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Objective: The aim of this study was to compare the health policies for international migrants in Mexico and Colombia.
Methods: A descriptive comparative study of the documents issued by the national-level government of the most recent
past administrations in each country (2012–2018 for Mexico, 2013–2018 for Colombia) was conducted. We identified
the documents' objectives, strategies, and evaluation of results, and the representation of international migrants and
migrant health in the policy.
Results: Both countries situate health care policies for international migrants in a human rights framework. In both, mi-
grants are entitled to health care, but access is limited bymigration status. Themain contrasts are the focus on different
migrant populations (Mexican migrants in the Mexico-US migration circuit in Mexico; Venezuelan immigrants and
Colombians returning from Venezuela in Colombia), and the discursive framing of policies as a response to the crisis
in Colombia. As a result, while concrete actions are detailed in the Colombian policies, most documents in Mexico are
limited to general strategies. These differences can be explained by the context inwhich each set of policieswas issued:
a relatively stable Mexico-US migration flow in Mexico, and the reception of hundreds of thousands of migrants from
Venezuela in a very short time in Colombia.
Conclusions: Tradition in matters of migration, and the current migration context, influence health policies for migrant
populations.
© 2020 The Author(s). Published by Elsevier B.V. This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/licenses/by-nc-nd/4.0/).
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1. Introduction

Migration is a massive demographic phenomenon, with 244 million in-
ternationalmigrantsworldwide in 2015.Whilemost internationalmigrants
live in high-income countries, close to a third of them arrive to middle-
income ones. Migration is an opportunity, but it can also be a challenge
for middle- and low-income countries with limited resources and institu-
tional capacities. Lack of experience in the reception of immigrants can
also make their integration into local society difficult [1,2].

Health is a human right, and signatories of the United Nations' Interna-
tional Covenant on Economic, Social and Cultural Rights commit to provid-
ing health care to migrants independent of their legal status. The guiding
principles for health care of migrants and refugees include non-
discrimination, equitable health access (to prevention and care), and inclu-
sion of the migrants in national health and social protection systems [3–5].
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The pledge to ensure that migrants enjoy “the highest attainable standard
of health” was recently ratified in the Global Compact for Safe, Orderly
and Regular Migration of Morocco [6]. Still, in most countries these princi-
ples are not fully implemented [7], and migrants face greater barriers to
health services access when compared with the native population [5,7,8].

While public policy as expressed in documents is not the sole determi-
nant of health care access, it is the first step towards it [9]. Health policies
state objectives and guidelines, and make evident the position of govern-
ments regarding healthcare provision. Even while documents per se do
not guarantee implementation, they influence actions. According to
Vazquez, Terraza-Nunez, Vargas, Rodriguez, and Lizana [10], differences
between countries in terms of their health policies for migrants can be ex-
plained by each nation's experience with migration, and by their approach
to migration. Comparative studies between countries can improve our un-
derstanding of how public policy limits or facilitates migrants' access to
health.

Mexico and Colombia are two Latin American, upper-middle income
countries [11], where the main international migration-related phenome-
non has traditionally been emigration. They occupy the first and second
place in the sub-continent as senders of international migrants. The
Mexico-US migration corridor is the most important corridor globally
le under the CCBY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/
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[12], and Mexico has the second place worldwide in number of interna-
tional emigrants, with over 12 million people born in Mexico living in the
United States (US). About one third (34.6%) of Colombian migrants also
go to the US, and a significant percentage (23.1%) to Spain [13]. Mean-
while, both countries have historically had low levels of immigration. In
2015, out ofMexico's close to 120million inhabitants, slightly over onemil-
lion (0.8% of the total population) were foreign-born [14]. About nine hun-
dred thousand of themhad been born in the US [15], so it is likely that they
were of Mexican origin [16]. Similarly, in Colombia, the net international
migration rate has been historically negative [17].

