalez
2015; Riosmena et al. 2017). Although selection on
socioeconomic status is important, it does not fully
capture how migrant health selection occurs. Most

literature on health selection focuses on immigrants
after arrival in a receiving country, although selec-
tion begins prior to departure from their home coun-
try (Jasso etal. 2005; T¢llez, Martinez, and Gonzalez
2015). Furthermore, much theorizing about migrant
health selection emphasizes intrapersonal factors
(e.g., motivation, personality, etc.; Dhadda and
Greene 2018; Hamilton et al. 2015). Although
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migrants indeed have a great deal of individual
agency (Gong et al. 2011), the ways people migrate
are shaped by institutional constraints in both send-
ing and receiving countries (Gee and Ford 2011;
Viruell-Fuentes, Miranda, and Abdulrahim 2012).
U.S. immigration policies have the potential to
stratify migrants before they step foot on U.S. soil
(Jasso 2011; Kato and Sparber 2011; Massey and
Taylor 2004). The United States uses immigration
visas as a mechanism to limit and control the num-
ber and type of people allowed to legally immigrate
(U.S. Department of State 2020). The process of
applying for and obtaining a U.S. immigration visa
creates a system of social stratification abroad that
can directly and indirectly influence health differ-
ences among people who ultimately obtain visas as
well as between migrants and nonmigrants (Jasso
2011, 2016). Migrants may be stratified by their
visa type—whether they hold family reunification
visas, fiancé(e)/marriage visas, employment visas,
and so on—as a consequence of the different kinds
of resources needed to secure each specific visa
type. For example, for employment visas, appli-
cants with high levels of education are prioritized
for entry (U.S. Department of State 2020). Certain
visa types are more difficult to obtain because U.S.
immigration policy restricts quantity for some (e.g.,
employment visas) but not for others (e.g., marriage
visas; Jasso 2011). Administrative prioritization
and backlog can cause some visa application pro-
cesses to take years, even decades, to complete,
whereas other types of visa applications are
approved within months (Obinna 2014). These fac-
tors can lead to differential experience of stress
associated with being in the process of applying for
an immigration visa, which can ultimately impact
the health status of prospective migrants (Jasso
2011; Jasso et al. 2005). Accordingly, this study
considers how visa type stratification reveals het-
erogeneity in health selection prior to migration.
How immigrant health selection varies by visa
status prior to migration is important because if true,
it illustrates how U.S. immigration policies influence
the circumstances under which people navigate
migration, which then shapes health selection of
migrants. Although scholars have suggested this
might be the case (Akresh and Frank 2008; Jasso
etal. 2005; Ro et al. 2016), there is a dearth of empir-
ical research on visas and health. This study investi-
gates how visa status reflects prior life chances and
existing resources pertinent to health and just as
importantly, examines health prior to migration.
Prior research on health selection has conventionally
focused on the migrant health trajectory starting with

arrival and recognizes declines in the migrant health
advantage with greater integration into U.S. society
(Gorman, Read, and Krueger 2010; Gubernskaya,
Bean, and Van Hook 2013; Hamilton et al. 2015).
One study that assessed premigration health using
the Mexican Family Life Survey found little evi-
dence of health selection occurring (Rubalcava et al.
2008), although this finding could be due to the
lower costs of migration from Mexico to the United
States given geographic proximity (Akresh and
Frank 2008; Jasso et al. 2004).

In the present study, we analyzed premigration
baseline data from the Health of Philippine Emigrants
Study (Gee et al. 2018), which compares Filipino
migrants destined to the United States with peers
who remain in the Philippines, to test migrant health
selection and make comparisons by visa type.

BACKGROUND
The Philippine—U.S. Migration Context

The United States is home to the largest number of
Filipinos outside of the Philippines. It is important
to consider the history of colonization and militari-
zation as context for current migration from the
Philippines to the United States. With the annexa-
tion of the Philippines by the United States in the
late nineteenth century after the Spanish-American
War, Filipinos became U.S. nationals and began
immigrating in larger numbers, primarily working
in low-wage agricultural jobs in the western United
States (Le Espiritu and Wolf 2001). The United
States took over Spanish naval bases in the
Philippines, building its own military presence and
leading many Filipinos to work on or around the
bases or to serve in the U.S. military (Rodriguez
2010). Since the 1940s, many Filipinos migrated to
the United States as agricultural workers, war brides
of U.S. servicemen, or health care workers (Lichter,
Qian, and Tumin 2015; Liu, Ong, and Rosenstein
1991). Although the Philippines was granted inde-
pendence in 1944, ties between the United States
and Philippine government, military, economy, and
education have continued (Boquet 2017).
Philippine emigration to the United States grew
in the 1960s with the lifting of national-origin quotas
under the 1965 U.S. Immigration Act. Today, 1.9
million Filipinos (accounting for 4% of the U.S.
immigrant population) reside in the United States
(Zong and Batalova 2018). Filipinos are the third
fastest growing immigrant group in the United
States, after Chinese and Asian Indians. Current poli-
cies in the Philippines promote migration abroad as
emigrants typically send remittances that, to date,
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comprise 11% of the Philippine economy (Zong and
Batalova 2018). Migrants are routinely hailed as
“New National Heroes,” highlighting their economic
importance for the Philippines (Rodriguez 2002).

