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Summary
Gender is a sociocultural construct that assigns forms of behaviour, power, and roles to individuals based on their
sexual differentiation. There are multiple gender approaches that help distinguish risks, health conditions and be-
haviours related to the body, health-disease processes, and differential opportunities to access health care. Based on a
scoping review of scientific and grey literature in LAC, we discuss existing understandings of international migrants’
health in LAC with a focus on gender approaches. Our discussion covers the following seven dimensions: gender-
based violence, sexual and reproductive health, sexually transmitted diseases, mental health, barriers to healthcare
services, and emerging patterns of health and healthcare among men and LGBTIQA+. The evidence indicates the
urgent need to adopt gender approaches when addressing migrant and refugee health in LAC. Including gender
approaches into ongoing strategies for promoting and protecting the health and rights of migrants and refugees is a
pending challenge in the region.

Copyright © 2023 The Author(s). Published by Elsevier Ltd. 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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Introduction
Gender is fundamental to understanding and resolving
health inequities. It is a complex concept, often defined
as a sociocultural construct that assigns forms of behav-
iour, power, and roles to people based on their sexual
differentiation. However, it goes beyond its biological
dimension to include self-identifications, social expres-
sions and legal recognitions.1 Gender approaches are set
in a continuum, from exploitative to transformative: the
gender-unequal and gender-blind impede promoting
gender equality approaches (gender-exploitative), while
the gender-sensitive approach acknowledges gender
without taking action (part gender-exploitative, part
gender-accommodative), and gender-specific (part
gender-accommodative, part gender-transformative) and
gender-transformative approaches actively promote
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gender equality through the transformation of gendered
social structures.2 The three approaches on the contin-
uum’s accommodative and transformative sides are
concerned with individuals’ roles, responsibilities, limi-
tations, and opportunities in societies, fundamentally
focusing on power relations.3 They recognise the socio-
cultural construction of pre-defined social norms in a
system of social relations and that a hierarchical social
valuation of the functions assigned to women, men, non-
heterosexual and non-binary people is established
throughout their lives, where feminine, non-heterosexual
and non-binary expressions are given lesser value than
the masculine and heterosexual.4 Care must be taken in
order not to conflate gender identity and sexual orienta-
tion, however, some challenges might be shared between
diverse gender expressions and sexualities.

From a gender-transformative perspective, gender is
recognised as a social determinant of health.5 For
example, it has been documented that women tend to
use available health services more than men throughout
their lives, albeit with a marked emphasis on sexual and
1
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reproductive health.6 Conversely, men tend to consult
late, i.e., once the health conditions have been mani-
festing for a long time and already present complica-
tions.7 Finally, little is known about LGBTIQA + groups’
access to healthcare and specified healthcare needs and
rights.8 Since gender significantly impacts population
health, transforming gendered social structures to ach-
ieve gender equality is a global health priority.

In the Americas, the Pan American Health Organi-
zation (PAHO) adopted its Gender Equality Policy in
2005 based on the existing World Health Organization
(WHO) policy. The goal was to contribute to achieving
gender equality in health through research, policies, and
programs focusing on gender differences in health and
their determinants while actively promoting equality
between women, men, and LGBTIQA + groups. Most of
the existing evidence around this topic in the region is
focused on women; however, there is emerging evi-
dence related to men and the LGBTIQA + community.

Evidence around migration and health in Latin
America and the Caribbean (LAC) generally recognises
the value of adopting gender approaches when looking
at migrant and refugee health. Additionally, in the
context of LAC, intersectionality is relevant. Inter-
sectionality was initially coined by Kimberlé Crenshaw
in her work drawing on black feminism, establishing
that the mechanisms that persistently exclude black
women are situated at the intersection of gender and
race, allowing to describe the experience of black
women not only in terms either of gender or race and
beyond simply the sum of both.9 Intersectionality has
developed into a theoretical framework that focuses on
interweaving power relations considering the
complexity of multiple structures, including gender,
race, sexuality, class, age, and disability, among
others.10–14 It recognises that power acts not only on
sexual oppression but also on racial, class, and other
types of oppression.15 It also strives to provide the
methodological framework to study the interrelation-
ships of these categories and to understand their
meaning and significance.11–13

The increasing feminization of human mobility has
required the inclusion of intersectionality in the study of
migration16 to dismantle the apparent homogeneity of
the migrant woman category and recognise the vulner-
ability they may experience and their constant contri-
butions to transforming societies with a long tradition of
immigration.17 It seeks to make visible the multiplicity
of experiences of migrant women and the impact that
class and ethnicity have on the migratory experience. It
reveals the historical continuity between the current
mobility processes and their relationship with the colo-
nial order under which the globalization of capitalism
was inaugurated.18–20 Integrating intersectionality theory
in research on migration and health is necessary to shift
from an individual, culturally based approach to models
that reveal how place, racialization processes, the media,
and immigration policies impact immigrant health.21–23