More recently, however, there have been changes in both countries. In
Mexico, transit migration has become an important issue, with more and
more people from Central America and other world regions crossing the
country on their way to the US [12]. As the anti-immigration policies of
the US harden, migrants in transit might be more likely to spend longer pe-
riods inMexico, or even decide to stay in the country [16].Migrants in tran-
sit and asylum seekers became more visible since the end of 2018, when
“caravans” (large groups of people travelling together) gained significant
media attention [18]. In Colombia, the number of migrants coming from
Venezuela began to increase after 2016, following the economic and polit-
ical crisis in the latter country. The rise became sharper inAugust 2017, and
by July 2018 slightly over onemillion Venezuelanswere living in Colombia
[19], about half of them irregular migrants.

Mexico and Colombia thus share similarities, as countries with a tradi-
tion of South–North emigration that more recently experienced increases
in South–South immigration and migrants in transit. The change was
more abrupt in Colombia, where the number of migrants coming from
Venezuela increased sharply in a relatively short period, while in Mexico
migrants in transit have been a constant for years, with numbers ebbing
and flowing in the 2012–2017 period [20]. The number of migrants enter-
ing Colombia in the past years is higher in relative terms, coming to about
2% of the population. The intensive media coverage and occasional xeno-
phobic reactions show the significance of these situations, that in the near
future might result in changes in migration policies, and consequently in
health policies for migrants.

The objective of this study was to compare the health care policies for
international migrants of Mexico and Colombia, as described in documents
issued by the national-level governments of each country. For the purposes
of this work, we considered policies for international migrants to be those
related to documented and undocumented immigrants, migrants in transit,
refugees and asylum seekers, and return migrants (voluntary and depor-
tees). As detailed above, we selected the two cases for being part of the
same world region (Latin America), and also similar in terms of economic
and human development, migration tradition, and recent migration
changes. They also provide a contrast with the more frequently researched
high-income countries in Western Europe, Oceania, and North America. In
exploring these two cases, we aim to increase knowledge of the character-
istics of the governmental response that should, in principle, guarantee
the right to health for all persons independent of their migration status.

2. Materials and methods

We conducted a descriptive comparative study of public policy docu-
ments stating principles, norms, and guidelines for the health care of inter-
nationalmigrants inMexico and Colombia (including immigrants, migrants
in transit, refugees and asylum seekers, voluntary return migrants, and de-
portees). Since the aim of the studywas exploratory, we did not define a hy-
pothesis, but our guiding assumption was that health policies would be
related to the tradition of migration of each country [10].

We reviewed documents issued during the most recent administrations
(2012–2018 for Mexico, and 2013–2018 for Colombia), including legisla-
tion and non-legal documents from national-level governmental agencies,
that presented the public policy addressing the health care of migrants.
We followed five strategies of document search. First, we employed the
Google search engine with the terms: (health) AND (migrants | migration
| immigrants | immigration | refugees) AND (plan | law | norm | strategy |
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actions | policies) AND (Colombia | Colombian) filetype:pdf, and the equiv-
alent for Mexico, and reviewed up to the third page of results. Second, we
reviewed the web pages of the national health ministries of both countries.
Third, we searched Medline for references to public policy documents in
scientific articles published in 2008–2018,with the terms: healthAND (pol-
icy | policies) AND (migrants | migration | immigrants | immigration | ref-
ugees) AND (Colombia*), and the equivalent for Mexico. Fourth, we
conducted a search in Google Scholar, limited to 2008–2018, with the
terms: health (migrants | migration | immigrants | immigration | refugees)
AND “public policy” AND (Colombia |Colombian), and the equivalent for
Mexico. The first and second searches were performed in Spanish, the
third search in English, and the fourth search in Spanish and English. In ad-
dition, we employed our knowledge of the subject to identify documents
not retrieved by the previous strategies. We included in the analysis docu-
ments that fulfilled the following inclusion criteria: 1) issued by a
national-level government agency; 2) issued by the 2012–2018 administra-
tion in Mexico, or by the 2013–2018 administrations in Colombia; 3) ad-
dressing health care for immigrants, migrants in transit, return migrants,
refugees, or asylum seekers. One researcher conducted the search for
each country, and the resulting document list was reviewed, discussed,
and complemented by all authors, in order to check that the documents ful-
filled inclusion criteria and were relevant to the migrant groups addressed
in this study.

