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Abstract 

Female labor migration has become a structurally embedded livelihood strategy in Uzbekistan, reshaping household economies 

while simultaneously transforming the social determinants of child health. This article examines the multidimensional 

relationship between women's migration and childhood illness through a Social Determinants of Health (SDH) framework, 

integrating economic remittances, caregiving arrangements, psychosocial environments, and access to healthcare services. 

Drawing on mixed-method evidence from household surveys and secondary demographic-health datasets, the study analyzes 

migrant-sending families across urban and rural regions of Uzbekistan. Survey data (N=386 migrant mothers connected to 

Russia, Turkey, Kazakhstan, and EU labor markets) indicate that while remittances increase household income by an estimated 

28–41%, the absence of maternal caregivers correlates with a measurable rise in childhood morbidity. Specifically, children left 

in transnational care arrangements show higher reported incidence of acute respiratory infections (18%), gastrointestinal diseases 

(14%), and psychosomatic symptoms such as sleep disorders and anxiety (22%) compared to non-migrant households. The 

findings reveal a paradoxical health gradient improved material conditions (nutrition expenditure 26 percentage, private clinic 

use 19 percentage) coexist with weakened daily caregiving, reduced preventive health monitoring, and delayed treatment-seeking 

behaviors. Rural households demonstrate greater vulnerability due to limited pediatric infrastructure and reliance on elderly 

substitute caregivers. Within the Uzbek socio-cultural context—where maternal presence remains central to early childhood 

development—the feminization of migration produces unintended public health externalities. The article argues that migration 

policy and child health policy must be analytically integrated. Targeted interventions—transnational parenting programs, 

community health surveillance for left-behind children, and portable social protection mechanisms—are proposed as structural 

responses. This study contributes to migration-health scholarship by evidencing how gendered mobility reconfigures childhood 

illness risk not only through income effects but through caregiving displacement embedded in Uzbekistan's evolving labor 

migration system. 
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1. Introduction 

Over the past two decades, international labor migration has 

become one of the most influential socio-economic processes 

shaping household welfare in Uzbekistan. While male migra-

tion historically dominated mobility flows, recent labor mar-

ket transformations in Russia, Turkey, Kazakhstan, South Ko-

rea, and several European destinations have accelerated the 

feminization of migration. Women are increasingly participat-

ing in temporary and circular labor migration as caregivers, 

service workers, textile workers, and domestic employees. 

According to national labor migration estimates and interna-

tional migration monitoring reports, women now constitute 

approximately 18–22% of Uzbekistan's external migrant 

workforce, a figure that has steadily increased since 2015. 

This gendered shift in migration patterns has produced 

complex implications for family structure and child well-be-

ing. Remittances sent by migrant mothers play a critical role 

in poverty reduction, household consumption, housing im-

provement, and access to private education and healthcare. 

Recent household economic assessments suggest that migrant 

remittances contribute up to 30–40% of total annual family 

income in labor-exporting regions such as Andijan, Fergana, 

Namangan, and Kashkadarya. These financial inflows often 

improve children's nutritional diversity, vaccination afforda-

bility, and access to paid medical services. 

However, the economic benefits of migration coexist with 

emerging social and public health risks. Within the Social De-

terminants of Health (SDH) paradigm, child health outcomes 

are not shaped solely by income [8], but by caregiving quality, 

emotional stability, supervision, health literacy, and 

healthcare-seeking behaviour. Global health monitoring re-

ports continue to show persistent inequalities in child morbid-

ity and mortality across regions, reinforcing the importance of 

structural determinants in shaping pediatric outcomes [2]. Ma-

ternal migration disrupts these proximal determinants. In Uz-

bekistan's socio-cultural environment—where mothers re-

main primary caregivers in early childhood—prolonged sepa-

ration alters feeding practices, hygiene monitoring, illness de-

tection, and treatment compliance. 

Available pediatric and community health observations in-

dicate that children left behind by migrant mothers demon-

strate higher exposure to preventable illnesses. Regional clinic 

reports and school medical screenings suggest increased prev-

alence of: 

1) Acute respiratory infections 

2) Gastrointestinal diseases 

3) Nutritional imbalances (both malnutrition and obesity) 

4) Stress-related psychosomatic symptoms 

Preliminary survey evidence shows that up to 37% of left-

behind children experience delayed medical consultation due 

to substitute caregivers' limited mobility, financial decision 

power, or health awareness. 

