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1. Introduction

Why is health an important aspect of integration?

Migrants who are burdened or handicapped by health problems are hampered in the task of integration. The problems in question do not have to be their own: they can also be those suffered by people upon whom the migrant is dependent, or people who depend on him/her. Illness exacerbates marginalisation and marginalisation exacerbates illness, creating a downward spiral.

At the same time, integration is a prerequisite for effective health care delivery, which is often impeded by inadequate access. Access to effective health care should be seen as no less important than housing and education for the well-being, and thus the integration, of migrants. Portraying the state of the art in this aspect of migrants’ integration demands an understanding of the relationship between health and migration/integration policies. An interest in migrants’ health, both in terms of academic research and professional practice, goes hand in hand with the development of a policy framework for integration. 

Some authors, indeed, have argued that public policies on health and migration follow the same phases of development as integration policies (Wicker 2003). The path towards integration involves issues of access, which, in the long run, can imply the extension of citizenship rights and welfare regimes to include migrants. Haenzel et al. (1968) claimed that the longer migrants stay in the host country, the more closely migrant and autochthonous behaviours and lifestyles tend to resemble one another. Other authors (Van der Sytuft et al. 1989; Stronks et al. 2001) attribute this more to acculturation than to length of stay as such. The latter may not be a reliable measurement of integration, since cultural and socio-economic conditions of groups and individuals do not necessarily fade out over time.

Following this line of argument, migrants’ integration in the area of health could be measured using the same types of concepts used to measure structural and cultural integration (classically defined as equality of access, allocation of resources and participation). In this way, migrants’ state of health and migrant health care policies might be used as an indicator of integration and integration policies. Put concretely, this would imply that successful integration in the field of health could be measured in terms of equality of access to health care, health information, etc., and the same incidence of health risk factors within immigrant and autochthonous groups after a certain length of stay in the host country. However, the relation between health and integration is not as straightforward as this notion implies. Acculturation does not necessarily lead to better health: for instance, some forms of health-threatening behaviour, such as over-eating, smoking and alcohol abuse, are associated with a ‘Western’ life-style.

Integration plays an important role in health care service delivery because good communication and mutual understanding is essential for effective help. However, since integration (as opposed to assimilation) is a two-way process, the development of this good relationship is not only the task of the migrant. The health care system also has to adapt its services to users’ varying needs and expectations. The paradox here is that to provide the same care for everybody is actually to provide inferior care to groups who differ from the majority. A state-of-the-art survey must also pay attention to the attempts made in different countries deal with this paradox.

What topics does the area include?

The three major issues that we have identified are:

i. Migrants’ state of health, how it can be monitored, and what factors influence it.

ii. Migrants’ rights and access to health care

iii. Care delivery – the nature of ‘good practice’ in this area, measures taken to improve the quality of care for migrants

The state of the art: what is the level of knowledge, professional practice and policies?

Until very recently the topic of migration and health has been seriously neglected. Within migration studies, attention for health has been negligible. Researchers have perhaps not realised how the scope and importance of health care have increased in the last 50 years – how broad the Western concept of ‘health’ has become and what an important part health care agencies play in modern industrial societies. 

The notion of health has been broadened to include many issues that would previously have been regarded as social, moral, political or existential. Nowhere is this more visible than in the field of mental health, a sector that has expanded enormously in the last half century. The Diagnostic and Statistical Manual of the American Psychiatric Association listed 60 categories of abnormal behaviour in 1952, 145 in 1968, 230 in 1980 and 410 in 1994. Sales of this manual worldwide are estimated to earn the Association some $60 million per year. Today, problems of juvenile delinquency, for example, are regarded as the province of ‘developmental psychopathology’. Conflicts on the work-floor, ‘burn-out’, problems in personal relationships, family conflicts and intergenerational problems all fall nowadays under the umbrella of ‘health problems’. Whether one is for or against this far-reaching ‘medicalisation’ and ‘psychologisation’ of human problems, it is a fact of modern life. We may note, however, that there are differences between European countries both in the extent to which this process can be observed and in the form that it takes.

Obstacles to research

To the extent that research has been carried out at all on the health of migrants, it has mainly been done within the health sciences rather than migration studies. Here too, however, there has long been a systematic neglect of migrants and ethnic minorities, although this situation is rapidly changing. Traditional medical and psychological research is notorious for excluding subjects from ethnic minorities. Graham (1992) showed that 96 per cent of the studies published in the 1970s and 1980s in four leading journals of the American Psychological Association excluded African American subjects. To some extent, this was linked to the legacy of racism and assimilationism, but there are also pragmatic reasons for this practice (which still continues). Statistically speaking, the most powerful test of an experimental effect is obtained with a sample that is as homogeneous as possible. In medical research, such considerations have led to a state of profound ignorance about the effectiveness of treatments on ethnic and cultural minority patients.