After reviewing documents and excluding those that did not fulfill inclu-
sion criteria, we registered the following characteristics of those selected:
agency issuing the document, type of document, types of migrants consid-
ered, health issues addressed, and evaluation plans. Our analytic frame-
work for the analysis was based on the dimensions suggested by Vazquez,
Terraza-Nunez, Vargas, Rodriguez, and Lizana [10]: objectives, strategies
(specific health issues, access to health services, and improving health
care), and evaluation. We developed a codebook reflecting those dimen-
sions, and two researchers (one for each country) coded the documents.
During this first round of coding, emerging codes were identified and
added to the codebook following an inductive process. We discussed the
pertinence, definitions, and exemplars of all codes, and modified them
when needed, before performing a second round of coding. Finally, we syn-
thesized the content of the documents in themes. Coding was done with
AtlasTi 8.3.1. To increase validity, the results and conclusionswere triangu-
lated through discussion between all authors.

3. Results

Following the search strategy described above, we retrieved 24 docu-
ments for Mexico, and 13 for Colombia. We discarded nine documents for
Mexico (six for not mentioning healthcare, one that was a proposal for a
program, and two that did not mention public policy), and three for
Colombia (one for being a project of law not yet approved, one that was a
technical document that did not consider health issues, and one issued by
an international agency).

Table 1 shows the 25 documents included in the analysis (15 from
Mexico and 10 from Colombia), by year of publication. Nine documents
fromMexico defined aspects of the country's migration policy, and were is-
sued either by the Congress or by government agencies not directly related
to health [21–29]. Six documents were issued by the Ministry of Health
[30–35], but only one of them [31] specifically addressed migrants' health.
In contrast, most documents from Colombia were issued by the Ministry of
Health and Social Protection, some of them in response to the influx of mi-
grants from Venezuela [36–42]. As wewill show below, this difference was
accompanied by contrasts in terms of the conception of migration and of
migrants health, and in the actions proposed by each country. The migra-
tion and health policy of Mexico appeared in documents issued by two dif-
ferent sectors, without much connection between them, while in Colombia
the subject was addressed only by the health sector.

In the following sections we present the results of the analysis, accord-
ing to the dimensions proposed by Vazquez, Terraza-Nunez, Vargas,
Rodriguez, and Lizana [10]: objectives, strategies for specific health



Table 1
Documents included in the analysis.

Titlea Year of
publication

Agency issuing document

Mexico
Agreement by which the guidelines for protection of migrants by the National Institute of Migration are
emitted [22]

2012 Ministry of Interior

National Development Plan 2013–2018 [24] 2013 Federal Government
Sectorial Program for Health 2013–2018 [30] 2013 Ministry of Health
Migration Law [26] 2014 Lower Chamber
Refugees, Complementary Protection and Political Asylum Law [21] 2014 Ministry of Interior
Special Program for Migration 2014–2018 [22] 2014 Ministry of Interior
Specific Action Program: Health Promotion and Social Determinants 2013–2018 [32] 2014 Ministry of Health
“Migrants Receive Popular Insurance” (MX_24) [33] 2014 Ministry of Health
Annual Work Plan 2015 of the General Directorate of International Affairs [31] 2015 Ministry of Health
National Commission for Social Protection in Health. Manual for Affiliation and Operation [34] 2016 National Commission for Social Protection in Health
Protocol to Guarantee the Respect of Principles and the Protection of Rights of Children and Adolescents
in Migration Administrative Procedures [23]

2016 Ministry of Interior

Model for the Attention of Unaccompanied Migrant Children [27] 2016 System for the Development of Family
Model for the Attention of Unaccompanied Migrant Adolescents [29] 2016 System for the Development of Family
Specific Organization Manual of the General Coordination of the Mexican Commission for Refugee
Assistance [28]

2017 Mexican Commission for Refugee Assistance

National Commission for Social Protection in Health. Guides for Affiliation and Operation [35] 2018 National Commission for Social Protection in Health