Generally, evidence suggests that there might be dif-
ferential migration experiences based on gender iden-
tities and sexual orientations. Also, the sociocultural,
legal, political and economic circumstances in which
people migrate define different health risks for each of
them.24 For example, while men migrating for economic
reasons experience the stress of providing for their
families, women who act as primary caregivers can
experience the double burden of caring for children and
securing work and other resources during the migration
process.25,26

This policy paper aims to discuss the current un-
derstandings of migrants’ health in LAC with a focus on
gender approaches based on a scoping review of the
existing scientific and grey literature.
Methodology
We carried out a scoping review of scientific and grey
literature on gender, international migration, and health
in LAC.27 We aimed for a broad consideration of all
papers explicitly addressing any gender approach in the
region that were related to the health of international
migrants, including refugees, and avoided reducing our
search to a single gender perspective or theory.

Search strategy and selection criteria
We followed two different strategies: (i) Search in
PubMed with a list of both MeSH and string terms
related to “health”, “international migration”, “gender”,
and “Latin America and the Caribbean” in November
2022. Filters were applied to exclude articles including
non-human subjects and older than 10 years. Articles
were also identified through searches of the authors’
own files. All papers published in the past 10 years and
focused on the health of migrants with any gender
consideration and in any language were reviewed. (ii)
Regional search using Google Scholar with the same
search terms as above in English, Spanish and Portu-
guese. The same criteria from strategy (i) were used and
a filter was applied to exclude publications older than 10
years. We also added manuscripts based on a detailed
hand-search of selected papers’ references. Flowchart
and checklist appear in Supplementary files S1 and S2.

The final reference list was generated based on the
following inclusion criteria: (i) Focus on migration and
health in Latin America with an explicit gender
dimension. (ii) Published in the last 10 years. (iii)
Available in English, Spanish or Portuguese. Exclusion
criteria: non-human migration topics. Finally, we
included 52 relevant manuscripts in our review. Quali-
tative thematic data analysis was conducted allowing for
main common themes to emerge from the existing
literature.
www.thelancet.com Vol ▪ ▪, 2023
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Gender approaches and impact on regional
health
From all documents included, after data analysis was
conducted the most prominent themes observed were
related to the health of migrants in the following seven
dimensions: gender-based violence, sexual and repro-
ductive health, sexually transmitted diseases, mental
health, barriers to health care services, and emerging
patterns of health and healthcare among men and
LGBTIQA + communities. We discuss each of them
with a particular interest in their connection to gender
approaches and their potential impact on regional
health.

1. Gender-based violence (GBV) among migrants in
LAC

An important risk during migration is gender-based
violence (GBV). The UNHCR defines GBV as harmful
acts directed at an individual based on gender and
indicates that it violates human rights and is a life-
threatening health issue.28 In LAC, the literature iden-
tifies different forms of GBV along the three stages of
the migratory path (departure, transit, and destina-
tion).29 Additionally, women and LGBTIQA + people are
at higher risk of sexual violence than men, and women
of reproductive age have health needs that can be diffi-
cult to address while on the move.30–33 In some cases, the
GVB violence people experience in their country of
origin is the reason they migrate.34

We found relevant evidence connecting GBV with
migration in LAC. For example, in Colombia, women
are forced to flee due to the use of sexual violence as a
war weapon in the armed conflicts affecting the coun-
try.35 In addition, Hiroko Asakura36 points out that the
migratory process of Central American women to the
United States is characterised by a high degree of
violence due in part to the unequal distribution of power
between the sexes, economic inequalities, and the
feminisation of poverty in the region. Furthermore,
significant risk factors in the destination country in-
crease GBV against migrant women, such as criminal-
ization, stigmatization, precarious employment, and the
lack of legal protection.37 For instance, Romero analyses
the experience of Bolivian migrant women living in
Tarapacá, Chile, and emphasizes that gender violence is
primarily experienced by irregular migrant women.38

Also, some migrant women experience violence
throughout their lives, carrying the mental load implied
in being a woman, a mother, and someone else in an
unknown place. The multiple forms of violence leading
to emotions such as anguish, fear, and disempower-
ment push them to carry on their migratory path.36