Care arrangements further mediate these risks. In most Uz-

bek transnational households, children remain under the su-

pervision of grandmothers or extended female relatives. While 

culturally normative, elderly caregivers often face constraints 

in physical caregiving capacity, digital health navigation, and 

timely clinic visitation—particularly in rural areas where pe-

diatric infrastructure and transport access remain uneven. 

Despite the scale of this phenomenon, the intersection of 

women's migration and childhood illness remains under-re-

searched in Central Asian migration scholarship. Existing 

studies primarily focus on remittance economics, labor rights, 

or psychosocial well-being, leaving a critical gap in empirical 

public health analysis. 

 
Figure 1. Feminized Migration and Child Health: Pathways of Care Displacement, Remittance Dynamics, and Morbidity Inequality. 
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The infographic illustrates the multidimensional conse-

quences of feminized migration on child health outcomes. As 

women increasingly migrate for economic survival, tradi-

tional caregiving structures are disrupted, producing caregiv-

ing displacement within origin households. This shift medi-

ates children’s exposure to illness through reduced supervi-

sion, altered nutrition, and psychosocial stress. Simultane-

ously, remittance income generates a dual effect: it enhances 

household purchasing power and access to healthcare while 

also introducing new vulnerabilities linked to parental absence. 

The visual further highlights persistent health disparities 

across regional and rural–urban contexts. Consequently, chil-

dren in migrant households exhibit distinct morbidity patterns 

shaped by socioeconomic instability, transnational family ar-

rangements, and uneven access to public health infrastructure. 

Therefore, this article positions women's migration as a 

structural social determinant of child health. By integrating 

migration studies with pediatric health risk assessment, the 

study seeks to: 

1) Examine morbidity patterns among children in migrant-

sending households. 

2) Assess how caregiving displacement mediates illness 

exposure. 

3) Analyze the dual (protective vs. risk) effects of remit-

tance income. 

4) Identify regional and rural-urban disparities in child 

health outcomes. 

Through this lens, the article advances the argument that 

feminized migration is not only an economic survival strategy 

but also a demographic and public health variable requiring a 

coordinated policy response in Uzbekistan's evolving social 

protection system. 

2. Methodology 

This research moves beyond remittance economics by op-

erationalizing maternal migration as a measurable public 

health determinant. It provides empirical grounding for link-

ing feminized labor mobility with pediatric morbidity patterns 

in Uzbekistan's transnational family system—an area previ-

ously dominated by qualitative or macroeconomic analysis. 

1) Stress testing the design reveals several constraints: 

2) Illness reporting is partially caregiver-recall based 

3) Seasonal disease variation not fully longitudinal 

4) Migration duration self-reported 

5) Clinical diagnosis records unavailable in some rural clin-

ics 

Despite these methodological constraints, the study's inter-

nal validity was strengthened through systematic triangulation 

of multiple empirical sources, including structured household 

questionnaires, a child morbidity reporting checklist, a health 

service utilization module, and longitudinal nutrition expendi-

ture tracking. In parallel, to enhance the applied significance 

of the research, an expanded set of empirical contribution 

methods was employed, enabling deeper micro-level meas-

urement of migration–health linkages. 

The study generates one of the first original micro-datasets 

in Uzbekistan, capturing the intersection of women's transna-

tional migration and child morbidity across 386 migrant 

households. Empirical analysis produced several clinically 

and epidemiologically significant gradients: childhood respir-

atory illness incidence increased by 18% among left-behind 

children; gastrointestinal disease prevalence rose by 14%; 

psychosomatic symptom manifestation increased by 22%; 

while preventive clinic utilisation declined by 17% [5]. 

Collectively, these quantified morbidity differentials estab-

lish a measurable epidemiological association between mater-

nal absence and elevated child health risk. By producing dis-

aggregated, household-level evidence, the research fills a crit-

ical regional data gap and provides an applied scientific foun-

dation for targeted public health and social protection inter-

ventions in migrant-sending communities. 

3. Results and Analysis 

The empirical findings reveal statistically significant differ-

entials in pediatric morbidity between migrant and non-mi-

grant households, confirming that feminized migration re-

structures child health risk at multiple epidemiological levels. 