Colombia
Institutional Human Rights Policy [51] 2013 Ministry of Foreign Affairs/Migration
Decree 1768 of 2015 [40] 2015 Ministry of Health and Social Protection
Decree 1495 of 2016 [36] 2016 Ministry of Health and Social Protection
Decree 780 of 2016 [38] 2016 Ministry of Health and Social Protection
Circular 025 of 2017 [39] 2017 Ministry of Health and Social Protection
Decree 866 of 2017 [41] 2017 Ministry of Health and Social Protection
Resolution 3015 of 2017 [42] 2017 Ministry of Health and Social Protection
Decree 1288 of 2018 [43] 2018 Presidency of the Republic
Decree 542 of 2018 [52] 2018 Presidency of the Republic
Response Plan of the Health Sector to the Migration Phenomenon [37] 2018 Ministry of Health and Social Protection

a Translated by the authors, the original title in Spanish appears in the list of references at the end of the article.
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problems, strategies to improve health care access, strategies to improve
health services, and evaluation. We also analyze the representation of mi-
gration and migrants health in the documents, and the framework in
which they situate healthcare for migrants. For each dimension, we high-
light (when present) the differences between countries and the divergences
of policies within each country.

3.1. Objectives

Asmentioned above, most of the documents fromMexico aim to define
the country's migration policy, and therefore the description of health-
related objectives is brief or non-existent. Two documents issued by the
Ministry of Health [30,32] define objectives for the whole population,
with migrants mentioned among the “vulnerable populations” that should
be prioritized. In both of them, the emphasis is on Mexican international
migrants, and there are few mentions of foreign-born persons in Mexican
territory. Likewise, the Annual Work Plan 2015 of the Ministry of Health's
General Directorate of International Affairs [31] states that its main objec-
tive is to grant access to health services for Mexican international migrants.

In the case of Colombia, most documents address foreign-born persons
in the country (especially Venezuelans) and return migrants, and mention
one of the following objectives: promoting affiliation to the public health
system [37,43]; specifying routes for access to health care for the affiliated
and non-affiliated [37,39]; public health management [37,39]; and health
care financing.

Thus, while documents from Colombia list specific, health-related ob-
jectives for the health care of immigrants (especially Venezuelans), the
Mexican documents mention specific objectives only for Mexican interna-
tional migrants.

3.2. Strategies: health issues

In the documents from Mexico, mention is made of prevention of HIV/
AIDS [22], control of communicable diseases (including sanitary
3

regulations applicable at the time of entrance) [26], healthcare for pregnant
migrants and victims of sexual violence [22,29], andmental health (includ-
ing prevention and treatment of drug use) [22]. Documents that refer to
specific groups emphasize the health issues that are considered relevant
for each of them. Thus, documents about unaccompanied minors
[23,27,29] mention contraception, sexual violence, and vaccination,
while those referring to migrants detained in the Ministry of Interior's mi-
gratory stations say that the stations should provide physical and mental
health services and adequate food [21–23,25–29].

On the other hand, documents from Colombia mention communicable
diseases, public health surveillance, vector transmitted diseases, violence
(especially gender-based), mental health, and chronic conditions that
might be complicated by migration (diabetes, hypertension, and asthma)
[37,39]. Alsomentioned are vaccination and contraception, and health pro-
motion strategies such as the strengthening of sexual and reproductive
rights, and the promotion of community networks [37,39].

The health issuesmentioned in the documents are thus similar, with the
exception of chronic conditions, which are only addressed in documents in
Colombia.
3.3. Strategies: access to health services

Mexico and Colombia have fragmented health systems, with a combina-
tion of public and private schemes and providers covering different popula-
tion groups, according to employment and other characteristics (including
ability to pay) [44,45]. Both systems are limited in terms of infrastructure,
personnel, and availability of medicines, and in practice are unable to pro-
vide effective access to health care for the population as awhole [46–48]. In
this section, we describe what the reviewed documents say about health
services access for migrants: who is entitled to care, the possibility of and
mechanisms for affiliation to a health coverage scheme, which agencies
are deemed responsible for granting access to health care, and how agen-
cies and other actors are expected to coordinate in order to grant access.
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Documents from both Mexico and Colombia indicate that foreign-born
people should have access to health care, irrespective of their migration sta-
tus [26], and that emergency care is to be provided at no cost [26,39,41].
However, in both countries, full and permanent coverage is limited by mi-
gration status, as we describe below.