There is also evidence of the trafficking and smug-
gling of migrant women in the region. This phenome-
non is attributed to several factors contributing to its
www.thelancet.com Vol ▪ ▪, 2023
spread, such as poverty, lack of education, and other
challenges in the countries of origin. External trafficking
aims to cover a broader demand in the international
market and is related to networks in the United States,
Europe, and Asia that base their operations and
recruitment in our region. One relevant trafficking path
in the region starts in Brazil, Suriname, Colombia, the
Dominican Republic, and the Antilles, where the most
active centres are located.39 The literature also reaffirms
the regional trajectories of woman trafficking and
smuggling from Central American countries to the
United States.40

In 2021, the Inter-American Development Bank
published the “Feminization of Migration”, which spe-
cifically points out that most migrant women perform
tasks that do not reflect their skills and academic
training.41 These conditions of vulnerability associated
with the woman’s country of origin have also been
reviewed in the scientific literature.42 For example,
Venezuelan women, who constitute 48% of the migrant
population in Colombia, are especially at risk of sexual
exploitation and having to engage in sex work to make
ends meet.43 Evidence in the region also indicates that
there is a need for a better understanding of the un-
derlying mechanisms that explain what leads migrant
women, men, or LGBTIQA + people to accept fraudu-
lent labour offers or the differences in the context
associated with the countries involved in their migration
flows that make these irregular practices possible.44

GBV among migrants in LAC is a crucial dimension
of health in these populations, and evidence in the re-
gion suggests the urgent need for structural and trans-
formative actions to eliminate it. These actions should
be based on the concrete recognition and protection of
gender identity and health needs throughout the
migration process, especially when experiencing socio-
economic vulnerability and irregular migratory status.
Furthermore, the voices of gender-diverse migrants
should be heard as they must play a crucial role in
the design and implementation of any solution con-
cerning the health of migrants, promoting gender-
transformative approaches.

2. Sexual and reproductive health among migrants in
LAC

Sexual and reproductive health in the context of
human mobility is a prominent area of research and
public health action in the region. We identified several
papers on this topic, most of them exploring in-
tersections between migration and different forms of
vulnerability. For instance, we found studies about
migrant Venezuelan women in Colombia,45 Peruvian
migrant women in Argentina,46 and Nicaraguan migrant
women in Costa Rica.47 Migrant women in LAC often
experience: a) difficulties and barriers to accessing
3
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health services in destination countries, b) increased
risk of complications during pregnancy and childbirth
compared to locals, c) disadvantages in accessing timely
gynaecological and obstetric care compared to locals,
which increased during the pandemic, d) some of them
tend to initiate prenatal care later than local pregnant
women and more of them require emergency care
during childbirth.

It is worth noting that multiple studies focusing on
Venezuelan migrant women have been conducted in
recent years. For example, one study found that access
to primary healthcare was not guaranteed to Venezuelan
pregnant migrants, but 25.9% of them declared having
been able to access emergency healthcare assistance.48

Another similar case study reported that some preg-
nant migrant women decide to migrate due to the
several obstacles to accessing basic maternal care in
countries of origin.31 Undocumented migrants, instead,
can only access emergency care or be included in only a
few public health initiatives (for example, prenatal
check-ups, childbirth, and postnatal care). These in-
vestigations indicate that migrant pregnant women who
want to regularize their migratory status and affiliate
with the healthcare system might go through burden-
some, unclear, and complicated bureaucratic proced-
ures without sufficient information. Consequently,
some migrant women rely on emergency care only.31

Continuing with the underutilisation of reproductive
health services by migrant women in LAC, Aizenberg
et al. analysed the factors that influence the access and
use of health systems by Bolivian and Peruvian women
in Argentina during pregnancy and delivery.49 They
found that migrant women with low educational levels,
precarious migratory situations, and entry into informal
jobs without social security had higher risks of reporting
obstacles to access healthcare services. Likewise, women
from rural sectors arrive with traditional knowledge,
practices, and values that are in tension with the modern
health system of the city, which affects the ties of trust
between them and the doctor. Another relevant factor is
the use of contraceptives among the migrant population.
As found in this review, unwanted pregnancies can
exacerbate the already vulnerable situation of migrant
women leading to major health issues such as unsafe
abortions, increased maternal mortality and morbidity,
and worsening mental health.50

From both gender and intersectional approaches,
unequal opportunities for reproductive health among
migrant women have been extensively documented,
showing a profound impact on population health.
Pregnant irregular migrant women experience the
highest degree of health risk and yet continue to be
unprotected. This is an urgent political, legal and health
global issue that proves the need for more decisive
transformative-gender action in LAC. This is especially
urgent when these women experience the intersections
between gender, migration status, poverty, and racial
discrimination, as has been historically the case for
indigenous migrant women and many migrant women
today in our region.