Comparative analysis of the 386 transnational households 

demonstrates that left-behind children experience a systemat-

ically elevated disease burden associated with caregiving dis-

placement, reduced preventive supervision, and delayed 

health-seeking behavior. 

Respiratory morbidity emerged as the most prevalent clini-

cal category, with an 18% higher incidence of acute respira-

tory infections [9], bronchitis, and pneumonia among children 

in maternal-absence households. Health facility records and 

caregiver reports further indicated more frequent complica-

tions due to delayed presentation and incomplete treatment ad-

herence. 

Gastrointestinal diseases—including acute diarrheal infec-

tions, parasitic infestations, and malnutrition-related enterop-

athies—were 14% more prevalent in migrant households, re-

flecting compromised dietary monitoring, food hygiene gaps, 

and irregular feeding practices. Acute respiratory and gastro-

intestinal infections remain among the leading pediatric mor-

bidity categories globally [10] Nutrition expenditure tracking 

simultaneously revealed caloric adequacy but micronutrient 

imbalance, suggesting remittance income does not automati-

cally translate into improved child nutrition quality. 

Psychosomatic and stress-mediated conditions increased by 

22%, including sleep disorders [15], functional abdominal 

pain, anxiety manifestations, and behavioral withdrawal. 

These outcomes indicate the psychosocial cost of transna-

tional maternal separation, particularly in early developmental 

stages. 

Preventive healthcare utilization declined by 17%, most 
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visibly in vaccination follow-ups, growth monitoring visits, 

and early infection screening. This service gap partially ex-

plains the observed rise in advanced or complicated pediatric 

presentations. 

Clinically sensitive conditions were also documented. Pe-

diatric sepsis risk indicators were disproportionately higher 

among left-behind children, largely due to untreated primary 

infections progressing to systemic inflammatory states. De-

layed hospitalization, interrupted antibiotic courses, and reli-

ance on informal care pathways intensified severity profiles. 

Additionally, TORCH-related complications (Toxoplasmo-

sis, Other infections, Rubella, Cytomegalovirus, Herpes sim-

plex) appeared in higher diagnostic frequencies within mi-

grant-affected maternal histories. Qualitative obstetric data 

suggest that fragmented prenatal supervision, reduced antena-

tal screening, and migration-related healthcare discontinuity 

contributed to congenital infection exposure and subsequent 

neonatal morbidity [12]. 

Across the dataset, comorbidity clustering was evident: res-

piratory infections co-occurring with malnutrition, gastroin-

testinal illness with anemia, and psychosomatic distress with 

recurrent febrile episodes. This layered morbidity structure in-

dicates that women's migration does not produce isolated dis-

ease effects but rather a compounded pediatric vulnerability 

environment. 

The results establish a measurable clinical and epidemio-

logical pathway linking feminized migration to diverse pedi-

atric disease profiles—including infectious, nutritional, psy-

chosocial, congenital, and systemic inflammatory conditions. 

The analysis underscores that remittance-driven economic 

gains are insufficient to offset health risks generated by care-

giving disruption and healthcare access fragmentation. 

The findings should be interpreted within the broader global 

epidemiological context of feminized migration and child 

health vulnerability. International migration systems increas-

ingly rely on female labor: women constitute approximately 

48% of global migrants according to the International Organ-

ization for Migration [3], with higher feminization rates in 

care, domestic, and service sectors. This structural shift has 

produced what transnational family scholarship terms the care 

deficit in origin households, where maternal absence recon-

figures child health protection mechanisms. 

4. Discussion 

Globally, pediatric morbidity remains heavily concentrated 

in socially vulnerable populations. The World Health Organi-

zation estimates that over 5 million children under five die an-

nually [1], with infectious diseases accounting for the majority 

of preventable mortality. Acute respiratory infections alone 

are responsible for nearly 700,000 child deaths each year [13], 

disproportionately affecting children in households with con-

strained caregiving and delayed treatment access—conditions 

consistent with transnational maternal migration contexts. 

Sepsis represents one of the most critical downstream com-

plications of untreated childhood infections. Recent global 

health estimates indicate over 3 million pediatric sepsis cases 

annually, with case fatality rates significantly higher in low-

and middle-income regions where early detection systems are 

limited. A systematic review of parental migration and child 

health outcomes demonstrated increased vulnerability to both 

physical and psychological morbidity among left-behind chil-

dren [6] Maternal absence, reduced symptom recognition, and 

interrupted care pathways increase the probability that pri-

mary infections progress into systemic inflammatory states 

before clinical intervention. 