People living in Mexico without employment-related health insurance,
and who are in the lower income levels, are mainly covered through the
System of Social Protection in Health (better known as “Seguro Popular”).
As most international migrants in Mexico (including some returnmigrants)
are not in formal employment, Seguro Popular would be their path to care.
According to the reviewed documents, there were two ways for foreign-
born international migrants to affiliate to Seguro Popular during the period
covered by this study: using their temporary or permanent resident visa as
an identification to register for the same three-year (renewable) period as
the rest of the Mexican population; or registering without an identification
document for a 90-day (non-renewable) affiliation. The first option, re-
stricted to regular migrants, still left out thosewith “regional visitor” or “re-
gional worker” cards, used by Central American migrant workers in
Southern Mexico. Even more, while this option was mentioned in the man-
ual for Seguro Popular affiliation of 2016 [34], it disappeared in the equiva-
lentmanual for 2018 [35], so at the time of writing this article, even regular
migrants couldn't be covered by Seguro Popular. The second option, register-
ing without a document, was open to irregular migrants, and in the 2016
manual for Seguro Popular affiliation [34], this option is explicitly described
as a way through whichmigrants in transit to the US can affiliate. Themea-
sure was also publicly promoted as “Seguro Popular for migrants” [33]. Still,
this is a limited-time option, and there are no provisions in the revised doc-
uments for full coverage, in equal conditions to the local population, for im-
migrants not in formal employment. On the other hand, while the Special
Migration Program [22] mentions an initiative to boost the portability of
social security and to promote access to social security for immigrants, no
concrete actions for pursuing these objectives are defined. As for thefinanc-
ing of health care, documents from Mexico do not address the issue, al-
though payment to providers through Seguro Popular is implicit for those
affiliated to that scheme.

In the Colombian health system, health coverage is mainly based on af-
filiation to either a contributory or a subsidized scheme (depending on em-
ployment status and the capacity to pay). The Colombian documents
specify that all departments, districts, and municipalities should promote
the affiliation of returned Colombian migrants formerly living in
Venezuela, and of Venezuelans with an alien's identity card (cédula de
extranjería) or valid special permit of permanence (PEP), to one of these
schemes. Affiliation for these two groups of migrants begins with a ques-
tionnaire applied by the Ministry of Health at the department or district
level in order to assess eligibility and register beneficiaries in the System
for the Identification of Social Assistance Beneficiaries (SISBEN)
[36,37,39,40,43]. For Venezuelan immigrants, the affiliation is valid for
as long as their migration status remains regular (two years in the case of
PEP holders, renewable); irregular migrants cannot affiliate to a coverage
scheme. An exception is made for indigenous people in the border areas,
who can affiliate irrespective of their migrant status if they are named in
a list issued by the indigenous authority [37]. In contrast to the Mexican
documents, documents from Colombia detail the financing mechanisms
both for the emergency care of “nationals of bordering countries”
[38,41], and for treatment of chronic diseases [36–38,40,41], including a
description of who is responsible for payments [38].

As for which dependency is tasked with securing health care access for
migrants, the Mexican documents establish that the National Institute of
Migration and other dependencies in charge of migration are responsible
for subscribing agreements with health dependencies at the state level, so
that the later will provide health care to immigrants [25], and should ar-
range for the health care needs of refugees and asylum seekers to be cov-
ered [28]. The National Institute of Migration and other dependencies in
charge of migrants, refugees, asylum seekers, and unaccompanied children
and adolescents, are responsible for guaranteeing that they receive the nec-
essary health care in migratory stations and shelters, mobile medical units
4

in border areas and other areas through which they transit, through in-
site first-aid and mechanisms to refer to health services. These dependen-
cies are also responsible for negotiating inter-agency coordination to guar-
antee that the health needs of migrants are met [21–23,25,26,28,30]. One
interesting initiative in this respect is the Beta Groups of Mexico's Interior
Ministry (Secretaría de Gobernación), which assist migrants who have
accidents, are stranded in dangerous places, or have other problems in
the Mexican Northern and Southern borders. As part of their activities,
Beta groups provide first aid care and reference to medical facilities
[22,25]. At the same time, according to the documents reviewed, the direct
responsibility for providing health care falls on the Ministry of Health [26],
which, as described above, has few policies in place to address the health
needs of foreign-origin international migrants.