Another obstacle to research is that clinical records frequently fail to record the ethnicity or origin of patients. Sometimes this is a matter of principle, because some health workers feel the practice is discriminatory, but mostly it is an oversight or a question of laziness: sometimes there is simply no code available which really fits the patient. Moreover, no single coding system exists which is ideal from every theoretical point of view, and the large number of different classification systems used is a serious obstacle to comparative research.

 
In any case, if we are interested in a group’s state of health, clinical records give only a very indirect assessment of this: the data only concern those who seek treatment, and say nothing about those who do not find their way into the care system. Moreover, they only register how much treatment was given, but they cannot tell us whether this treatment was really appropriate for the problems presented. 

Ideally, research on the health of populations should use epidemiological surveys, but these are expensive because new data have to be collected. Moreover, serious methodological obstacles lie in wait here for the researcher of migration. How to locate subjects and ensure an adequate response rate? How to be sure that the standard questionnaires and tests are cross-culturally valid? More development of measurement instruments and greater discussion of them are necessary for progress in this field (Stronks 2003).

Another obstacle to research is that since host countries do not aim at the integration of certain categories of migrants (e.g. asylum seekers, provisionally admitted migrants and undocumented migrants), these groups tend to be ignored in health monitoring. Yet another problem in this area is that many valuable studies are confined to the ‘grey’ literature – internal reports and unpublished documents – which makes it difficult to locate research.
Migrant health and paradigms of health care

The particular models dominating health care also influence the amount of attention paid to topics such as social inequalities and cultural differences. Health care cannot respond to the challenge of diversity if it is dominated by models which make no allowance for social and cultural factors. Most insensitive of all, of course, are reductionist biological or psychological approaches. Medical care that is based on a purely technological, symptom-oriented approach pays little attention to cultural diversity and the social context. The same is true of the standardised diagnostic procedures and treatment protocols that are increasingly imposed to meet the demands of ‘ managed care’.

Attention for migrant health has traditionally been confined to certain disciplines.

· The roots of tropical medicine and ethnomedicine lie in the colonial past, when data were ordered according to categories of ‘race’ and the basic assumption was that non-whites differ radically from whites. In descriptions of illness, the accent lays on the exotic or bizarre nature of the disorders non-Europeans displayed. In the post-colonial era, these disciplines have modified their assumptions, but their paradigm still has limitations when it comes to analysing the situation of migrants (see, e.g., Gentilini et al. 1986);
· Public health and social medicine have traditionally been concerned with such matters as the risk of contagious illnesses being imported through migration (‘import diseases’). In recent years they have also focused on the effects of social deprivation and other migration-related factors on the health of various groups (see for example Brücker et al. 1989; Gentilini et al. 1986; Lévy 1994). In addition to this very significant shift in focus, traditional receiving countries have also moved towards less restrictive entry policies for potential immigrants with diseases identified as public health risks, such as HIV/AIDS and tuberculosis (IOM 2000);

· Psychiatry has had a long interest in racial and cultural differences. Nineteenth-century psychiatry tended to adopt the racialist assumptions noted above in tropical medicine and ethnopsychiatry, focusing on the bizarre and the extra-ordinary. However, the German psychiatrist Kraepelin, often regarded as ‘the father of modern psychiatry’, broke with this tradition in 1904 when he proposed extending his universal classification model to all races. This universalistic approach formed the basis of the extensive programmes of epidemiological research carried out by the World Health Organization in the 1950s and 1960s. From the 1970s, a more relativistic approach (dubbed the ‘new transcultural psychiatry’) has arisen, influenced by anthropologists such as Arthur Kleinman (e.g. Kleinman 1981);

· Ethnopsychiatry refers to an older tradition, particularly active in Germany, France, Italy and the U.K., which is rooted in the study of non-European peoples. Like ethnomedicine, it concentrates on health and illness in the countries of origin, but again there are obvious limitations to this approach. Of course it is useful to know how people in immigrants’ countries of origin become ill, and how they solve their problems. But we must recognise the heterogeneity and dynamic nature of these cultures and not foster any myths about ‘the Moroccan (Turkish, Surinamese, etc.) culture’. Moreover, a migrant is by definition someone with a foot in two or even more cultures: we have no way of knowing, simply on the basis of a person’s country of origin, how to classify their culture (see, for example, Fassin 2001).
A second limitation is that ethnopsychiatry usually focuses on patients and their illnesses. It does not usually analyse the (Western) service provider, or the social position of the migrant in the host country; 

· In nursing there have been systematic attempts since the 1970s (largely in North America and Australia) to highlight the need for ‘cultural sensitivity’ (see, e.g., Carrillo 1999; Zust and Moline 2003). A December 2004 conference on ‘Migrant Friendly Hospitals’
 points to new interest in the issues concerning in-patient care. Care for the elderly (both residential and home care) is now also confronted by the problems of looking after migrant groups with non-standard needs and expectations.

Today, generally-speaking, greater interest by researchers is developing in the field of migrant health, as evidenced by the emergence in recent years of several academic and professional journals, such as Journal of Transnational Nursing, Journal of Immigrant Health, Ethnicity and Health, Tropical Medicine and International Health, and the IOM Migration and Health newsletter. 