3. Sexually transmitted diseases among migrants in
LAC

Regional evidence indicates that most studies around
sexually transmitted diseases have been dedicated to
HIV. Some cases are, for example, related to Haitians in
the Dominican Republic, Central Americans in south-
ern Mexico, Venezuelans in Colombia, international
migrants in Chile, migrants from El Salvador, and the
Dominican population emigrating to Puerto Rico. This
evidence proposes that differences in HIV prevalence
could be related to insufficient knowledge of HIV,
stigmatization, cultural background, infection in the
country of origin, and access to screening. It also sug-
gests that irregular migrants living with HIV face hu-
man rights violations, discrimination in health services,
and social rejection due to negative social representa-
tions around migration.

López and De Moya, for example, found that mi-
grants living with HIV face stigmatisation due to their
nationality and their seropositive status, even facing
ostracism and denial of medical care.51 A study carried
out in the border community of Tapachula, in Mexico,
found that mobile populations are perceived to be linked
to social issues such as violence, insecurity, prostitution,
and the spread of HIV/AIDS, exacerbating social rejec-
tion and discrimination attitudes against undocumented
migrants, sex workers, homosexuals, truck drivers, and
soldiers.52 In Chile, a policy analysis from 2020 showed
five predisposing factors for vertical transmission of
HIV in the mother-child relationship: 1) demographic
factors (e.g., irregular status), 2) socioeconomic factors
(e.g., low education level), 3) health and social policies in
the receiving country (i.e., restrictive ones), 4) risks
during the migratory process and 5) specific disease-
related conditions like cell counts and adherence to
medication during pregnancy.53 Hernández, Alas, and
Gómez found a relationship between space and the so-
cial life of Salvadoran migrants with HIV requiring ac-
cess to treatment and control of the disease during
transit across borders despite restrictive policies and
other obstacles.54 Rivera Díaz, Álamo and Rapale found
that irregular migrants living with HIV are less likely to
seek and receive healthcare and face multiple social
barriers when seeking healthcare services, such as
stigma, shame, rejection, discrimination, or fear of
deportation.55

Given the amount of relevant evidence on HIV in
LAC, we have synthesized some recommendations in
Box 1. This list of seven recommendations is concerned
with preventing, diagnosing, and treating HIV by
formally including gender approaches in their design,
implementation, and evaluation. As we observe from
www.thelancet.com Vol ▪ ▪, 2023
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Box 1.
Evidence-based proposals to promote gender approaches for effective prevention and treatment of migrants and refugees living
with HIV and AIDS in LAC.
• Culturally adapting health programs with an explicit gender-aware and gender-responsive perspective, especially for women but also
including diverse gender identities and men.51–53

• Creating gender-informed confidential information systems that disaggregate information on the health profile of migrants in their
country of origin, during transit, and at destination; capable of providing continuity of care for a person with a chronic condition like
HIV.54

• Promoting the inclusion of gender approaches to guidelines established at the national level to guarantee care for all, including migrants
living with HIV and AIDS, especially in relation to tackling the lack of control and prevention of infectious diseases in these populations.56

• Continuing gender-based transformative and intersectional research on risk factors for migrants’ health related to infectious diseases,
including HIV, and taking into account their historical and social context, as well as their long-term unequal power relations between
migrants and locals and between people living with HIV/AIDS and health systems.51

• Improving gender-aware and gender-responsive communication between international migrants and healthcare workers by integrating
an intercultural health approach.57

• Designing health programs and HIV prevention strategies that entail gender-responsive and gender-transformative approaches to health,
as well as culturally appropriate actions, particularly to reduce stigma and rejection towards mobile populations, combating segregation
and social distancing of people discriminated against.58

• Developing unique and novel strategies to formally include gender approaches in designing and implementing HIV prevention and
treatment. These actions should help reduce gaps in the effective use of available health services, including existing programs to prevent
vertical transmission of HIV in pregnant migrant women.53,54

Health Policy
existing evidence, the only way to shorten persistent and
structural unequal gaps in access to HIV/AIDS pre-
vention and treatment strategies among migrants in
LAC is by producing solutions based on gender-
transformative and intersectional approaches, shed-
ding light on the historical reproduction of power
imbalance between migrants and locals and between
people living with HIV and healthcare systems.