Employment is a primary channel for migration
from the Philippines to the United States. Low
wages and few job opportunities in the Philippines
combined with health care workforce shortages in
other countries create incentives to educate and
train health care professionals for export (Boquet
2017; Castro-Palaganas et al. 2017). Migration for
family reunification purposes is also common
(Medina and Natividad 2012). The long history of
migration means that many in the Philippines have
family members already living in the United States
who can petition for them to immigrate. An under-
studied but common means of migration to the
United States from the Philippines is through mar-
rying a U.S. citizen. This group of migrants are
mostly Filipina women who marry non-Hispanic
white men (Kim 2010; Lichter et al. 2015). U.S.
military bases in the Philippines have led to many
intimate relationships between American service-
men and Filipinas, some resulting in international
marriage (Reyes 2017). The Philippines is also pop-
ular among U.S. civilian men seeking to marry
Asian women. Historically, the Philippines has had
a high proportion of mail order brides (Lloyd 2000),
a practice that continues today via internet-based
dating websites (Tran 2012).

Histories of migration, colonization, militariza-
tion, and economic prospect serve as the backdrop
against which selective migration occurs. Individuals
may make personal decisions about migration, but
they are profoundly shaped by historical and socio-
political forces.

Visa Type and Health Selection

We propose that migrant visa type is a marker of the
life chances, resources, and experiences that influ-
ence health selection into migration (Jasso 2011,
2016). The process of obtaining a migrant visa may
directly select for better health. For example, the
United States mandates a medical screening and
vaccination for certain illnesses prior to issuing a
visa. Some health problems preclude admission
(e.g., history of substance abuse), whereas others
might be admissible after treatment (e.g., tuberculo-
sis; U.S. Department of State 2020). The process of
obtaining a migrant visa may also indirectly select
for better health. U.S. Congress places various lim-
its and requirements on who is eligible to apply for
visas and how many visas are allocated each year.

Given these market conditions, with more people
wanting to migrate than the United States allows, it
is likely that only those who are most well resourced
are successful in obtaining a visa. Personal resources
and traits may be associated with better health
among visa holders than those without a visa.
Beyond the distinction between those who can
obtain a visa (i.e., lawful permanent residents) ver-
sus those who cannot or who choose not to seek
them (i.e., nonmigrants), the different requirements
and restrictions placed on each type of visa can lead
to health stratification by specific visa type. In this
study, we consider four categories of visas: (1)
numerically limited family reunification, (2) numer-
ically unlimited family reunification, (3) fiancé(e)/
marriage family reunification, and (4) employment.

First, we consider a broad category of immigra-
tion visas—family reunification visas. These visas
are obtained through the U.S. Citizenship and
Immigration Services (USCIS) and may be numeri-
cally unlimited or numerically limited (Jasso 2011; U.S.
Department of State 2020). Numerically unlimited
visas have no maximum number of legal permanent
residents allowed in those categories, whereas
numerically limited visas are those categories
where the number of visas granted annually is
capped by the State Department.

USCIS gives the highest priority to spouses
(married longer than two years), unmarried children
(under the age of 21), and parents (21 years or
older) of U.S. citizens (U.S. Department of State
2020). These visas are numerically unlimited and
require sponsorship from the U.S. citizen relation.
This group has the closest existing relation to a U.S.
citizen. After showing proof of relation, the process
of obtaining a numerically unlimited family visa is
relatively quick and straightforward, perhaps lower-
ing visa stress and protecting health (Jasso 2011). On
the other hand, numerically limited family reunifi-
cation migrants include family members with less
direct ties to U.S. citizens and family members of
lawful permanent residents. Examples include chil-
dren of U.S. citizens over the age of 21, married
children of U.S. citizens and their children, and
spouses and children of lawful permanent residents
(U.S. Department of State 2020). Due to the numer-
ical limitations placed on these visas, applicants
may wait years until a visa becomes available in
order to migrate (Jasso 2011). Longer wait times
might mean greater experience of visa stress prior
to migration, leading to worse health.

There is a special subset of family reunification
visa holders that we treat as distinct from the others
discussed previously: fiancé(e)s of U.S. citizens or



362

Journal of Health and Social Behavior 61(3)

spouses of U.S. citizens who have been married less
than two years. These visas are considered “condi-
tional,” meaning that fiancé(e)/marriage visa hold-
ers must apply for the conditional status to be
removed once living in the United States (U.S.
Department of State 2020). For fiancé(e) visas, the
couple must marry and apply to have the condition
removed within 90 days of the fiancé(e)’s arrival in
the United States. For couples married prior to the
immigrant spouse’s arrival in the United States, the
couple must apply to remove the condition within 90
days of the two-year anniversary of the migrant
spouse’s arrival. Although these visas are conditional,
they are also numerically unlimited. Therefore, once
the U.S. citizen fiancé(e)/spouse agrees to sponsor
their partner, the visa is approved quickly. These
fiancé(e)/marriage visa holders may have less expo-
sure to premigration visa stress due to fast process-
ing, although they may still experience visa stress
until their conditional status is removed once in the
United States (Jasso 2011). People who are selected
as fiancé(e)/marriage migrants from the Philippines
are likely to be younger, female, more English profi-
cient, and more friendly toward non-Filipinos
(Lloyd 2000), which may indirectly select for better
health. Additionally, a person in visibly poor health
is theoretically unlikely to be successful on the inter-
national marriage market.