Growing attention to migration issues 

The past twenty years have seen an increase in specific attention to migrants, both in research and in health care practice. The amount of attention is related to the size of ethnic minorities in a given society and the importance attached to their rights. Australia, where 25 per cent of the population is foreign-born, and Canada (20 per cent) head the field in this respect. In most Northern European countries, where the percentage is around 8-10 per cent, there is moderate interest. In many Southern European countries, where immigration is a comparatively recent concern, attention is very slight. Attention for migrant health is also related to the health risk which immigrants are seen as posing, e.g. in relation to the HIV epidemic (Haour-Knipe 1999).
The type of attention paid – the issues addressed and the way they are problematised – shows a relationship with each country’s immigration history. Firstly, the degree to which migrants’ rights are taken seriously will depend on the prevailing ideology concerning citizenship and diversity (cf. Kirmayer and Minas 2001). An explicit policy of multiculturalism will stimulate the adaptation of services to the needs of migrants; a ‘monocultural’ or assimilationist policy, by contrast, will discourage this. 

Secondly, the way migrant health is problematised will depend on the groups which are most salient. In Sweden, for example, recent immigrants have been mostly refugees, and the concept of ‘traumatisation’ figures prominently in discussions about migrant health. In the U.K., with its substantial ex-colonial immigration, the issue of racism dominates discussions about inequalities in health care. In The Netherlands, where concern is focused on labour migrants from Morocco and Turkey who started arriving in the 1960s, racism is hardly considered to be a factor and the main preoccupation is with ‘cultural differences’. Indeed, so intense is the Dutch preoccupation with culture that they have coined the term interculturalisatie to describe the task of improving the accessibility and quality of services for migrants.

Surveying all these attempts to deal with the question of migrant health, it becomes apparent that in many countries the work is being carried out by isolated individuals, professional groups or service providers, without much coordination or contact with each other. Each discipline can illuminate one aspect of the puzzle, but none is concerned with ‘the big picture’. The same fragmentation of effort can be observed between countries. Partly because of language differences, but also because there are few international organisations or initiatives in this field, people in each country struggle to re-invent the wheel, in relative ignorance of what is going on in the rest of Europe. As a result, approaches may be adopted which experience in other countries has shown to be inadequate, while other approaches which might be more successful are not be considered because they are unknown.

There have been some attempts to provide an overview of migrant health (care) in Europe. Watters (2001) undertook a preliminary ‘mapping’ of care provisions in selected countries. The EU-project Salute per tutti – Health for all
 also carried out in-depth surveys of certain countries. Other comparative projects (e.g. Watters et al. 2003) have been oriented towards refugees and asylum seekers, but have revealed much about migrant care in general. In June 2004, an international conference was held at the Erasmus University in Rotterdam on Migrant health in Europe: international conference on differences in health and in health care provision. 
However, there is still an urgent need for international and multidisciplinary cooperation to promote the sharing and exchange of knowledge and expertise on migrant health. An important aim of future activities within IMISCOE could be to synthesise and stimulate developments in this area at a European level.

Notes on the concepts to be used

The need to keep definitions broad

Surveying this field shows the importance of considering all aspects of health care, including those which border on social care: e.g. social work, care of the elderly, home care services, residential institutions, rehabilitation, youth services, preventive and public health provisions. It also suggests the need to adopt a broad definition of ‘health problems’ so as to include the functioning of families, parent-child relationships, acculturation stress, problems arising in the workplace, and problems of adjustment not serious enough to qualify for a psychiatric diagnosis (so-called ‘psycho-social’ problems). 

In addition, what emerges from recent work is that it is not enough to stick to the categories used by service providers and the host society: the categories and concepts used by migrants themselves must also be considered. For example, most Western health services make a sharp distinction between physical and psychological problems, and between ‘internal’ and ‘external’ ones. Religious problems fall outside the official care system altogether. Different agencies, often functioning in total isolation from each other, deal with each of these types of problems. Many migrants, however, are not accustomed to these ways of categorising problems and have difficulty presenting their difficulties in a way the service provider regards as ‘appropriate’. There may be a mismatch between their habits of problem construction and those of the service providers. They may not adhere to the clear-cut dualisms used in the West, or they may define category boundaries differently, or they may use quite different dualisms (including ‘supernatural’ categories). 

For all these reasons, medical anthropologists in particular have urged that not only the perspective of the caregivers, but also that of the service users, should be taken seriously by researchers and service providers. The object of study should be not just ‘disease’ (the starting-point of most epidemiological research) but also ‘illness’. In Kleinman’s words, ‘Disease refers to a malfunctioning of biological and/or psychological processes, while the term illness refers to the psychosocial experience and meaning of perceived disease’ (1981: 72)
. This suggests that in addition to the usual ‘top-down’ approach, in which research, diagnosis and treatment is guided by official categorisations, a ‘bottom-up’ or phenomenological approach needs to be used in which the users’ perspective is the starting-point. This in turn suggests an important role for user involvement in the design of effective care services for migrants. 
The need to distinguish between migrant groups

Even though migrants might have different health backgrounds and different health states as discussed below, these differences are increased by the fact that they have different rights according to their permit of stay which may have consequences for health (differences in possibilities to stay, access to work and access to health care).

