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Abstract 

It is estimated that internal migration and in particular rural-urban migration is nearly three times 

that of international migration in Southeast Asia (SEA). Despite the scale, little is known about 

the disadvantages faced by child migrants and left-behind children (LBC), especially in terms of 

health inequities. This paper examines inequality of opportunity in health among child migrants 

and LBC using secondary data and reports. The main findings that emerge from the review are, 

first, child migrants and LBC face unique negative circumstances in terms of access to healthcare 

and health outcomes. Given the nature of these circumstances, child migrants and LBC are likely 

to be further disadvantaged during times of crises such as the ongoing Covid-19 pandemic. Second, 

inequality of opportunity in health for child migrants and LBC is not uniform across all countries 

in SEA. And third, there are gender implications to the health disadvantages faced by child 

migrants and LBC. The paper concludes with identifying potential areas for policy intervention. 

 

  



2 
 

1. Introduction 

 

The SEA region is characterized by both internal and intra-regional migration within the 

Association of Southeast Asia Nations (ASEAN) countries. It is estimated that there are nearly 

763 million internal migrants in SEA compared to 244 million who migrate internationally 

(UNDESA, 2016). Rural-urban migration is the predominant form of internal migration as urban 

centers in SEA continue to boom and contribution of agriculture gradually shrinks. It is argued 

that rural-urban migration of this scale will result in a permanent demographic shift and 

structurally change most countries in SEA (UNESCO, 2018a, 2018b). Despite this rising trend in 

internal migration in SEA, research on challenges faced by internal migrants is limited in its scope. 

A group that has been systematically overlooked are migrant children including those 

accompanying migrant parents and those born to migrant parents in the destination regions, and 

left-behind children (LBC) of migrant parents.  

 

Among the striking visuals we have seen during the Covid-19 pandemic, have been those of rural-

urban migrants across Southeast Asia (SEA) returning to their homelands in desperation as urban 

centers came under stringent lockdowns. Beyond economic security, a critical gap highlighted by 

this pandemic is the health security of migrants. This paper focuses health inequalities faced by 

migrant children and LBC in SEA. It uses the inequality of opportunity framework developed by 

Roemer (1993, 1998) to highlight the issues. While issues pertaining to children of documented 

and undocumented intra-regional migrants are equally critical, the policy response required to 

address health inequalities faced by such migrants and their children requires a combined social, 

humanitarian, and international relations approach, which is beyond the purview of this paper.   

 

Migration and health are closely intertwined and there are several levels to this relationship – 

individual, community or public, and institutional (Vearey, 2020). From the perspective of child 

health, at the individual level, child migrants and LBC have a demand for health services. This 

includes the entire range of health services from routine immunizations to critical care, and 

increasingly mental health services. The community or public aspect of migration and health 

pertains to vulnerability of migrant children, particularly those living with their parents, to health 

risks owing to occupations of their parents that expose them to occupational hazards, poor 
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environment, and communicable diseases. And the institutional level refers to supply side of health 

services for migrants. Inclusiveness and comprehensiveness of the health systems determine 

whether children of internal migrants and LBC have equitable access to healthcare.  

 

2. Challenges faced by internal migrants in SEA 

 

With the exception of Singapore, some level of internal migration occurs in all other countries in 

SEA. Among these, countries where agriculture is still dominant experience higher rates of internal 

migration as smoothing agricultural income fluctuation is one of the primary reasons for rural-

urban migration (Nguyen et al., 2015). In Cambodia around 29% of the population are internal 

migrants followed by Myanmar (19%) and Timor-Leste (18%) (UNESCO, 2018b). Table 1 

presents proportion of population who are internal migrants SEA countries. 

 

Table 1. Percentage of population who are internal migrants in Southeast Asian countries 

Country % of population who are internal migrants 
Cambodia 28.9 
Myanmar 19.3 
Timor-Leste 17.7 
Lao PDR 16.7 
Vietnam 13.6 
Thailand 9.4 
Indonesia 4.6 
Philippines 2.8 
Malaysia 2.0 

Source: UNESCO, 2018b 
Notes: No data for Brunei Darussalam even though it has rural-urban demographics.  
 