For its part, the documents from Colombia state the Ministry of Health
and Social Protection's responsibility in providing health care to migrants,
in coordination with public and private providers, and with the Entidades
Promotoras de Salud (entities that purchase services from health care pro-
viders) [39]. In contrast with Mexico, where migration dependencies are
expected to negotiate agreements with the Health Ministry, in Colombia,
the Ministry of Health and Social Protection expects the state and local
level administrations to promote affiliation to the health coverage scheme
for regular migrants [37,39,43].

Regarding coordination, the Mexican documents mention the impor-
tance of ensuring collaboration between governmental agencies
[22,25,26,28], and between levels of government [22]. At the same time,
while the Special Program for Migration details how its objectives relate
to those of the Sectorial Program for Health, and one of its lines of action
is to “harmonize the federal and local legislations in matters of health…
with the migration normative framework” [22], there is a disconnect be-
tween migration policies and health policies, reflected in the scarcity of
mentions to foreign-born migrants in Mexico in the documents issued by
the Ministry of Health. In contrast, the documents issued in Colombia de-
scribe precise directions for intersectoral actions [37]. Beyond intra-
governmental coordination, documents from Colombia also mention col-
laboration between the government and international organisms such as
the United Nations High Commissioner for Refugees, the International Or-
ganization for Migration, the United Nations Children's Fund, the
Colombian Red Cross, and the Pan American Health Organization. In
Mexico, there is no mention of international organisms, but collaboration
between government and civil society organizations is mentioned [22].

As the above shows, both countries contemplate the possibility of regular
immigrants accessing healthcare through affiliation to the existing coverage
scheme, while access for irregular immigrants is limited. The limitations of
access to healthcare for irregular migrants that are apparent in these docu-
ments likely constitute a barrier to access and continuity of care.

3.4. Strategies: improving quality of healthcare

Strategies to improve the quality of healthcare for migrants are scarcely
mentioned in the reviewed documents. Two main areas are addressed:
training and interculturalism.

As for the former, the Mexican documents mention that, in order to im-
prove the attention thatmigrants receive, public servants including (but not
limited to) health workers should receive training in areas such as human
rights, gender, vulnerability, and interculturality [22]. In Colombia, train-
ing is mainly directed to health workers, and the areas mentioned are men-
tal health, sexual and reproductive rights, care for pregnant women,
children and adolescents, communicable disease prevention, and chronic
diseases [37].

Regarding interculturalism, Mexico's National Development Plan [24]
states that health promotion should be conducted “with differential
criteria” in the case of migrants, and mentions “linguistic and intercultural
attention”. The Program for Health Promotion and Social Determinants
[32] similarly mentions the need to consider the cultural differences of
the indigenous migrant population. In Colombia's Response Plan for migra-
tion fromVenezuela [37], attention to cultural difference ismentioned, and
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the plan suggests that community based strategies that allow for the contin-
uation of culture and “the customs of places of origin, as well as the political
and civic participation of migrants and their communities, and their capac-
ity to advocate for their rights” should be implemented. It is interesting to
notice that documents in both countries seem to assume that migrants are
culturally different from the receiving community, even when most of
them come from neighboring Latin American countries or from the same
sub-region of the continent.

Thus, while some aspects thatmight have an impact on healthcare qual-
ity are mentioned in documents from both countries, none of them have a
comprehensive plan for improvement.

3.5. Strategies: evaluation

None of the reviewed documents present a plan for evaluation of health
care for foreign-born migrants, and we were unable to locate any evalua-
tions of it. Some of the Mexican documents mention indicators for evalua-
tion, but only for non-health related policies, and for access to health care
services for Mexican return migrants [22,31]. There are no such indicators
in the documents from Colombia, and only one of them [37] mentions gen-
eral aspects that should be evaluated, without defining the method or indi-
cators for the evaluation. Evaluation of health policies for migrants,
therefore, seems a relatively neglected area in both countries.

3.6. Representation of migrants and health care

According to Bacchi [49], the representation of an issue in public poli-
cies has real life consequences, as representation defines the scope of possi-
ble actions. Similarly, Knoepfel, Larrue, Varone, and Hill [50] suggest that
problems do not exist in themselves, but are constructed as part of the de-
velopment of public policy. We explored how issues of migrant health
and health care were represented in the documents, and how the policies
were justified.