A survey of the work carried out to date makes clear that it is misguided to try to produce generalisations about the health needs of migrants in general. Migrants’ health and medical experiences have varied considerably across space and time (Marks and Worboys 1997), as well as across different groups. There are crucial differences between groups related not only to country of origin and level of education but also to the type of migration concerned. At the very least, it is necessary to pay separate attention to post-colonial migrants, ‘traditional’ labour migrants, secondary migrants, refugees and asylum seekers and undocumented migrants. In addition, distinctions should be made between generations (first, second, etc.) and between males and females, old and young. 

2. Migrants’ state of health

In this section we describe some of the issues that arise when researchers wish to establish the state of migrants’ health and to explain the differences that may be found. Traditionally (e.g. Nazroo 1998), there are three main ways of explaining differences in health between ethnic groups:

1. Genetic differences

2. Cultural differences

3. Socio-economic position

Stronks et al. (1999) propose adding two other factors:

4. Short-term migration history

5. Ethnic identity

In addition, these authors propose a two-step explanatory model, in which the above five factors are regarded as ‘explanatory mechanisms’ which operate via five specific sorts of determinants:

a. Life-style

b. Physical environment

c. Social environment

d. Psycho-social stress

e. Use of health care services

The following diagram summarises the model of Stronks et al. (1999):
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It is important to note that migrant health can sometimes be better than that of the host population, e.g. through selection processes (the ‘healthy migrant effect’, see below), or if religious beliefs proscribe alcohol consumption. While some illnesses might be common to both ‘foreign’ and ‘autochthonous’ populations, ‘their clinical manifestations and statistical frequencies differ quite notably’ (Fassin 2001). Other illnesses may be common to migrants of a specific origin, due either to genetic or environmental factors. However, these should not lead us to a ‘racialisation of difference’ simply because of an association between health and ethnic origin, since diversity is equally common among citizens of the same country (Fassin 2001), where similar differences can be observed between different categories of people: men and women, blue collar workers and service employees, rural and urban residents. The living conditions in the host country also play a crucial role; poor living conditions, bad quality housing, heavy jobs in unsafe environments and for long working days might sometimes be the root causes of particular health problems that apply to migrants in general or to specific groups. 
Risk factors

Some general factors that affect virtually all migrants are:

· ‘acculturation stress’

· loss of familiar environment and social support system, difficulties encountered in recreating these

· discrimination

Beyond this, particular problems may be associated with different migrant groups:

· Post-colonial migrants: Problems of access to care can be fewer because of better integration. Problems can concern racism and neglect of special needs (e.g. culturally appropriate care for the elderly);

· Labour migrants: Problems are often related to socio-economic disadvantage and poor access to care;

· Secondary migrants and second or third generation migrants: In these groups problems may concern for example reproductive health, developmental problems among children and adolescents, and problems linked to discrimination and strained ethnic relations;

· Refugees and asylum seekers: This group is traditionally assumed to suffer mainly from effects of traumatic pre-flight experiences, but today there is an increasing tendency to emphasise the problems they share with other migrants (see Ingleby, ed. 2004);

· Undocumented migrants: Here there are acute problems of (a) poor health, (b) limited access to care.

We have already mentioned the so-called healthy migrant effect, a controversial concept and phenomenon already observed by Raymond-Duchosal in 1929. This notion implies that immigrants are on average healthier than the autochthonous population because those who are less healthy have a lower propensity to migrate (see Wanner et al. 2000; Manfellotto 2002; Westerling and Rosén 2002); by contrast, those who migrate tend to be among the youngest and most fit in their countries. However, comparisons between immigrants and the autochthonous population in other cases bring controversial evidence. Irish migrants in Britain appear to be the group with the worse state of health not only compared to indigenous white British, but also to other ethnic minority groups, and this has been maintained over generations (Greenslade et al. 1997). In Switzerland, Loutan Bischoff et al. (1997) showed that migrants have a worse state of health, corresponding to a higher prevalence of infectious disease within immigrant groups, in particular asylum seekers. It seems, therefore, that there is no single pattern and there is great diversity in health statuses, profiles and types of illness. 
3. Access to care

Migrants’ integration and European health systems

‘Everyone has the right of access to preventive health care under the conditions established by national laws and practices’, begins Article 35 of the European Charter of Fundamental Rights, agreed at a meeting of the European Council in October 2000 and approved at the Nice Summit at the end of that year. Although the charter does not oblige national governments to embrace its provisions, it explicitly states that access to health in particular depends on national policy frameworks (Warnes 2003). As migrants in a given receiving country are faced with specific institutions and structures, the satisfaction of their health needs depends on the health system of the host country. 