The biggest challenge plaguing rural-urban migrants is irregular and informal employment 

(UNESCO, 2018b). The Asia-Pacific Coalition of Cities against Discrimination (APCAD) further 

argues that internal migrants face additional disadvantages such as lack of labor protection; 

informal housing; lack of access to basic services such as education, health, sanitation, and 

transport; and even systematic exclusion through policies (APCAD, 2016). 

 

Specific to health, the ongoing pandemic has highlighted how the low-skilled and hazardous jobs, 

in which internal migrants are disproportionately employed, offer limited or no health benefits 
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making them and their families particularly vulnerable to health risks (Bismonte, 2020). Further, 

informal housing, which is often crowded and unsanitary conditions, puts them at much higher 

risk relative to rest of the population (APCAD, 2016; Bismonte, 2020). While the is evidence 

suggesting positive spillovers on health and nutrition of LBC owing to remittances (Nguyen et al., 

2015), an aspect of health of LBC that has been under-examined and overlooked by policy is 

mental health. It has been found that LBC run an increased risk of depression and anxiety (Beazley 

et al., 2018; Fellmeth et al., 2018). 

 

The question of importance thus is – does being a child migrant or LBC put children at a 

disadvantage in terms of access to healthcare and health outcomes? This is examined using the 

inequality of opportunity framework, which focuses on discrimination arising from factors beyond 

an individual’s control such as parental decision to migrate and region of birth.    

 

3. Inequality of opportunity framework 

 

The principle underlying inequality of opportunity is that each individual should have an equal 

chance to use their potential to maximize their desired outcome. It shifts the focus away from 

inequality based on outcomes, mainly income, and puts it squarely on opportunities (World 

Development Report, 2006). It is argued that from a policy perspective, equalizing opportunities 

is likely to gain more political consensus and provides a better direction for formulating policy and 

interventions (Barros et al., 2009) 

 

The normative foundations of inequality of opportunity lie in the works of Rawls (1971), Dworkin 

(1981a, 1981b), and Sen (1985). They argue that distributive justice should aim to equalize 

opportunities and does not require that all individuals have equal outcomes. These arguments were 

further developed by Roemer (1993, 1998), who posits that society should indemnify people 

against poor outcomes that are the consequences of causes that are beyond their control 

(circumstance ), but not against outcomes that are the consequences of causes that are within their 

control (effort, personal will, or ambition). Roemer (1998) identifies five words that constitute the 

vocabulary of equality of opportunity – circumstance, effort, type, objective, and instrument. 

Objective is the outcome or well-being indicator for which the individual wishes to equalize 
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opportunities. Circumstance is the set of social or environmental influences, which is beyond the 

individual’s control and which affects her chances of achieving the objective. Effort is the action 

that the individual chooses of her own volition and is within her control, and which if increased 

will increase the extent to which she achieves the objective. Type is the set of individuals with the 

same circumstances, and the instrument is the policy intervention used to realize the equalization. 

Formally, an individual’s production function using Roemer’s (1998) framework can be 

represented as: 

 

𝑣𝑣𝑖𝑖 = 𝑣𝑣(𝑒𝑒𝑖𝑖,𝐶𝐶𝑡𝑡(𝑖𝑖),𝑥𝑥𝑡𝑡(𝑖𝑖)) 

 

where, 𝑣𝑣𝑖𝑖 is the individual 𝑖𝑖’s achieved value of objective, 𝑒𝑒𝑖𝑖 is the level of 𝑖𝑖’s effort, 𝑡𝑡𝑖𝑖 is the type 

𝑖𝑖 belongs to, 𝐶𝐶𝑡𝑡(𝑖𝑖) is the circumstance of 𝑖𝑖’s type, and 𝑥𝑥𝑡𝑡(𝑖𝑖) is the policy intervention that 𝑖𝑖’s type 

benefits from. 

 

Extending Roemer’s (1998) framework, inequality on the basis of effort such as educational 

attainment is justifiable, however, inequality on the basis of gender, race, or place of birth is 

unjustifiable.  