In documents from both countries, international migrants are repre-
sented as a vulnerable group, with vulnerability related to the situations
they experience during transit, their working conditions, the fracture of
their social networks, and their socioeconomic status [21,27,32,33,36]. Mi-
gration is understood to be the consequence of social and economic difficul-
ties, violence, human rights violations, disasters, and war [27,37]. Health
care provision and the protection of migrants are situated in a human rights
framework [21,25,26,31,33,37,51]. One document fromMexico states that
the human rights of migrants should be guaranteed “… just as we fight for
the rights… of Mexican migrants abroad” [25]. This notion of “treating
others as you want to be treated” does not appear in documents from
Colombia, but there are mentions in them to the reciprocity owed to
Venezuelans (who in past decades received Colombians displaced by con-
flict) [38]. Similarly, in Mexico there is an appeal to the common history
of “fraternal peoples” [33] of the Mesoamerican region, in order to justify
health care for immigrants.

Moreover, the type of migration that is addressed more frequently
varies by country, giving a different image of who “the migrants” are repre-
sented to be. In Mexico, “migrant health”mostly refers to Mexicans abroad
(mainly in the US), or return Mexican migrants. Internal Mexican migrants
are the second most frequently mentioned population, and there are few
references to foreign-born migrants in Mexico [24,30–32]. Among
foreign-born international migrants, refugees and asylum seekers are
more frequently addressed [21,22], and two of the reviewed documents
were specifically issued for this population [21,28]. Meanwhile, the docu-
ments from Colombia are mainly concernedwith Venezuelans who entered
the country recently, and Colombians who lived in Venezuela and returned
in the sameperiod, with a response plan issued especially for these two pop-
ulations [37]. Colombians abroad are rarelymentioned, and neither are ref-
ugees or asylum seekers.

The documents from both countries emphasize some groups as vulner-
able: women, children and adolescents, people with disabilities, persons
with diverse sexual orientations, older adults, and pregnant and lactating
5

women in Colombia [36–38,51]; and unaccompanied minors, people
with disabilities, victims of torture, sexual abuse, gender violence or
human trafficking, older adults, and those with chronic illness in Mexico
[21,22,25,27,30].

Just as with the types of migrants, the types of foreign-born persons that
the reviewed documents emphasize vary by country. When the Mexican
documents mention foreigners, they mostly refer to Central Americans in
transit through Mexico, painting a picture of a non-permanent migration
flow. This representation agrees with the lack of provisions for health
care of immigrants who become long term or permanent residents. In the
documents from Colombia, most of them focused on the recent migration
of Venezuelans, and it seems to be assumed that immigrants will remain
in the country. The degree to which the strategies for affiliation to the na-
tional health care schemes is detailed in the Colombian documents appear
to support to this view, while the Mexican strategy of 90-day affiliation is
targeted at people in movement, who will stay for just a short period.

Another contrast in the representation of the problem between the two
countries is the narrative of crisis apparent in the Colombian documents.
One of them was issued in 2015 in response to the expulsion of
Colombians from Venezuela [40], and six in response to the arrival of
Venezuelans and returned Colombians since 2017 [37,39,41–43,52]. Con-
sequently, they paint an extraordinary situation that requires rapid adjust-
ments from the health system. As part of this representation, migration is
described as a challenge for the health system, and the Response Plan
[37] underscores this aspect by presenting data of the increase in health
care activities in the border and other areas. None of the Mexican docu-
ments employ a similar narrative.

4. Discussion

Health policies for international migrants, refugees, and asylum seekers
in Mexico and Colombia share a human rights framework, and in both
countries, immigrants are considered entitled to health care (with limita-
tions by migration status).