4. Mental health among migrants in LAC

Migration and poor mental health are not directly
related, but migration can negatively affect mental
health when challenging or risky circumstances occur
during the migration process. There is relevant evidence
related to the mental health of general migrant pop-
ulations in LAC around general migrants and sub-
groups like refugees, undocumented people, and
historically stigmatised migrant communities, focussing
on acculturation processes, traumatic experiences and,
more recently, COVID-19.59–62 However, there are fewer
studies explicitly considering gender or intersectional
approaches. In this review, we found one study on
indigenous Andean migrant women entering the labour
market, which showed that greater public participation
increased dependency and gender domestic violence,
deepening the deterioration of mental health and other
disorders among these women.63 Hence, from an
intersectional perspective, the international migration of
indigenous women in LAC raises the challenge of better
understanding the cultural dynamics of indigenous
migrant women and their impact on mental health
while migrating and integrating into host societies, as
www.thelancet.com Vol ▪ ▪, 2023
well as narratives from locals that reproduce unfair op-
portunities, visibility, and recognition.49

Indigenous migrant women in LAC are affected by
stigma and discrimination in terms of class, gender, and
ethnicity, and this triple discrimination is worsened
when they migrate. A case study in Mexico showed how
indigenous migrant women suffer the worst living and
working conditions, including physical and sexual
abuse.64 Literature about Bolivian migrant women in
Argentina shows how these discriminations are also
mirrored in the healthcare setting that ignores, mar-
ginalizes, and abuses them.65,66 Furthermore, there are
gender and indigenous perspectives on the environ-
mental migrations caused by climate change. In Chile,
natural disasters and the shortage of natural resources
are significant obstacles for Mapuche and Peheunche
indigenous women who oversee agricultural activities to
feed their communities. Therefore, these women are
forced to migrate to seek other modes of subsistence,
leading to threats to their health.67 Additionally, as
Albornoz-Arias et al.45 pointed out, Venezuelan migrant
women face xenophobic cultural pressures in Colombia,
including prostitution, stigma, family separations, and
couple relationship reconfigurations, all of which lead to
mental health problems.

Overall, intersectional dimensions of mental health
among migrants in LAC are being increasingly
acknowledged and studied, but further theoretical
development, research priority, and public health con-
siderations are urgently needed in the region. There is
relevant evidence around risks and poor mental health
of migrants, yet gender and intersectional approaches
concerning the health of ethnic migrant minority
5
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women, for example, have been less visible in the sci-
entific literature. Something similar occurs with
migrant men and those self-identifying as gender
diverse. Grey literature, especially discussions from the
social sciences in the global south,68 including LAC,
have raised great awareness about the historical neglect
of inclusive gender approaches to health. This historical
neglect has reproduced stigma, discrimination, and
xenophobia against these groups in general social sce-
narios and within the healthcare settings, with powerful
adverse mental health effects. A positive transformation
of this reality goes far beyond healthcare systems. It
requires a paradigm shift under which the person’s
value remains equal to others irrespective of their
country of origin, migration status, gender, socioeco-
nomic status, and ethnic belonging. In times of great
inequity and global human challenges, the rich socio-
cultural diversity in LAC might be its greater strength,
yet it needs favourable consideration in political, legal,
social, and cultural domains.

5. Barriers to health care services and experiences
among migrants in LAC

The literature classifies the barriers migrants face to
accessing healthcare along several dimensions, among
which socioeconomic, cultural, communication, health
system, knowledge, and personal barriers.69–75 Many of
these barriers are experienced or perceived differently
based on gender, but others are common for gender-
diverse migrants. For example, some of the common
barriers in the Latin American region are migration
status and lack of culturally and linguistically relevant
information, leading to difficulties in navigating the
health care system, discrimination, abuse, racism,
mistrust in health care providers, and systemic in-
efficiencies of the health care system, including the lack
of cross-cultural healthcare.76–81 Language emerged as a
significant barrier to health care in LAC, especially
among migrant women, as some studies suggest they
have fewer opportunities to learn the local language than
migrant men.77,82,83 Other papers indicate symbolic bar-
riers to accessing health care services among migrant
women from an indigenous ethnic group (i.e., Quechua
women living in Argentina).84 In these cases, differences
between the functioning of the health system of origin
and destination (Bolivia/Argentina) and language dif-
ferences (Quechua-Spanish) cause communication dif-
ficulties and distrust that affect the healthcare
experience and the adherence to available health
services.

The types of healthcare services that migrants un-
derutilize in LAC are diverse. For example, Albornoz-
Arias et al.45 identified the main difficulties of migrant
and refugee women from Venezuela to access, in times
of COVID-19, essential health services, medical
diagnosis, treatments for cancer and non-
communicable diseases, emergency obstetric care, and
care for newborns. Many mechanisms might be
involved in producing and reproducing such barriers;
some may come from the individual, others from the
health system, and others from previous interactions
between the two parties. A study on the discourses of
health professionals (doctors and nurses) from Costa
Rica about prenatal care and childbirth to Nicaraguan
migrant women also informs about exclusion mecha-
nisms for maternal healthcare.47 Authors indicated that
pregnant migrant women navigate between health in-
stitutions, bureaucracies, and different values and prej-
udices that emerge from society and healthcare workers,
facing moral regimes and new forms of exclusion.