 

An empirical challenge is to operationalize and assess inequality of opportunity. This is because 

effort is often endogenous and also unobservable, for instance, an individual’s motivation to 

migrate. Further, variables operationalizing circumstance can take a broad range resulting in 

complex typologies. Therefore, much of the empirical literature focuses on circumstances that can 

be explicitly classified as those beyond an individual’s control such as family background and 

parental characteristics and on objectives or outcomes such as income (Bourguignon et al., 2007; 

Ferreira and Gignoux, 2008; Cogneau and Mesple-Somps, 2008; Chindarkar et al., 2020).  

 

A significant gap in the literature is the examination of inequality of opportunity in health. Further, 

very limited evidence exists on inequality of opportunity in health in SEA and none that include 

child migrants and LBC. Existing literature on inequality of opportunity in health identify parents’ 

socioeconomic status and parents’ health as the circumstances determining inequality of 

opportunity in health during adulthood (Rosa Dias, 2009; Trannoy et al., 2010; Jusot et al., 2013). 
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Barros et al. (2009) developed the Human Opportunity Index (HOI) to empirically assess 

inequality of opportunity. They explicitly focus on children as it overcomes the issue of 

endogeneity associated with measurements of inequality of opportunity. For instance, in the case 

of an adult, access to good quality healthcare might depend on the choice of location, which is 

likely within her control and therefore, cannot be entirely attributed to circumstance. However, for 

a child, access to healthcare is entirely dependent on the choices made by her parents and therefore 

is exogenous to her. Another argument in favor of the HOI is that early life opportunities for 

children are quintessential for development later in life and can provide a better ex-ante outlook 

of intergenerational upward mobility.   

 

Very few studies have utilized the HOI to examine inequality of opportunity in health. Using data 

on India, Singh (2011) apply the HOI to determine inequality of opportunity in immunization and 

nutrition among children in India. They find that there were significant disparities based on two 

circumstances – parental education and region (rural/urban and state) of residence. Not directly 

pertaining to health outcomes, but closely related, a study assessing HOI in developing countries 

in Asia finds that Indonesia and Vietnam, perform poorly in providing equal opportunities for 

access to safe water and sanitation (Son, 2013). Further, it finds that area of residence (rural/urban) 

and household income are key determinants of inequality of opportunity. A recent study by 

Chindarkar et al. (2020) on inequality of opportunity in health in China examines health 

inequalities among urban, rural, and migrant children. It finds that migrant children are 

disadvantaged compared to both urban and rural children. Further, it finds that while the influence 

of the household registration system, hukou, on inequality of opportunity in health of children has 

reduced over time, parental health and province of birth contribute to persisting inequities. 
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4. Inequality of opportunity in health for child migrants and LBC 

 

For children, defined as individuals below the age of 15 years, parents’ decision to migrate is 

exogenous. Therefore, when they become child migrants or LBC and are exposed to specific social 

or environmental influences, these are circumstances. These circumstances can have direct and 

indirect as well as positive and negative influence on their health outcomes and can either widen 

or reduce inequality in opportunity for health for the children. For instance, access to universal 

healthcare regardless of whether parents work in the informal sector in urban areas or residence 

status, is likely to have positive effects on health outcomes of both parents and children and reduce 

health inequities between migrant and non-migrant children. On the other hand, if migration 

restricts access to healthcare or exposes parents and children to health risks owing to crowded and 

unsanitary living conditions, it may create further inequities between health outcomes of migrant 

and non-migrant children. 

 

Using secondary data and reports on internal migration in SEA countries, Table 2 summarizes 

evidence on the extent to which child migrants and LBC experience inequality of opportunity in 

health. 

 

Table 2. Summary of inequality of opportunity in health experienced by child migrants and LBC 

in SEA countries 

Country Data source Relevant facts Circumstances 
for children 

Health outcomes 
of children 

Cambodia Cambodian 
Rural-Urban 
Migration Project 
(CRUMP) 2012 
 
UNESCO, 2018c 

28.4% of 
migrants moved 
with children 
 
22.4% of migrant 
households have 
at least one LBC 

(+) Overall 
conducive 
conditions for 
internal migration 
 
(+) Younger 
parents compared 
to non-migrants 
 
(+) Better 
educated parents 
compared to non-
migrants 
 

(+) Remittances 
increase overall 
welfare of LBC 
 
(-) Healthcare of 
female LBC may 
be ignored 
 
(-) Psychological 
issues among 
LBC 
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(+) High self-
reported health 
status and 
physical health 
status of parents 
 