On the other hand, according to our analysis the main difference be-
tween policies in the two countries is the migration process they focus
on, which define the main challenges that the policies aim to address:
access to healthcare for international Mexican migrants in Mexico, and
for Venezuelan immigrants in Colombia. These differences can be ex-
plained by the characteristics of migration in each country during the
period when the documents were issued. Most of the Mexican docu-
ments express the migration and health policies defined at the begin-
ning of the 2012–2018 administration, a time when the most notable
change was an increase in return migration, while the number and char-
acteristics of migrants in transit, immigrants, and asylum seekers
remained relatively stable [20]. As sending countries, both Mexico
and Colombia have developed emigration policies to engage with and
support their diasporas [53,54], and the Mexican documents reflect
this. Meanwhile, during the period covered in this study, Colombia ex-
perienced the arrival of more than a million Venezuelans in a very
short time. This contingency explains the references to crisis, as well
as the mentions of coordination with the international agencies that
Colombia had requested financial support from. In this way, the
Colombian health sector response was aligned with the country's immi-
gration policies of incentivizing regularization for Venezuelans [55],
and also represents a view of the situation as a humanitarian emergency.

These differences in how the problem was seen and experienced are
reflected in their policies [49,50]. In Mexico, the strategies and actions
mainly address a transitory period, probably because it was assumed that
Mexican return migrants would soon integrate into the Mexican health
care coverage system, and that foreign-born migrants were just passing
by. In contrast, the Colombian policies seem to be designed for a population
that intends to stay in the country [19], and aim to promote their rapid and
permanent affiliation to health coverage schemes.

Thus, our results coincide with the proposal of Vazquez, Terraza-Nunez,
Vargas, Rodriguez and Lizana [10], who suggest that health policies for
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migrants reflect the migration tradition of each country. The main migra-
tion tradition in Mexico is Mexico-US migration, and therefore health poli-
cies formigrants are focused on the protection ofMexicans abroad or return
migrants, with little attention to foreign-born immigrants, refugees, and
asylum seekers. In this sense, a recent development that will be interesting
to follow is that of the “migrant caravans” coming from Central America.
While this situation is outside the temporary framework of this study, not
subject to review here, it could be the beginning of a different migration
panorama [16], requiring a new policy response. Likewise, in Colombia,
the main migration tradition had been emigration, but the country is cur-
rently in the midst of an important immigration flow. Choosing two cases
with similar migration traditions, going through different migration cir-
cumstances, allowed us to observe how a specific situation can influence
the development of public policy.

In our analysis, we identified two inconsistencies in the health policy
as stated by the documents. First, the stated human rights framework in
both countries contrasts with the limitations to access that the docu-
ments evidence. Second, while migrant health policies require a defined
legal framework and financing mechanisms [3,4], neither Mexico nor
Colombia have an explicit policy of migration and health. While
Colombia issued indications and norms in response to an emergent situ-
ation, there was still no long-term policy, and the guidelines were lim-
ited to Venezuelan immigrants and returned Colombians. In Mexico, a
gap was apparent between documents issued by migration-related agen-
cies, stating that immigrants, migrants in transit, and refugees are enti-
tled to health care, and the lack of provisions to implement that
entitlement in documents issued by the Health Ministry. The develop-
ment of a coherent policy on migration and health in these two coun-
tries would require a more ample view of the changing migration
flows in the region, considering immigrants, migrants in transit, and
asylum seekers, without limiting access to health care to some of these
flows or to regular migrants. Without this, most foreign-born people
will have access only via emergency services, likely increasing the
costs of care and limiting their right to health [7].

One limitation of our study is that it does not constitute a comprehen-
sive policy analysis, which should go beyond the norms, guidelines, and
recommendations, to also assess the social and politic processes of policy
definition and their historical changes [56,57]. It is also important to con-
sider that our results do not refer to the actual enacting of policies. The im-
plementation gap is amajor issue in health policy, withmigrants frequently
facing barriers over and above those apparent in norms or laws [58], and
further research is required in this area. Our decision to limit the analysis
to the documents that describe and regulate public policy, however,
responded to the exploratory nature of this work, and to the interest of get-
ting a snapshot of a situation that is still currently changing [57]. Another
possible limitation of our work is the omission of documents that were
not retrieved by our searching criteria.

5. Conclusions

To conclude, our study shows that migratory tradition, current migra-
tion context, migration policies, and the representation of the problem
[10,49,50], as well as politics and international relations [59], influence
policies for the health care of migrants. Asmigration is a changing phenom-
enon, the gap between its characteristics and policies should be repaired
[16]. As shown by this study, Mexico and Colombia still have much to do
in this regard.
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