Additionally, there is literature in LAC on culturally
relevant, pertinent, or sensible healthcare (also framed
as intercultural health), which observes explicitly the
cultural, labour, and gender intersectionality that
crosses the life and health trajectories of migrants in
this region. For example, a study of Bolivian migrant
women in Argentina recognised the need to foster
intercultural dialogue with them to reduce barriers to
health care.84 This is particularly relevant because
migrant women respond to cultural patterns of origin
that must be accurately understood to provide appro-
priate medical care, including preventive medicine.
Following this idea, a study carried out by Biondini in
202046 reported that Peruvian migrant women in
Argentina make strategic use of public and private
health services and institutions, depending on the ur-
gency, working conditions, and economic capacity at the
time, as well as based on their understanding of the
local healthcare system.

In all, gender, class, nationality, and ethnicity are
parts of a complex system of intersectional inequalities
that produce distinctive barriers to care among migrant
populations in LAC and other regions. These barriers
include legal impediments, administrative blockages,
waiting times, power relations, language, lack of infor-
mation, and fear of deportation. In addition, the health
professional-patient relationship can impede access to
quality care due to the discriminatory behaviour some
health professionals may show against migrants. In
many ways, barriers to health services are what we can
see as gaps in care between migrants and locals in the
region. However, they might be explained mainly by
more structural, regional, historical, and systematic
differences in the implementation of countries’ visions
around human rights, mobility, ethnic diversity, and
power. These current theoretical de-colonization gender
perspectives are highly relevant to understanding how
health policies might not only ignore the primary roots
of unjust differences in the health of migrants
compared to locals in LAC but also ignore how they
replicate them.85 As stated by Rao et al., in 2019, health
www.thelancet.com Vol ▪ ▪, 2023
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systems reflect and reinforce gender inequalities and
restrictive gender norms in healthcare delivery and the
division of labour among the health workforce globally.3

6. Emerging patterns of health and healthcare among
men

There is less prominent, yet relevant literature on the
health of migrant men in LAC. In terms of occupational
risks, a specific analysis of occupational accidents
among males is observed, especially in the cases of male
migrant workers who are hired (formally or informally)
to work moving heavy loads or in jobs that require high
physical strength and therefore result in the deteriora-
tion of their physical health.86 Migrant men must often
accept jobs requiring greater physical wear and tear and
even precarious conditions. These include living in
workplaces to respond to long working hours, resulting
in the spreading of infectious diseases,87 or working in
agricultural activities far from their families.88 In this
sense, it is suggested that health systems should
monitor the differentiated health needs of migrant men
and women, hence adding gender lenses to healthcare
provision and including the health needs of men.24

Men seek less health care than women, only seeking
medical attention if they suffer an accident or face a
severe health problem. Men do not seek medical care
mainly for three reasons: the little importance they give
to health issues, not stopping work, and the expensive
costs of medicine.89 We found that Venezuelan male
migrants in Peru71 and Haitian migrants in Brazil86

underutilize healthcare services. In Chile, the litera-
ture indicates that male migrants perceive more prob-
lems accessing health care than women.90 Additionally,
a study with Cuban, Central and South American adult
men in the USA examined how cultural stressors
coupled with traditional Latino male gender norms
(machismo -strong or aggressive masculine pride- and
caballerismo -masculine gentleness-) influence the
severity of alcohol use. This study found that higher
levels of machismo strengthened the association with
cultural stress and higher risks of alcoholism, accidents
and HIV/AIDS.91 Finally, limited evidence is available
around GVB directed towards men in LAC, which can
take the form of sexual violence and forced incorpora-
tion into criminal groups or trafficking for sexual or
labour exploitation.92

Multiple progressive masculinities among migrant
men could emerge in LAC. As shown by limited evi-
dence in the region, increased awareness of gender in-
equities in men facilitates the emergence of values
(respect and responsibility) and behaviour (thoughtful
action) that increase their critical thinking and agency at
individual, social, and political levels.93 As seen through
the lens of Homan’s concept of structural sexism that
mirrors contemporary theories of gender as a multilevel
www.thelancet.com Vol ▪ ▪, 2023
social system, migrants face systematic gender in-
equalities at the macro level (societal/state), meso level
(marital dyad), and micro level (individual). All these
dimensions influence how migrant men, for example,
relate to their body, their health and disease processes
and the use of healthcare services. Furthermore, the
emerging literature on structural intersectionality
focusing on structural sexism and structural racism
could also inform novel, distinctive perspectives on
migrant men’s health in the region.94 Multiple gender
approaches exist for gender-focused research and action
around migrant men’s health in LAC.