- Migrant housing 
is far away from 
city centers and 
they have to 
travel long 
distances to 
receive medical 
assistance 
 
(-) Many migrants 
depend on 
pharmacies 
instead of doctors 
for medical help 
 
(-) Some migrants 
report workplace 
exploitation and 
abuse  

Myanmar Livelihood & 
Food Security 
Trust Fund 
(LIFT) 2014 and 
2016 
 
Myanmar 
Population and 
Housing Census 
2014: Thematic 
Report on 
Migration and 
Urbanization 
 
Myanmar Survey 
of Older Persons 
2012 
 
UNESCO, 2018d   

Internal migrants 
mainly move 
from agricultural 
work to low-
skilled work in 
urban areas, 
which does not 
generate high 
wage differentials 
 
Migrant jobs are 
predominantly 
informal with 
only 7% migrants 
reporting having a 
written contract 
 
Zonal 
characteristics to 
internal migration 
with those from 

(-) Nearly 60% of 
migrant workers 
report overwork 
(7 days a week) 
and workplace 
exploitation and 
abuse 
 
(-) Low frequency 
and amount of 
remittances, 
which are largely 
used for food 
expenses 
 
(-) Low quality 
housing in 
destination areas 
 
  

(-) Children living 
with migrant 
parents exposed 
to unsanitary 
conditions and 
health risks due to 
poor housing 
 
(-) No significant 
impact on health 
expenditure on 
LBC 
 
 



9 
 

the “Dry Zone” 
more likely to 
migrate with 
families 
 
Around 4% of 
households 
headed by those 
>60 years report 
living just with 
grandchildren  

Timor-Leste ACP Observatory 
on Migration 
2014 
 
UNESCO, 2018e 

Migration mainly 
to the capital city 
Dili 
 
Migration of 
children and 
adolescents to 
Dili is increasing 
as opportunities 
for higher 
education are not 
available 
elsewhere 

(+) Migrants are 
more educated 
than non-migrants 
 
(+) 86% of 
migrants 
interviewed 
reported that their 
access to health 
services improved 
after migration 
 
(-) 71% of 
migrants 
interviewed 
reported that the 
housing 
conditions were 
poor 
 
(-) Remittances 
are infrequent 

(Findings are 
implied as there is 
no direct 
evidence) 
 
(+) Children 
living with 
migrant parents 
have better access 
to healthcare 
 
(-) Children living 
with migrant 
parents exposed 
to unsanitary 
conditions and 
health risks due to 
poor housing 
 
(-) No evidence 
on social support 
provided to 
children who 
migrate as 
students 

Lao PDR UNESCO, 2018f Government 
implemented 
resettlement 
policies to control 
internal migration 
an unintended 
consequence of 
which has been 
forced migration 
 

(-) Migrants live 
in poor conditions 
with limited 
access to basic 
services 
 
(-) Informal 
workers are not 
eligible for Social 
Security Schemes 

(Findings are 
implied as there is 
no direct 
evidence) 
 
(-) Children living 
with migrant 
parents lack 
access to 
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Migration mainly 
to the capital city 
Vientiane 
 
Migration rate 
among 
marginalized 
ethnic minorities 
(non Lao-Tai) is 
high owing to 
poverty 
 
Nearly 60% of 
internal migrants 
are female but 
they are less 
likely to be 
married 
 
Majority of 
migrants work in 
the informal 
sector 

 
(-) Although 
health insurance 
schemes outside 
of formal social 
protection are 
available, 
migrants typically 
do not register for 
them 
 
(-) Many female 
migrants work in 
sex industry 
increasing their 
risk of exposure 
to sexually-
transmitted 
diseases 

healthcare and 
basic services  
 
(-) LBC of ethnic 
minorities likely 
to be further 
marginalized 

Vietnam National Internal 
Migration Survey 
2015 
 
Coxhead et al., 
2015 
 
World Bank, 
2016 
 
UNESCO, 2018g 

Only country in 
the region with an 
instituted 
household 
registration 
system ‘ho khau’ 
that limits 
migrants from 
accessing public 
services in 
destination areas 
 