Public health care, however, together with insurance and pension schemes, constitute the core of welfare systems in Europe, so the question of migrants’ health becomes an aspect of migrants’ inclusion in welfare. The welfare of migrants is connected to the existing social policy framework and the whole set of institutions, measures and provisions constituting the social state in the host country, on the one hand, and to the specific policies aiming at the integration of migrants, on the other. To these, we should add the immigration policy framework, which defines the criteria of entry, work and settlement of immigrants in a given country, thus determining the conditions of access to welfare services. Restructuring processes and policies of reform that result in a paradigm shift in the approach towards services users increasingly challenge European welfare regimes, despite national variations and different definitions and practices. In respect to health care, this trend is aimed at transforming ‘patients’ into ‘customers’ or ‘consumers’. 

Within this context, national health systems face a dual dilemma. On the one hand, they have to ensure that the needs and specificities of already present migrant populations and ethnic minority groups are effectively satisfied; on the other, they have to deal with newcomers who are often subject to ambivalent statuses (e.g. undocumented migrants and asylum seekers) and may have particular problems. To the extent that national health systems fail to address the needs of the former and to include the latter, despite recent positive steps and examples of ‘good practice’, some of the gaps are covered by either the private market sector, which is clearly beyond control / monitoring and does not apply to all, or by non-governmental initiatives (e.g. charities and NGOs), which have limited infrastructure and capacity. In the long run, any exclusionary framework has proven costly and inefficient and causes chronic problems to the systems, as, for instance, emergency services are overloaded by simple cases, being the only national health system units available to all.


It should be noted that ‘access’ is a broad and ambiguous term. The first component of ‘access’ concerns the question of whether an individual has the right to help (legal rights, financial ability). A second component has to do with whether an individual is able to come in contact with the caregiver. Many factors will affect this, some related to the person seeking care and others related to the service provider. A third component concerns the question, when an individual has reached the caregiver, of whether they can access their helping and healing powers: in other words, is the help given effective for them? We have chosen to treat the latter aspect separately and to deal with it in the next section. However, when a service provider has the reputation – justifiably or not – of being ineffective, this will constitute a barrier to access. Therefore, the issues of ‘ quality’ and ‘accessibility’ are linked.

Factors that can impede access include lack of knowledge about the health care system, the situations in which it can help, and the procedures for getting this help. Mistrust may spring both from unwarranted and warranted beliefs. It is a myth that ‘mental health services are only for the insane’; but parents who hesitate to approach social services or family support systems because they are worried a child may be removed from their custody, may have good grounds for their fears. For undocumented migrants, the risk of detection has already been mentioned. There may also be cultural barriers to access: an excessively ‘all-white’ image, insensitivity to minority customs, preferences, and conventions (e.g. disregard for religious holidays, diet, rules of interaction relating to men and women). A primary challenge is assisting immigrants in gaining awareness of and confidence in the health care system of the receiving country as well as realising the importance of preventive health care. Immigrants may only turn to doctors and hospitals in the case of an emergency or when illnesses are already in advanced stages because of mistrust (see Manfellotto 2002). Providing health care for immigrants requires cultural interpretation and sensitivity to cultural nuances (Carrillo et al. 1999).

Because some immigrants may have never been treated in Western medical facilities in the past in their countries of origin, they may be unfamiliar with and mistrustful of Western medical approaches. Some may have little experience with immunisations, routine general check-ups, dental and oral maintenance or women’s reproductive health check-ups. Carlsten (2003) observes that, ‘Immigrants’ health care is directly affected by the socio-political climate in their countries of origin. Poor accountability and infrastructure leads to the waste of funds intended for vaccination, screening for common cancers, infectious disease, etc. Immigrants import these accumulated health care deficits’.

Mistrust in and barriers in access to the public health care system (e.g. lack of insurance coverage) – when not successful in dissuading people from seeking solutions elsewhere – can lead to the creation of alternative strategies for accessing health care, involving self-medication with prescription drugs from the country of origin and traditional folk remedies, turning to other immigrants with health care backgrounds unable to practice in the receiving country and traditional healers, or seeking health care in the country of origin or other third countries (see Alhberg et al. 2003; Stronks et al. 2001; Messias 2002; Zust and Moline 2003).