The last group we consider are migrants with
employment visas. These visas require an employer
or agent sponsor in the United States and approval
through the U.S. Department of Labor. All employ-
ment visas considered in this study are numerically
limited. Within the employment visa category, peo-
ple with advanced degrees are prioritized for entry,
followed by skilled professionals who fill certain
labor needs in the United States (U.S. Department
of State 2020). Employment visa holders allow the
inclusion of spouses and children of the principal
person applying for employment in the United
States. These are not considered family reunifica-
tion visas because these visas depend on the spouse
or parent gaining approval for lawful permanent
residency to work. Much of the past literature on
the initiation of migration has focused on employ-
ment migrants (Yang 2010), emphasizing differ-
ences in labor supply, labor demand, and wages
between countries as underlying causes of migra-
tion (Lindstrom and Lopez Ramirez 2010;
McKenzie, Theoharides, and Yang 2014). In theory,
people migrating for work should be in good health
to be employable in the United States because they
need be able to perform job duties and demands
(Rodriguez 2010). Employment migrants who are

prioritized to receive a visa because of their
advanced degrees demonstrate high educational
attainment, which is associated with better health
(Mirowsky and Ross 2015). Nevertheless, it may
take years of planning for potential employment
migrants to obtain a U.S.-based employer sponsor
to petition on their behalf, and it may take additional
years of waiting for their visas to be approved. This
may increase visa stress and lessen health selection.

Research Aims

The aforementioned considerations motivate our
study aims to:

1. categorize and compare visa types among
lawful Filipino migrants, describing them
regarding type of sponsorship needed,
preference level established by the United
States, and mean processing time;

2. determine whether lawful Filipino migrants
have a health advantage over nonmigrants
remaining in the Philippines prior to emigra-
tion to the United States and whether per-
sonal characteristics or resources related to
health account for this difference;

3. calculate differences in health by visa type,
comparing nonmigrants with limited family
reunification, unlimited family reunifica-
tion, fiancé(e)/marriage, and employment
visa holders; and determine whether per-
sonal characteristics or resources account
for differences in health.

Personal characteristics include those factors migrants
might be selected on that are also related to health,
including age, gender, English proficiency, region of
residence, and access to health care. Personal
resources are those that migrants might utilize in order
to gain access to a visa and include educational attain-
ment and (lack of) financial strain.

METHODS

Data and Sample

We used data from the Health of Philippine
Emigrants Study (HoPES; Gee et al. 2018). HoPES
is uniquely structured to examine migration by
including a cohort of U.S.-bound migrants (n = 832)
from the Philippines and a comparison cohort of
nonmigrants (n = 805) who do not have intentions to
leave the Philippines. Importantly, HOPES captures
baseline data from migrants prior to migration.
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Participants were recruited from February to
October 2017 and will be followed annually until
2020.

Migrants were identified through a partnership
with the Commission on Filipinos Overseas, the
Philippine federal agency that governs emigration.
After Filipinos have clearances to migrate to the
United States, they must attend a mandatory prede-
parture orientation seminar (PDOS) in the cities of
Cebu or Manila. Once migrants complete the
PDOS, they receive a stamp on their passport.
Airport officials prohibit migrants without this
stamp to board airline flights departing the
Philippines. Thus, the PDOS is the last administra-
tive legal task migrants must undertake before they
exit the country. HOPES researchers recruited study
participants from people attending the PDOS,
allowing for a rare opportunity to sample from the
entire universe of lawful permanent migrants bound
for the United States. Migrant baseline data were
collected within weeks or even days prior to depar-
ture to the United States. HOPES migrants are fairly
representative of recent (less than two years dura-
tion) Filipino immigrants to the United States, as
seen in comparisons with American Community
Survey (ACS) data (Gee et al. 2018).

Nonmigrants were identified through stratified
random sampling of households, with three strata
including Metro Manila, Metro Cebu-urban, and
Metro Cebu-rural. One person from each household
was recruited. Nonmigrants were sampled to match
the migrant cohort distribution for age, gender, and
education level and are therefore comparable to
migrants on these key factors but different in their
migration status. One inclusion criterion for the
nonmigrant cohort was intention to remain in the
Philippines for the next three years.

The present analyses utilized HoPES baseline
data for migrants and nonmigrants. The response
rates were 36.5% for migrants and 68.6% for non-
migrants (de Castro et al. 2019). A total of 1,637
migrants and nonmigrants completed the baseline
assessment in English, Tagalog, or Cebuano. Of
these, 1,632 participants had complete data for all
variables of interest (<1% missing), and thus, analy-
ses proceeded with complete cases only. Using ACS
2011-2013 data, weights for both migrant and non-
migrant samples were created that adjust the entire
sample to be representative of recent Filipino
migrants to the United States on age, gender, and
education. Using these weights allows for general-
izations to be made about the population of Filipino
migrants to the United States using the HoPES
sample.