  

(+) By law, 
regardless of ‘ho 
khau’, children 
under 6 years are 
entitled to social 
health insurance 
(but issues still 
persist) 
 
(+) Majority of 
migrants send 
remittances  
 
(-) ‘Ho khau’ acts 
as a barrier for 
migrant parents in 
accessing social 
health insurance 
schemes 
particularly 
including for 
children under 6 
years as it is 

(+) Remittances 
are used for 
children’s welfare 
including 
healthcare 
 
(-) Coverage 
under social 
insurance for 
migrant children 
is lower at about 
74% compared to 
non-migrants, 
which is about 
87%   
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linked to birth 
certificate, which 
in turn depends 
on ‘ho khau’ 
 
(-) Migrants face 
higher 
copayments under 
social health 
insurance 
schemes 
 
(-) Health 
facilities for 
migrants are 
likely to be 
further away 

Thailand Children Living 
Apart from Parent 
due to Internal 
Migration 
(CLAIM) 2012 
 
UNICEF, 2016 
 
UNESCO, 2018h 
 
Thailand 
Migration Report 
2019 

Internal migrants 
come mostly from 
the northeast 
regions of 
Thailand and tend 
to be poorer 
 
About 48% of 
internal migrants 
are female 
 
There are roughly 
3 million LBC of 
internal migrants 

(+) Overall 
conducive 
conditions for 
internal migration 
 
(+) Universal 
health coverage 
for all Thai 
citizens 
 
(+) Health profile 
of migrants is 
similar to that of 
non-migrants 
 
(+) Majority of 
migrants send 
remittances  
 
(-) Some 
challenges still 
exist such as 
distant health 
facilities, higher 
risk of sexually 
transmitted 
diseases 

(+) Both children 
living with 
migrant parents 
and LBC have 
good access to 
healthcare 
 
(+) Little to no 
difference in 
nutritional and 
health outcomes 
of LBC and non-
migrant 
households 
 
(+) Majority of 
LBC report 
higher life 
satisfaction 
 
(-) Very small 
proportion of 
LBC report 
psychological 
distress owing to 
parents being 
apart  

Indonesia UNFPA, 2015 
 

Approximately 
13% of internal 

(+) Universal 
health coverage 

(+) Both children 
living with 
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Ng, 2017 
 
UNESCO, 2018i 

migrants are 
children aged 5-
14 years and they 
are particularly 
vulnerable to 
child labor 
 
It is estimated 
that there are 
approximately 2 
million LBC 
 
Females make up 
majority of 
internal migrants 
who are married, 
divorced, or 
widowed 

for all Indonesian 
citizens 
 
(-) Migrant 
parents live in 
congested and 
crowded 
conditions that 
lack adequate 
water supply and 
sanitation 
 
(-) Migrant 
parents are at a 
higher risk of 
exposure to 
sexually-
transmitted 
diseases  

migrant parents 
and LBC have 
good access to 
healthcare 
 
(-) Poor living 
conditions put 
child migrants at 
higher health risk 
 
(-) Mothers’ 
migration has a 
negative impact 
on children’s 
health, especially 
girls 

Philippines UNESCO, 2018j Female-
dominated 
internal migration 
 
Many young 
female migrants 
who have been 
abandoned or are 
escaping abuse 
migrate with 
children  
 
Internal migration 
from conflict-
afflicted areas is 
high 

(+) Universal 
health coverage 
for all Filipino 
citizens just 
recently 
introduced in 
2019 
 
(+) Majority of 
migrants send 
remittances  
 
(-) Migrant 
parents live in 
congested and 
crowded 
conditions that 
lack adequate 
water supply and 
sanitation, and 
regularly 
experience 
flooding such as 
Metro Manila 
 
 
 

(+) Both children 
living with 
migrant parents 
and LBC have 
good access to 
healthcare 
 