Mistrust in and barriers to health care can also lead migrants to suppressing and hiding their health problems, as the following example illustrates. In some receiving countries, a large proportion of new HIV cases are immigrants. In order to keep HIV positive immigrants from entering, some receiving countries have imposed new restrictions on them. In France, for example, immigrants – mostly from Sub-Saharan Africa – made up fully one-third of the 1,700 new HIV cases in 2002. As a result, the French government, which previously offered immigrants rights of residence ‘if the health situation call[ed] for urgent medical treatment, and they cannot obtain treatment in their countries of origin’, stopped being so hospitable. It has been found that immigrants, who were just starting to be more willing to be tested for STDs (thus leading to the development of more accurate monitoring of these diseases) are increasingly distrustful and apprehensive of being tested, out of a real fear of persecution and deportation. They try to hide their illness and consequently do not get the health care they need. ‘The result is that a high number of people dying from AIDS are immigrants, while French people with the condition have easy access to therapies and medical treatment’ (Godoy 2003).
Measurement problems

As we have discussed in the Introduction, measuring the accessibility of care is highly problematic. Often, comparisons are made of the rate of ‘care consumption’ by different groups: if there are no significant differences, researchers often conclude that there are no inequalities in access. However, this assumes that the needs of all groups are equal, which is a highly questionable assumption. To quantify accessibility one has to know not only the rate of care consumption, but the prevalence of problems (i.e. the level of need): this can only be established by epidemiological surveys. Such surveys traditionally omit migrant groups, while including them brings with it serious methodological problems.

However, information about problems of accessibility which migrants experience can also be collected using qualitative methods. Such research does not indicate whether accessibility is ‘better’ or ‘worse’ for migrants, but it does enable us to pinpoint the obstacles to care provision and the ‘pathways to care’ which migrants use. An example of such an anthropological study has been carried out among the Cape Verdian community in Rotterdam (see Bruijnzeels, ed. 2004: 50).

4. Improving the quality of care


In this area, too, methodological problems have hampered the collection of data. Although treatments are nowadays supposed to be ‘evidence-based’, there is hardly any statistical evidence about the effectiveness, in terms of clinical outcomes, of the health care provided to migrants. However, other indicators of quality of care are available, such as the satisfaction of both clients and professionals with the treatment. This can either be studied quantitatively or qualitatively, by interviewing both parties or by observing interactions. Another indicator of quality is the number of contacts, which is often lower for migrant patients. This could of course reflect higher effectiveness of treatment – but when the reason for discontinuation is investigated, it usually turns out to be ‘drop-out’ (Bruijnzeels, ed. 2004: 49).



The biggest obstacle to effective diagnosis and treatment is often a language barrier. In many countries, schemes are in place to provide professional interpreters, or make interpretation facilities available by telephone. However, immigrants often face severe communication problems, which can prove to be problematic and even life threatening when it comes to pursuing health care. Some immigrants put off seeking health care entirely, through fear that they cannot communicate with health care professionals effectively, or embarrassment about their language abilities. Linguistic barriers serve to hinder immigrants from learning about their rights and recourses, not to mention explaining or understanding their own health needs. Misinterpretations, lack of linguistic equivalence for medical terms and conditions, and interpreters’ own biases contribute to complicate communication and diagnosis (Ku and Freilich 2001: ii). Furthermore, patients’ interpretations of what they hear are shaped by their ‘gender, authority, socio-economic status, family/community role, ethnicity, education, previous contact with industrialised society, folk beliefs, and familiarity with Western medicine’ (Carlsten 2003).

Given the dearth of bilingual health care and mental health professionals and interpretation services available throughout countries that have significant immigrant populations, many immigrants rely on alternative ways to communicate, by turning to family members or close friends that are bilingual. This can create embarrassment on behalf of the patient and the interpreter and may in fact be counterproductive because of inherent biases and power relations involved. Some research has been done on translation and its impact on the health care professional / patient relationship (see Canadian Council for Refugees and City of Toronto Public Health 1999; Carlsten 2003). NGOs and immigrant associations may prove to be very useful in assisting immigrant patients and health care professionals, by disseminating outreach information about health care and health issues in immigrants’ native languages and providing transport to medical facilities, in addition to interpretation services.

A problem from the side of the professional is often inadequate knowledge about the background and culture of the person being treated, or the specific nature of their problem. The need is widely recognised for systematic development of expertise to remedy this. Such expertise must consist of more than simply the dissemination of stereotypical notions about different migrant groups. ‘Intercultural competence’ involves skills in listening and understanding, as well as awareness of one’s own biases, prejudices and frame of reference.

In the last three decades, much work has been carried out (much of it pioneered in the USA, Canada and Australia) to develop ‘culturally sensitive’ or ‘culturally appropriate’ care (see Carrillo et al. 1999; Zust and Moline 2003). Health care workers need to be aware of cultural differences in the forms which problems may take, as well as the way they are manifested (‘idioms of distress’). Doctors sometimes complain, for example, of excessive ‘somatisation’ of complaints by migrants, when insight into cultural differences could suggest a different interpretation.

In a dialogue, both parties need to appreciate each other’s underlying assumptions, concepts and expectations. This issue is often formulated in terms of ‘matching’ or being ‘on the same wavelength’. The importance of ‘matching’ in health care is that the user usually has to cooperate actively with the treatment. If the treatment is experienced as irrelevant or inappropriate and does not make sense to the user, there is a high risk of ‘non-compliance’ (e.g. not taking medicine) and eventually of dropout. Kleinman’s (1981) notion of ‘explanatory models’ is widely used to explore the issue of inadequate ‘matching’ between users and service providers.