Dependent Variable

The main dependent variable was number of health
conditions. Participants reported whether they ever
had any of the following 10 problems: arthritis/
gout/rheumatism, anemia, asthma, cancer, diabetes,
high blood pressure, heart disease, hypercholester-
olemia, infection from an intestinal parasite, and
influenza. These conditions were summed (range
0-10). This measure, adopted from the Medical
Outcomes Study, is often used in research as a sum-
mary indicator of physical well-being and has been
used in prior studies of immigrant health (Gorman
etal. 2010; Yoo, Gee, and Takeuchi 2009).

Independent Variables

First, we compared HoPES participants by migrant
status—whether participants were in the nonmigrant
sample or in the migrant sample. Among migrants,
visa type was obtained by asking them to provide the
specific visa codes (e.g., IR1, E31) from their docu-
ments. These visa codes were then collapsed into the
following categories: (1) numerically limited family
reunification visa, (2) numerically unlimited family
reunification visa, (3) fiancé(e)/marriage visa, or (4)
employment visa. Nonmigrants were the reference
category in most analyses.

To address Research Aim 1, Table 1 provides
detailed information about the visa codes and how
they were categorized. Descriptions and details for
each visa code were taken from the USCIS website,
U.S. Department of State Travel website, and U.S.
Department of State Visa Bulletin (U.S. Department
of State 2020). For each visa code, we indicate
whether the visa holder is a principal (i.e., primary
applicant) or derivative (i.e., person receives lawful
status through the principal applicant’s status),
whether an affidavit of support (i.e., signed contract
by U.S.-based sponsor to financially support the
intending immigrant) is required, the level of prefer-
ence for numerically limited visas, and the percent-
age and frequency in the HoPES migrant sample.
We also include a rough estimate of the amount of
time it took for the visa to be processed, from the
time the applicants filed their last paperwork until
they were legally able to migrate. We used the Visa
Bulletins for the fiscal year 2017—the year HoPES
migrants were recruited—which provides the earli-
est filing date (i.e., the “date of final action”) for
when visa applications are currently being pro-
cessed for each visa code for a given month (U.S.
Department of State 2020). We calculated the visa
processing time in years by finding the difference
between the year of each migrant’s date of HoPES
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survey interview and the corresponding year in the
date of final action from the given month in the
2017 Visa Bulletin. For example, if a migrant with
an F4 visa interviewed for HoPES in March 2017,
his or her corresponding date of final action would
be August 1, 1993, an approximate processing time
of 24 years (i.e., 2017 — 1993). Fiancé(e)/marriage
migrants and numerically unlimited family reunifi-
cation migrants had processing times of zero years
because these visas are not subject to numerical
limitations.

Covariates

Age, gender, Philippines region of residence,
English proficiency, and health care access were
included as personal characteristics that may explain
the association between visa type and health. They
reflect the life chances and individual traits that
legal migrants may be selected on to various
degrees. For example, if migrants are selected
because they are younger, this may account for bet-
ter health. Migrants might be more likely to be male
or female in certain visa categories, which could
explain differences in health by visa type. Region of
residence, English proficiency, and health care
access reflect differential life chances that can affect
the likelihood of migration. Philippines region of
residence was categorized as Luzon, Visayas, or
Mindanao. English proficiency was measured by
asking participants how well they could speak
English and was coded as very well/well or not very
well/not at all." Health care access was defined as
where respondents sought medical treatment during
their last episode of illness or injury. This variable
was coded as receiving no treatment, treatment in a
hospital, or treatment in a clinic or other source of
health care (e.g., pharmacy, medical missions,
friends, relatives, traditional healers, etc.).
Educational attainment and financial strain
were included as personal resources that might
explain health differences by migrant visa type.”
These socioeconomic resources may be mobilized
to gain access to a visa, and they are also commonly
associated with health. Educational attainment was
measured with four categories: less than high
school, high school graduate, some college, or col-
lege degree and above. Financial strain was deter-
mined by asking respondents to think about the
money they have and all their expenses and to
respond about the degree of difficulty in meeting
those expenses (Kahn and Pearlin 2006).
Participants were coded as having high (some to
considerable difficulty in meeting expenses),

medium (just enough money to pay expenses with
no difficulty), or low (enough money with money
left over) financial strain.

Statistical Analyses

First, we calculated the sample characteristics of the
HoPES baseline sample, comparing migrants with
nonmigrants and comparing nonmigrants with
migrants disaggregated by visa type (Table 2).
Using chi-square tests and bivariate regression
models, we calculated p values indicating if differ-
ences between groups were statistically significant.
We used Stata Version 15 (StataCorp 2017) and
applied survey weights.