7. Emerging patterns of health and healthcare among
LGBTIQA+

Regarding gender diversity and sexual orientation,
few studies were identified, highlighting little
research on migrants belonging to the migrant
LGBTIQA + community in LAC. However, it is recognised
that gender and sexual orientation can shape the migratory
experience and that LGBTIQA + migrants have been his-
torically discriminated against and excluded. In addition,
they have suffered specific violence throughout their lives,
which often increases during migration.95,96 In LAC,
studies have been carried out on the mental health of
LGBTIQA + displaced people,97 the rights of these migrant
communities,95 social and health-related experiences of
LGBTIQA + refugees and migrants,98,99 the situation of
trans people in migratory transit,96,100 and the impact of the
COVID-19 pandemic on LGBTIQA + asylum seekers.101

Despite the existence of international legal bodies
that aim to protect the LGBTIQA + community,
LGBTIQA + migrants denounce a series of violence and
barriers to accessing their rights, including the right to
life, identity, and health.95,96,99,100 They face violence in
multiple spheres, including institutional, health, and
public security scenarios. They are exposed to risks
differently, according to their gender expression and
depending on the stage of the migration cycle. In that
sense, LGBTIQA + people may migrate because of GVB,
to which they are more exposed than heterosexual and
cisgender people.18 In transit, lesbian, bisexual, and
trans women are more exposed to harassment, sexual
violence, and human trafficking than gay, bisexual, and
trans men.95 It has also been reported that LAC is the
region with the most homophobic and transphobic
crimes that remain unpunished. Being trans in the re-
gion represents a danger of experiencing sexual violence
sometimes resulting in death. Thus, members of the
LGBTIQA + community may migrate to protect them-
selves from hostile realities and degrading treatment.
Nevertheless, they walk with latent feelings of insecurity
and fear of being attacked.96

A pull factor for those who suffer discrimination in
their countries of origin due to their gender identity
7
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and sexual orientation is the recognition of the rights of
LGBTIQA+. Argentina is a country that attracts migrants,
given the rights that the LGBTIQA + movement has
secured, such as the laws guaranteeing equal marriage,
gender identity, and comprehensive health care for trans
people.102 Some authors in LAC even use the term “sex-
ile” to discuss forced migration based on gender, sexual
orientation, gender identification, or gender expres-
sion.95,99 Sexile occurs for several reasons, including the
lack of implementation of policies with a differential
health approach towards LGBTIQA + people, the lack of
attention to HIV and the prejudice for carrying the virus,
the unguaranteed access to medication for sexually
transmitted infections and chronic diseases, the increase
in deaths, and the feeling of expulsion.95 In addition,
trans people usually experience transphobia from
their family, society, and institutions, violation of their
rights, limited job opportunities and precariousness,
leading them to sex work as a survival strategy.96

LGBTIQA + migrant people also face prejudice in desti-
nation countries as they are seen as responsible for
spreading HIV95 and COVID-19.101 Consequently, the
LGBTIQA + migrant population in the region tend to live
in secrecy and isolation96,101 for fear of being discrimi-
nated against or abused. Dealing with loneliness and
social rejection usually brings mental health conditions
such as anxiety, depression, and suicidal thoughts.96,98,100

Additionally, LGTBIQA + migrants in LAC face
barriers to accessing health services such as medicine
for chronic patients, antiretroviral treatments for
people living with HIV/AIDS, financing for treat-
ments or hormonal therapies, and lack of physical and
Box 2.
Evidence-based proposals to improve the situation of LGBTIQA + m
• Carry out more gender-focused studies on LGBTIQA + migration, spe
guarantee their rights, and provide them with services, protection a
and transformative gender approaches.

• Recognize, measure and take action on the exacerbated and dif
recognizing hate crimes as a valid reason to grant political asylum
cause of refuge.

• Mental health providers can help document and prevent the psycho
ensure refugee status with the explicit inclusion of gender-informed

• Psychosocial support and support systems for LGBTIQA + migrants
rights using a formal gender perspective that addresses structural se

• Avoid re-victimizing LGBTIQA + asylum seekers during transit, arriva
• Adjust regularization processes and gender identity health and social p
from public institutions.

• Create regulatory frameworks to protect transgender migrant childr
• Raise awareness that migrants are not a threat to recipient countrie
prejudices, violence, and homophobia.

• Train civil servants and migration officials on gender perspectives an
discrimination and stigmatization to care for LGBTIQA + people ade

• Make alliances between the government and non-profit organizat
dignified, and respectful spaces for migrants.