(+) Remittances 
have positive 
welfare effect on 
LBC 
 
(-) Poor living 
conditions put 
child migrants at 
higher health risk 
 
(-) Child migrants 
of young mothers 
likely to perform 
poorly on health 
indicators (no 
direct evidence) 
 
(-) Evidence on 
mothers who 
migrate 



13 
 

internationally 
finds that child 
suffer from 
psychological 
distress 

Malaysia Migration Survey 
Report 2016 
 
UNESCO, 2018k 

Rate of internal 
migration is very 
high and it is 
largely urban-
urban 
 
Only about 4% of 
internal migration 
is rural-urban 

(+) Overall 
conducive 
conditions for 
internal migration 
 
(+) Universal 
health coverage 
for all Malay 
citizens with 
special privileges 
for ‘bumiputeras’ 
(indigenous 
people) 

(Findings are 
implied as there is 
no direct 
evidence) 
 
(+) Both children 
living with 
migrant parents 
and LBC have 
good access to 
healthcare 

Notes: (+) refers to positive circumstances or outcomes, (-) refers to negative circumstances or 
outcomes 
 

5. Conclusion and policy implications 

 

A few key findings emerge from the review. First, child migrants and LBC face unique negative 

circumstances in terms of access to healthcare and health outcomes. Given the nature of these 

circumstances, child migrants and LBC are likely to be further disadvantaged during times of crises 

such as the ongoing Covid-19 pandemic. Second, inequality of opportunity in health for child 

migrants and LBC is not uniform across all countries in SEA. And third, there are gender 

implications of the disadvantages faced by child migrants and LBC. 

 

Looking first at the disadvantages, a finding that emerges clearly but remains conspicuously under-

examined is that of psychological health of child migrants and LBC. Being away from both parents 

and living in skip-generation households for younger children can affect their psychological well-

being making them more prone to depression, sadness, and anxiety. Further, in many SEA 

countries, migrants seem to predominantly reside in crowded and unsanitary housing putting their 

children at a higher risk of communicable diseases such as malaria, dengue, cholera, and Covid-

19. Moreover, in countries where migrants lack formal employment and universal access to 

healthcare, both parents and children may not receive adequate and timely care. 
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Another aspect of inequality of opportunity in health that stands out is that there is a spectrum. On 

one hand, there is Thailand, which seems to have overcome much of the challenges of providing 

universal healthcare, which directly benefits migrants, including undocumented but registered 

migrants from neighboring countries such as Myanmar.  And on the other hand, there are countries 

such as Cambodia, Lao PDR, Myanmar, Timor-Leste, and Vietnam, that either lack the capacity 

to provide universal healthcare to migrants or systematically exclude them from social protection 

schemes using barriers such as household registration.  

 

And last, the effects of negative circumstances on the health of girl children are likely to be worse 

– be it psychological effects, safety and health concerns arising out of poor living conditions, and 

unequal intra-household distribution of remittances. There is a glaring gap in evidence on the 

double disadvantage faced by female child migrants and LBC. 

 

From a policy perspective, improving the circumstances will have positive spillovers on health 

access and health outcomes of child migrants and LBC. First, there needs to be adequate data 

collection on and recognition of internal migrants. Much of the issues pertaining to lack of access 

to basic services emanates from non-recognition of internal migrants. This relegates them to the 

status of ‘secondary citizens’ or ‘outsiders’ within their own country and systematically excludes 

them from access to public services. Second, there should be no discrimination in provision of 

healthcare for internal migrants. The problem often comes down to local governments, who view 

residents from others parts within the country as being beyond the purview of local government 

budget and therefore shun any fiscal responsibility towards their well-being. Third, there needs to 

be an explicit focus on the needs of female child migrants and LBC so as to prevent them from 

being exploited and discriminated against. And last, countries need to make continuous effort to 

create and expand provision of affordable housing, reform labor laws to prevent informalization 

of jobs, and invest in basic urban infrastructure such as water, sanitation, and transportation. 

   

To conclude, given the large scale of rural-urban migration in much of SEA, inclusion of children 

in the analysis of inequities faced by migrants is crucial. Policymakers need to focus on removing 



15 
 

structural barriers and reducing inequality of opportunity in health so as the ensure that 

disadvantages are not transmitted intergenerationally. 
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