We examined the associations between migrant
status, visa type, and total number of health condi-
tions using Poisson regression (no overdispersion
was detected). Table 3 shows our examination of
health conditions by migrant status, addressing
Research Aim 2 and testing whether migrant health
selection is present overall. Table 4 shows our
examination of health conditions comparing non-
migrants with migrants by visa type, which
addresses Research Aim 3 and tests migrant health
selection by specific visa type. For Tables 3 and 4,
Model 1 was the bivariate association between
migrant status and number of health conditions or
between migrant status/visa type and number of
health conditions, respectively. Model 2 included
personal characteristics: age, gender, region of resi-
dence, English proficiency, and health care access.
Model 3 additionally included personal resources:
educational attainment and financial strain. We
conducted pairwise comparisons to indicate differ-
ences in health conditions between the different
visa types using the postestimation linear combina-
tion command (lincom) in Stata (Table 4).

In a supplemental analysis, we examined among
migrants only whether the estimated length of time
it took for visas to be processed was associated with
number of health conditions, accounting for per-
sonal characteristics and resources. These results
are provided in Supplemental Table A in the online
version of the article.

RESULTS

Descriptive Statistics

Table 2 displays descriptive results. Comparing non-
migrants to all migrants, there were no significant
differences in age (M = 37) or gender (33.5% male).
However, when disaggregating all migrants by visa
type, there were significant differences in age, with
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Table 3. Poisson Regression of Number of Health Conditions on Migrant Status, Health of Philippine
Emigrants Study Baseline Sample (n = 1,632).

Model | Model 2 Model 3
Variables § 95% Cl § 95% ClI B 95% CI
Migrant (reference = nonmigrant) —09% —.18,—01 —24% 34 — |3 —22%** -32,—11
Age .02k .02, .03 027 .02, .03
Male gender (reference = female) -.00 -.08,.07 -02 -.09, .06
Island region (reference = Luzon)
Visayas =59k _T71,-46 —60%F* -72,-47
Mindanao -.02 -13,.09 -02 —-13,-09
English proficiency, speaks very Ak .02, .19 .06 —-.04, .15
well/well (reference = not very
well/not at all)
Health care (reference = no
treatment)
Hospital 34k .25, 43 34k .25, .43
Clinic or other 32wk 23, 41 30k 21, 40
Educational attainment (reference
= less than high school)
High school —.25%wk -.38,—-.12
Some college —-.08 -21, .05
College degree and above .0l —12,.14
Financial strain (reference = high)
Medium —10% —-.18,-02
Low -05 —.16,.05
Constant AR 35,47 —45FFF 66, -24  -26F -.50, -0l

Note: Cl = confidence interval.
*p < .05, ¥¥p < .001.

unlimited family visa holders being the oldest on
average (41.4 years) and fiancé(e)/marriage visa
holders being the youngest on average (32 years).
The visa types also differed greatly in gender distri-
bution. Only 6.6% of fiancé(e)/marriage visa holders
and 25.9% of unlimited family visa holders were
male, whereas about half of limited family visa and
employment visa holders were male. Nonmigrants
and migrants differed regarding what region of the
Philippines they resided. Although almost all nonmi-
grants were from either Visayas or Mindanao, 42%
of migrants were from Luzon. English speaking pro-
ficiency varied across the groups: Migrants overall
were much more likely to report speaking English
well/very well (60.5%) compared to nonmigrants
(24.7%), and this was especially true of fiancé(e)/
marriage migrants (84%) and employment migrants
(85.5%). Health care access was also significantly
different across groups. Although nonmigrants were
about equally as likely to not seek treatment, go to a
hospital, or go to a clinic/other facility, migrants

were more likely to seek no treatment at all (49.7%).
Fiancé(e)/marriage and employment migrants were
most likely to seek no treatment (60.9% and 53.5%,
respectively).

Nonmigrants and migrants differed significantly
in their personal resources. Migrants were, overall,
more educated than nonmigrants. The highest edu-
cational levels were found among employment
migrants, 95.3% of whom had a college degree or
higher educational attainment. Unlimited family
visa holders had similar, if not slightly lower, edu-
cational attainment relative to nonmigrants, with
19.4% having less than high school education com-
pared to 12.8% of nonmigrants. Migrants also
experienced lower levels of financial strain com-
pared to nonmigrants. The lowest levels were noted
among employment migrants (40.6% low financial
strain). Notably, all visa categories had lower finan-
cial strain than nonmigrants on average.

Number of health conditions varied by migrant
status and visa type. Migrants reported significantly
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Table 4. Poisson Regression of Number of Health Conditions on Migrant Status and Visa Type, Health

of Philippines Emigrants Baseline Sample (n = 1,632).