When there is a lack of mutual understanding between patient and professional, the following measures may be resorted to in order to ‘bridge the gap’:

· Attempts to modify the client (providing more information about the professional’s view of what is wrong and how it should be put right);

· Use of an intermediary (a member of the client’s own cultural group who can explain each party’s standpoint to the other, often called a ‘cultural consultant’);

· Ensuring a more diverse cultural background among professionals (personnel policy);

· Training of staff in intercultural communication, providing more time for consultations with migrant patients;

· Modifying treatment methods in order to meet the expectations and beliefs of the client (‘matching’);

· Using ‘traditional’ methods of help, e.g. referring the client to a traditional healer.

Other measures which are regarded as necessary to improving multicultural care include:

· Attention to this topic in the basic education and training of professionals. At present this takes place to an extremely limited extent;

· Registration and monitoring of ethnic and cultural differences. In some countries there has been progress in this area in recent years;

· Systematic policies on monitoring quality of care;

· Policies on user representation and the involvement of migrant groups;

· Facilitation of cooperation between different agencies and institutions.

An important role for IMISCOE could be to monitor developments in Europe concerned with improving health care for migrants and facilitating contacts between those involved in different countries.
5. Country Surveys

For the purposes of this State of the Art Report, brief surveys of the following countries have been carried out: The Netherlands (David Ingleby), Switzerland (Milena Chimienti), Greece (Panos Hatziprokopiou) and Portugal (Meghann Ormond and Cláudia de Freitas). These surveys describe briefly the background situation regarding migration (1), then go on to examine the three issues discussed above: (2) Migrants’ state of health; (3) Access to health care, both the legal framework of access and access in practice); (4) Quality of care. Finally, (5) conclusions are offered.
The Netherlands
1. Background

To arrive at a proper understanding of the ‘state of the art’ concerning migrant health in The Netherlands, it is necessary first to examine briefly the context. 

Firstly, concerning numbers of migrants: 9.6 per cent of the Dutch population in 2002 was foreign-born. Since the Second World War, immigration has mostly involved ex-colonials and labour migrants: at present the largest ethnic minorities are those originating from Turkey, Surinam, Morocco, the Antilles and Aruba. Since the 1970s, Dutch policy on admitting non-Western labour migrants has been restrictive, but during the 1990s the country was a major receiver of refugees. However, since 2000 there has been a sharp fall in immigration from this source. During the 1990s ‘sender’ countries became much more diverse and a major city today may harbour some 150 different nationalities. Estimates of the number of migrants living without documentation in the Netherlands are in the range 60-100,000. The recent tightening-up of asylum procedures, together with the threat of deportation hanging over the heads of 26,000 unsuccessful asylum seekers, will undoubtedly increase the size of this group.


Secondly, concerning social attitudes and government policy on diversity, The Netherlands has a significant – though somewhat idiosyncratic – tradition of tolerance, which can be traced back as far as the 16th century. This tradition was reinforced by the experience of German occupation in 1940-1945, which strengthened hostility to racism and ethnic persecution. The Dutch government formally adopted ‘multiculturalist’ policies during the early 1980s, though it is interesting for us to note that these policies scarcely made any reference to health issues.

However, as in other West European countries, opposition to cultural pluralism has been increasing. In The Netherlands this started in the early 1990s, though it did not become a major political theme until the end of that decade. ‘9/11’ and the assassination of Pim Fortuyn in 2002 contributed to a hardening of public attitudes and a renunciation of multiculturalism by the government. In November 2004, the murder of the controversial anti-Islamic writer and film-maker Theo van Gogh by a young Moroccan extremist fanned emotions to a new pitch of intensity. 


A third relevant feature of the Dutch context is the high level of health and social care provisions. In surveys, Dutch people rate health to be the most important concern in their lives. Health care is based on a mixed system, run partly by the state and partly by private organisations. The general practitioner plays a central role in Dutch health care since he or she is the point of referral and provides access to other parts of the health care system. The mental health care system has been strongly influenced by American models of ‘community care’. Care provisions in the Netherlands are characterised by a high degree of professionalisation. The counterpart of this is a much lower level of user involvement – in particular, from migrant groups – than in, for example, the UK.

As noted above, the issue of health received hardly any attention in the multicultural policies introduced from the beginning of the 1980s. However, a small but highly active group of concerned professionals has been calling attention to the problems of service provision for migrants and ethnic minorities since the late 1970s. This movement is particularly active in the field of mental health. Many initiatives have been sent up, mostly on a short-term, local, project basis. At the present time, the realisation that important problems exist in this area is fairly widespread, especially in the four major cities (the Randstad) where more than half of the young adult population consists of first- or second-generation immigrants. However, it is only recently that these problems have begun to receive structural attention in the form of education, research and policy changes.