Congenital and perinatal infections further complicate the 

risk landscape. TORCH-related conditions remain a persistent 

global neonatal burden. Vertical transmission pathways of 

congenital infections are well documented in neonatal infec-

tious disease literature [11]. The UNICEF reports that congen-

ital infections contribute substantially to long-term neurode-

velopmental disability, hearing impairment, and infant mor-

bidity worldwide. In migration-affected populations, frag-

mented antenatal care, inconsistent screening, and cross-bor-

der healthcare discontinuity elevate undiagnosed maternal in-

fection exposure during pregnancy. 

Preventive healthcare utilization disparities observed in the 

study align with global service-access trends. The World Bank 

documents that children in transnational or labor-exporting 

households often experience reduced routine clinic attendance 

despite improved household income. This paradox reflects 

structural—not purely financial—barriers: substitute caregiv-

ers may lack health literacy, decision authority, or mobility to 

maintain immunization schedules and early screening visits 

[7]. 

Nutrition-health interactions also mirror international evi-

dence. While remittances increase household consumption ca-

pacity, multiple multi-country studies show that dietary diver-

sification does not automatically follow income gains. Instead, 

children in migrant households may experience "hidden mal-

nutrition"—adequate calories but deficient micronutrient in-

take—predisposing them to infection susceptibility and 

slower recovery trajectories [13]. 

Psychosocial morbidity patterns identified in the study cor-

respond with transnational family literature documenting ele-

vated anxiety, attachment disruption, and somatic symptom 

expression among left-behind children [1]. Global meta-anal-

yses link parental migration to increased behavioral disorders 

and stress-mediated immune vulnerability, reinforcing the bi-

opsychosocial pathway connecting caregiving absence to 

physical illness. International child protection assessments 

confirm that parental migration significantly alters caregiving 

structures and health monitoring practices [4]. 

Taken together, the discussion situates the study within a 

converging body of world statistical evidence: feminized mi-

gration generates economic resilience but simultaneously re-

distributes health risk toward children through caregiving dis-
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placement, preventive care erosion, infectious disease expo-

sure, and congenital health discontinuities. The Uzbek micro-

level data therefore do not stand in isolation; rather, they re-

flect a broader global epidemiological pattern requiring inte-

grated migration, maternal health, and child protection policy 

responses [14]. 

5. Conclusion 

This study demonstrates that feminized migration is not 

only a socioeconomic phenomenon but also a measurable de-

terminant of pediatric disease vulnerability. The absence of 

maternal caregiving restructures children's exposure to infec-

tious, nutritional, psychosomatic, and systemic illnesses 

through disrupted supervision, delayed treatment, and frag-

mented preventive care. Across migrant households, disease 

patterns reveal a multidimensional morbidity environment ra-

ther than isolated clinical conditions. 

Respiratory infections remain the most recurrent illness cat-

egory, reflecting weakened early detection and inconsistent 

treatment adherence. Gastrointestinal diseases further indicate 

compromised hygiene monitoring and nutritional imbalance 

despite remittance-supported household consumption. Psy-

chosomatic manifestations—ranging from anxiety-related so-

matic complaints to sleep and behavioral disorders—under-

score the biological embedding of emotional deprivation 

within child health outcomes. 

More severe clinical trajectories are evident in the height-

ened risk environment surrounding pediatric sepsis. Untreated 

or late-treated primary infections increase the probability of 

systemic inflammatory progression, particularly where substi-

tute caregivers lack medical literacy or decision-making au-

thority. This transforms otherwise manageable childhood ill-

nesses into life-threatening conditions. 

Additionally, congenital and perinatal health risks linked to 

TORCH infections highlight the intergenerational disease im-

plications of women's migration. Interrupted antenatal super-

vision and reduced prenatal screening continuity create path-

ways for vertical infection transmission and long-term devel-

opmental morbidity. 

Overall, the disease burden observed is cumulative and syn-

ergistic: infectious illnesses interact with malnutrition, psy-

chosocial stress weakens immune resilience, and preventive 

service gaps intensify clinical severity. The findings therefore 

position women's migration as a structural amplifier of pedi-

atric health risk, requiring integrated responses that bridge mi-

gration policy, maternal support systems, and child-centered 

public health interventions. 
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