Model | Model 2 Model 3
Variables § 95% Cl  Sig. § 95% Cl  Sig. B 95% Cl  Sig.
Visa type
(reference =
nonmigrant)
Limited family A3 04,21 ¢ .01 -12,.11" b,c .00 -12,.12 b, c
reunification
Unlimited family 02 —12,.16 ¢ —18% -33,-04 ac —-16* -3I,-0l ac
reunification
Fiancé(e)/marriage —.83%* .1.00,—66 a,b,d—60%* —-77,-43 a b —56%* -73,-37 ab
Employment .01 -20,.21 <« -.09 -30,.11 < =1l -32,.10 ¢
Age 02%F% 02, .03 .02%F 02, .03
Male gender -.05 -.13,.02 -.06 —.15,-00
(reference = female)
Island region
(reference = Luzon)
Visayas —38% _52,-25 —40%FF —54,-27
Mindanao 3% .02, .25 2% .01, .23
English proficiency, 2% .04, .20 .08+ —01,.17
speaks very well/well
(reference = not very
well/not at all)
Health care
(reference = no
treatment)
Hospital 340k 25, 43 340k 25, 43
Clinic or other ek 2240 3oeek 21, .39
Educational attainment
(reference = less than
high school)
High school —24%% _37 — ||
Some college -.08 -.20, .05
College degree and -0l —.14, .12
above
Financial strain
(reference = high)
Medium -09%  —17,-.0lI
Low -05 —-.16,.06
Constant A41% 35, .47 —59% 80, .38 -39 —64,-.15

(continued)
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Table 4. (continued)

Coefficients for Pairwise Comparisons among Visa Types from Adjusted Models

Comparisons for Model | B 95% Cl
To limited family reunification
Unlimited family -1 -.25, .04
Fiancé(e)/marriage —.96%Hk -1.13,-78
Employment —-12 -33,.09
To unlimited family reunification
Fiancé(e)/marriage —. 85k -1.06, —64
Employment -0l -.25,.22
To fiancé(e)/marriage
Employment 84HHk .58, 1.09
Comparisons for Model 2
To limited family reunification
Unlimited family —. | 8¥* -31,-.05
Fiancé(e)/marriage —.5gE —-.78,-40
Employment -.09 =29, .11
To unlimited family reunification
Fiancé(e)/marriage ] —-.62,-20
Employment .09 —-13, .31
To fiancé(e)/marriage
Employment 50 .26,.75
Comparisons for Model 3
To limited family reunification
Unlimited family —16* -29,-03
Fiancé(e)/marriage -5 -75,-37
Employment 11 -31,.08
To unlimited family reunification
Fiancé(e)/marriage —40+rE —61,-19
Employment .05 -18,.27
To fiancé(e)/marriage
Employment A5k .20, .69

Note: Cl = confidence interval; Sig. = significance level of test of pairwise differences between visa categories; a =
group is different from limited family reunification; b = group is different from unlimited family reunification; ¢ = group
is different from fiancé(e)/marriage; d = group is different from employment. Model | is unadjusted; Model 2 adjusts
for age, gender, island region, English proficiency, and health care access; Model 3 adjusts for all covariates in Model 2

as well as educational attainment and financial strain.
+p < .10, *p < .05, ¥p < .01, *¥p < .001.

(p < .05) fewer health conditions on average than
nonmigrants (Ms = 1.37 and 1.50, respectively).
Disaggregating migrants by visa type revealed even
greater differences in health conditions. Fiancé(e)/
marriage migrants reported by far the fewest health
conditions (M = .65). Meanwhile, unlimited family
migrants and employment migrants reported a simi-
lar number of health conditions (Ms = 1.53 and 1.51,
respectively) as nonmigrants. Limited family
migrants reported a higher number of health condi-
tions (M = 1.70) than nonmigrants.

Table 3 presents the Poisson regression results pre-
dicting number of health conditions by migrant status.
In Model 1, migrants reported significantly fewer
health conditions than nonmigrants (b =—.09, p <.05).
This association remained and was greater in magni-
tude when accounting for age, gender, region of resi-
dence, English proficiency, and health care access in
Model 2 (b =—.24, p < .001). Older age, being from
the region of Luzon (compared to Visayas), greater
English proficiency, and accessing health care at a
hospital or clinic (compared to no treatment) were all
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associated with greater number of health conditions.
After including educational attainment and financial
strain in Model 3, the association between migrant sta-
tus and health conditions remained (b = —22, p <
.001). High school education (compared with less than
high school education) and medium level of financial
strain (compared with high financial strain) were asso-
ciated with fewer health conditions.

Table 4 shows the Poisson regression results pre-
dicting number of health conditions by migrant sta-
tus and specific visa type. In Model 1, limited family
reunification migrants had significantly more health
conditions than nonmigrants (b = .13, p < .01).
Unlimited family reunification migrants did not dif-
fer in health conditions compared to nonmigrants,
limited family reunification migrants, or employ-
ment migrants. Similarly, employment migrants did
not differ in health conditions compared to nonmi-
grants. Fiancé(e)/marriage migrants had significantly
fewer health conditions compared to nonmigrants (b
= —.83, p < .001) and migrants with all other visa
types.

In Table 4, Model 2, the associations between
visa type and health conditions are different from
Model 1 after accounting for age, gender, region of
residence, English proficiency, and health care
access. Limited family reunification migrants did
not differ in number of health conditions compared
to nonmigrants, but they did have more health con-
ditions compared to unlimited family reunification
migrants (b =—.18, p < .01; reference = limited fam-
ily reunification) and fiancé(e)/marriage migrants (b
=-.59, p <.001; reference = limited family reunifi-
cation). Unlimited family reunification migrants had
fewer health conditions than nonmigrants (b =—.18,
p < .05), but they had more health conditions than
fiancé(e)/marriage migrants (b =—41, p <.001; ref-
erence = unlimited family reunification). Fiancé(e)/
marriage migrants had significantly fewer health
conditions than nonmigrants (b =-.60, p <.001) and
migrants of the other three visa types. Employment
migrants did not differ from nonmigrants, limited
family reunification migrants, or unlimited family
reunification migrants, but they had more health
conditions than fiancé(e)/marriage migrants (b =
.50, p <.001; reference = fiancé(e)/marriage).