• Thematize sexuality and queer studies, such as asylum applications
transphobia, heteronormativity as an integral feature of migratory
LGBTIQA + populations,102 how COVID-19 impacts these population
psychological care for sexual abuse survivors.
Furthermore, mental health disorders and STDs,
including HIV/AIDS, have been documented in
LGBTIQA + migrants, as well as interruption of their
hormonal process or treatment, difficulty in accessing
medications, lack of trained medical supervision, and
a poor quality of care for people with surgical modi-
fications.96 Therefore, studying the mobility of
LGBTIQA + people is critical to achieving an inclusive
and accurate understanding of gendered global
migration. Evidence-based recommendations to
improve the situation of LGBTIQA + migrants and
refugees appear in Box 2 and include training health
professionals and conducting more research around
gender perspectives of migrants’ health in the region,
as well as generating and adapting health policies to-
wards practical gender-transformative approaches to
the health of mobile populations in LAC.
Discussion
Latin America and the Caribbean is a cultural concept
for a subregion in the Americas where languages
derived from Latin are predominantly spoken. The re-
gion covers an area that stretches from Mexico to Tierra
del Fuego and includes much of the Caribbean. It en-
compasses twenty countries and seven territories with
great bio and sociocultural diversity, including multiple
indigenous communities with their own cosmovision
and languages. The region is also characterised by deep
inequalities between and within countries regarding
rurality, economic and human development, indigenous
igrants and refugees in LAC.
cifically on trans people, to find out their needs and expectations,
nd assistance differentiated by gender identity from human rights

ferentiated violence experienced by LGBTIQA + migrants,95,99,100

,100 and including all types of gender-based violence (GBV) as a

logical impact of persecution experienced by LGBTIQA + people to
and gender-transformative approaches.97

and refugees, guaranteeing their access to health and other social
xism, racism and intersectionality.99,100

l, or settlement.
olicies to provide gender-sensitive encounters and care, particularly

en and adolescents.
s and promote gender-inclusive societies that help eliminate social

d intersectionality approaches, including adequate training against
quately.
ions, civil society, and shelters to provide gender-transformative,

due to sexual orientation, emigration caused by homophobia and
legislation, sex work and HIV-AIDS, the migratory experience of
s, and others.101

www.thelancet.com Vol ▪ ▪, 2023
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communities’ recognition and protection, demographic
and epidemiological profiles, and types of health sys-
tems. Human mobility is an ancestral part of the re-
gion’s dynamic, and current migration flows largely
follow the south–south migration pattern, in which
most international migrants come from other countries
within LAC.103 More recently, a political and social crisis
pushed millions of Venezuelans out of their country,
and today, seven million Venezuelans are living abroad.
The exodus of Venezuelans is considered the largest in
Latin America in the last 50 years, and some consider it
a humanitarian emergency.104,105

This health policy review discussed existing scientific
and grey literature around migrant and refugee health
in the LAC region from gender perspectives. This
analysis identified seven major areas of published
research from scientific and grey literature evidence.
There most prominent areas of evidence were related to
gender-based violence, sexual and reproductive health,
sexually transmitted diseases, mental health, barriers to
healthcare services, and emerging patterns of health and
healthcare among men and LGBTIQA+. Evidence
related to these themes was presented and discussed
using different gender perspectives available from
contemporary theories, including intersectional ap-
proaches. Intersections between migration status and
ethnicity, employment, living standards, and social
integration are also discussed. These dimensions have a
powerful impact on stigma and discrimination, human
trafficking, violence and death among migrant women,
men and LGBTIQA + migrants. Limitations of this
scoping review are around language and date filters, yet
we included additional grey literature to expand our
analysis and synthesis of relevant evidence in the region.
The need for more research and visibility of gender di-
mensions, including sexual orientation, when studying
and reporting the health of migrants in LAC becomes
evident, as well as a stronger, more theory-informed and
more explicit connection between health policies and
actions adopting gender perspectives.

From this review, we can synthesize some urgent
challenges to integrate gender approaches in the pro-
tection of the health of migrants in LAC like: (i) facili-
tating the formal enrolment in the health system in
transit and destination countries regardless of migratory
status, (ii) guaranteeing equal access to health care,
regardless of migratory status, gender, ethnic origin,
social class, religion, or age (iii) providing culturally and
linguistically relevant information and services, (iv)
providing access to health services relevant to them,
including culturally appropriate and gender-responsive
mental health care, as well as adequate care for
LGBTIQA + migrants, (v) training health professionals
on contemporary gender approaches including struc-
tural and intersectional perspectives, (vi) revising and
adapting health policies in terms of their explicit
recognition of gender approaches and related
www.thelancet.com Vol ▪ ▪, 2023
meaningful strategies and actions for the health of mi-
grants in the region, (vii) conducting more research in
the subject of gender related to the health of migrants in
LAC. In all, more research and policy action are urgently
required to achieve health for all migrants in LAC
effectively.
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