In Table 4, Model 3, the associations between
visa type and health conditions were similar to
Model 2 after additionally accounting for educa-
tional attainment and financial strain. In Model
3, older age, region of residence, health care
access, education, and financial strain were all
independently associated with number of health
conditions.

A graphical representation of the differences in
number of health conditions by migrant status and
visa type, accounting for all covariates, is provided
in Figure 1. As seen in this figure, fiancé(e)/mar-
riage migrants have far fewer health conditions
than any other group. Unlimited family reunifica-
tion migrants seem to have fewer health conditions
than nonmigrants and limited family reunification
migrants on average. Limited family reunification
migrants do not differ in health conditions from
nonmigrants. Employment migrants seem to have
on average fewer health conditions than nonmi-
grants and limited family migrants, but the confi-
dence interval is too wide for these differences to be
statistically significant.

Supplemental Table A in the online version of
the article shows that among migrants only, longer
visa processing times are associated with more
health conditions even after accounting for personal
characteristics and resources (b = .01, p < .001).
However, becaise the visa processing time variable
is a rough estimate, these findings are preliminary
and should be interpreted with some caution.

DISCUSSION

This study advances our understanding of how
migrant health is shaped by U.S. immigration pol-
icy, adding to the growing body of literature stress-
ing the importance of contextualizing immigrant
selectivity within sending and receiving countries
(Feliciano 2020). Immigrant visas are sociopolitical
constructs that shape how health selectivity occurs.
Our results imply that visas reflect life chances and
premigration processes that affect health selection
(Jasso 2011, 2016).

Consistent with prior research, we found evi-
dence of health selection occurring for migrants
compared to nonmigrants (Akresh and Frank 2008;
Hamilton et al. 2015; Ro et al. 2016). Our study is
novel through the use of premigration data, compar-
ing a representative sample of Filipino migrants to
Filipinos of similar age, gender, and education who
do not migrate (Feliciano 2020). Migrants reported
fewer health conditions than nonmigrants overall,
showing that health selection is evident among
migrants from the Philippines prior to leaving for
the United States. Also consistent with research on
immigrant selectivity, we found migrants generally
had greater socioeconomic resources compared to
nonmigrants. Low financial strain was associated
with migrant status.

Moreover, our examination of visa types adds
greater nuance to our understanding of health
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Number of Health Conditions

T
Non-migrant

T T T T
Limited family ~ Unlimited family Fiancé(e)/marriage Employment

Migrant Visa Type

Figure |. Number of Health Conditions by Visa Type, Health of Philippines Emigrants Baseline Sample

(n = 1,632).

Note: Adjusted for age, gender, island region, English proficiency, health care access, educational attainment, and
financial strain. Black vertical bars represent 95% confidence intervals.

selectivity. We examined four visa categories:
numerically limited family reunification, numeri-
cally unlimited family reunification, fiancé(e)/
marriage, and employment. Our analysis revealed
that fiancé(e)/marriage was the only visa category
that showed strong health selection. These visa
holders tended to be younger women with high
levels of English proficiency. Interestingly, con-
trols for these characteristics and socioeconomic
resources did not explain away the health advan-
tage of migrants in this category. We speculate on
several other reasons that may explain this selec-
tion. First, there may be other socioeconomic fac-
tors that were unmeasured, such as wealth, that
drive selection. Second, there might be factors
such as physical attractiveness that simultane-
ously select for marriage and health (Rhodes et al.
2007; Singh et al. 2010). Third, perhaps the pros-
pect of being married and reunited with their
spouse fosters optimism and reduces stress, thus
improving health.

In contrast, we did not find strong evidence of
health selection among numerically unlimited fam-
ily reunification and employment migrants: The
health of these two groups was no different than the

health of nonmigrants prior to migration. Unlimited
family visa migrants had similar levels of education
but lower levels of financial strain than nonmi-
grants. This low financial strain may be indicative
of their close family relation to a U.S. citizen, who
likely supported the visa holder prior to migration
through remittances. After accounting for personal
characteristics and resources, numerically unlimited
family reunification migrants had a slight health
advantage over nonmigrants, indicating some posi-
tive health selection unattributed to finances. As
expected, employment visa holders were relatively
young with high English proficiency, low financial
strain, and high levels of education. Surprisingly,
this did not equate to strong positive health selec-
tion for employment migrants; they showed little
evidence of health selection before or after account-
ing for these factors. However, the findings for
employment migrants should be interpreted with
some caution given the small sample for this visa
type (n = 62).

Our examination of numerically limited family
reunification migrants as a separate category of
visa holders found no evidence of health selection for
this group. In fact, they reported worse health than
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nonmigrants despite having higher education and
lower financial strain compared to nonmigrants. This
health disadvantage was mitigated after accounting
for age, gender, region of residence, English profi-
ciency, and health care access. This result mirrors pre-
vious studies that found health selection to be weakest
or nonexistent among groups of limited family reuni-
fication visa holders (Akresh and Frank 2008;
Riosmena et al. 2017; Ro et al. 2016). Taken together,
these findings demonstrate heterogeneity in health
selection by visa type—which can differentially
stratify both health and social advantages among
migrants from the same country.

We additionally explored the possibility that
health selection by visa type may be explained by
differential experience of visa stress during the
process of applying for and obtaining legal perma-
nent residency (Jasso 2011; Jasso et al. 2005). Our
examination of the visa categories in Table 1
revealed drastic differences in the estimated amount
of time it took to process the visas. Numerically
unlimited family reunification migrants and fiancé(e)/
marriage migrants only waited weeks or at most
months for their visas to be approved once submit-
ted. These were the same migrants who showed the
greatest evidence of positive health selection.
Meanwhile, numerically limited family reunifica-
tion migrants waited, on average, 14 years (range =
2-24 years) and employment migrants waited, on
average, 3.6 years (range = 0—4.4 years) for their
visas to be processed. The group that had the lon-
gest average wait time—numerically limited fam-
ily reunification migrations—showed lack of
health selection in our main analysis. In a supple-
mental analysis among migrants only, we found
that longer visa processing time was significantly
associated with a higher number of health condi-
tions even after accounting for personal character-
istics (including age) and resources. We did not
include a model with both visa type and visa pro-
cessing times because the two constructs are highly
related to one another. It is also important to keep
in mind that our visa processing time variable was
only an estimate based on extrapolation from an
external data source (2017 Visa Bulletin), and
these estimates likely underestimate the amount of
time that migrants experienced visa stress (from
the time they started the visa application process
to the time their visas were ultimately approved;
U.S. Department of State 2020). Nevertheless, this
analysis suggests that longer visa processing
times, which are determined by U.S. policy and
affected by bureaucratic backlog, may explain
worse health and lack of health selection among

legal migrants whose visas took much longer to
be approved.

Limitations

Some limitations should be acknowledged. Although
the response rate for the migrant cohort was some-
what low (36.5%), reflecting the busy lives of
migrants prior to departure, the HOPES migrant sam-
ple was representative of recent Filipino immigrants
in the ACS (Gee et al. 2018). Additionally, nonmi-
grants were sampled from two regions but not the
entire country. Thus, some caution is warranted
regarding selection bias. In addition, although respon-
dents were assured that their responses were confiden-
tial and would not influence the visa process, it is
possible that migrants may still undercount their
health conditions. If this is the case, HOPES migrants
could be less healthy than the survey would suggest,
perhaps inflating any health selection findings. Lastly,
given our focus on legal migration from a single coun-
try, the Philippines, certain immigrant groups were
naturally left out, including humanitarian migrants
(e.g., refugees), diversity visa holders, and undocu-
mented immigrants. Future work should examine
these other visa types, including undocumented per-
sons applying for lawful status, and how their health is
stratified by the visa process in other countries.

CONCLUSION

Our study provides a novel look at what underlies
discrepancies in health selection among migrant
cohorts by examining health stratification based on
an important sociopolitical construct: immigrant
visas. Visas reflect historical and contemporary
immigration policies that fundamentally shape who
is deemed eligible to migrate. These policies influ-
ence how potential migrants navigate the path
toward lawful permanent residency. Therefore, how
restrictive U.S. immigration policies become along
with lengths of processing times may contribute to
differences in immigrant selectivity in the future. If
our findings are any indication, it is possible that
greater administrative backlogs will lead to longer
experiences of visa stress, thereby negatively affect-
ing health and negating health selection among
migrants with the most restrictive visas. Disparities
among migrants will emerge even as people apply-
ing for less restrictive and faster visa types, such
fiancé(e)/marriage visas, experience high levels of
positive health selection.

The natural extension of this research is to exam-
ine how visa type shapes health as immigrants



374

Journal of Health and Social Behavior 61(3)

integrate into their destination country. Do initial
health advantages, especially among fiancé(e)/mar-
riage migrants, decline with time after integration
into the United States? If so, how long does this pro-
cess take, and in what ways does this manifest? How
do prior life circumstances, including experiencing
visa stress in the premigration context, contribute to
later health trajectories in the United States? How do
parents’ migrant visa types affect the health of their
children born in the United States? Furthermore, do
these ideas generalize to other countries? These are
all areas for future inquiry. Our study highlights the
importance of considering visa category as a social
determinant of immigrant health.
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NOTES

1. Although English proficiency is typically seen as
a marker of immigrant assimilation postmigration,
it does not have that same meaning premigration,
especially in a country like the Philippines where
English is an official language. Many Filipino phrases

include English words, such as “diabetes or mataas na
blood sugar,” which means “diabetes or high blood
sugar.” Therefore, English proficiency in this context
accounts for artifacts in language and comprehension.
2. We also considered occupational title, employment,
and income as additional covariates. However,
these factors were excluded because many migrants
terminate their jobs prior to exiting the country.
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