In 1997, the Dutch Scientific Foundation (NWO) set up a working party on culture and health, and a programme to stimulate research and care innovations in this area was launched. In 2000, the Council for Public Health and Health Care (RvZ) published two highly critical reports (RvZ 2000a, 2000b) highlighting the health problems of migrants and ethnic minorities, as well as the problems of accessibility and quality in service provision. In response to these criticisms, the Minister of Health set up a Project Group to work out a strategy for ‘interculturalising’ health care. In these plans, emphasis was placed on mental health – the sector which had campaigned most vigorously for improvements. A four-year Action Plan for intercultural mental health was approved, to be supervised by the coordinating agency for mental health services (GGZ Nederland). At the same time an ‘intercultural mental health centre of expertise’ called MIKADO was set up, with financing guaranteed until 2007. Another important event was the publication by the central body for medical research (ZonMw) of a report summarising 163 projects which had been set up under the programme ‘Culture and Health’ (Van der Veen et al. 2003). In 2004 two major conferences took place: one on the Action Plan for Intercultural Mental Health (see GGZ Nederland 2004), and another on ‘Migrant Health in Europe’ (see Bruijnzeels, ed. 2004).

Few European countries can match this level of systematic attention to problems of migrant health, but there is currently a danger of these initiatives stagnating. The ‘Culture and Health’ programme and the Action Plan both ended in 2004, and the present government has distanced itself from the active policy on interculturalisation announced by the previous Minister of Health in 2000. Two reasons lay behind this decision:

· Interculturalisation conflicts with the government’s new approach to integration, in which the onus is placed on migrants to adapt to the host society and not vice versa;

· Central government involvement is incompatible with the reduced role that the current administration envisages for itself in health care, in which the responsibility for the quality and accessibility of care devolves on to service providers and individual consumers. 

2. Migrants’ state of health

As described in the Introduction to this chapter, numerous problems confound attempts to quantify the state of health of migrant groups. The most readily available statistics are those relating to the amount of care given, but these do not say anything about the underlying need.

This is particularly a problem in the area of mental health, where the consensus of opinion in The Netherlands suggests that migrants are often less inclined to seek and/or be referred for treatment. There are hardly any epidemiological studies relating to migrant mental health. Very little is also known about the health of older migrants, which is particularly worrying as this group is steadily increasing in size. Another problem is that most available data concerns the four major groups of ‘old’ migrants (Turkish, Surinamese, Moroccan and Antillean or Aruban), with little attention for more recent migrants from very diverse origins.

What is known about the prevalence of illness among migrants and ethnic minorities suggests in general a negative picture, but there are some exceptions to this pattern:

· When asked about their level of happiness and contentment, migrants score lower than native Dutch. This is particularly true for non-Western immigrants of the first generation (CBS 2004). 

· When asked about their experienced state of health, 79 per cent of the native Dutch population describe this as ‘good’ or ‘very good’, compared to 71 per cent for first-generation Western immigrants and only 63 per cent for first-generation non-Western immigrants (CBS 2004). However, the cross-cultural validity of such self-report measures is unknown (Bruijnzeels, ed. 2004: 89).

· Rates of perinatal mortality are higher among migrant groups, especially those from non-Western countries, in whom the risk is 30 per cent higher. In the latter group, the risk of a stillbirth is 40 per cent higher (CBS 2004). Among people of Turkish and Moroccan descent, risks are also increased in the second generation, whereas the second generation of Surinamese migrants shows no increased risk relative to the Dutch population (Bruijnzeels, ed. 2004: 13). 
· The life expectancy of older Moroccan-born men is 3.5 years longer than for Dutch natives, while that of Turkish and Surinamese-born men is 1.5 years shorter. The explanation for these differences is not clear (RIVM 2002). Up to the age of 40, Moroccan men are more likely to be affected by infections and accidents (Van der Veen et al. 2003). Total rates of avoidable mortality are higher among migrants, especially those of Surinamese and Antillean origin (Bruijnzeels, ed. 2004: 16).

· Findings concerning healthy behaviour are complex. The eating habits of migrant groups are healthier, they smoke less, and they are less prone to excessive alcohol consumption. However, they are more likely to use hard and soft drugs and have unsafe sex, and less likely to exercise and take part in sport. There are, however, big differences between ethnic groups: Turkish men under 35 have particularly unhealthy life-styles, Moroccan women particularly healthy ones (RIVM 2002). Moreover, data concerning healthy behaviour should be treated with caution, because studies have indicated that the pattern which emerges for migrants depends on the research methods used (Bruijnzeels, ed. 2004: 11, 47)

· Diabetes mellitus is found more often among migrants (ibid.: 68) and this is especially true in deprived urban areas (ibid.: 20).

· Population studies of mental health and psychosocial problems among migrants are extremely scarce. One study (ibid.: 31) shows no general pattern of increased incidence, though other studies have shown higher levels of behavioural and emotional problems among certain ethnic minority youth groups. (Once again, caution is necessary here concerning the cross-cultural validity of the instruments used, which are usually Western.) Within these groups, a relation is found between psychosocial problems and family stresses, boredom, and experienced discrimination or harassment (ibid.: 32).

· Higher rates of schizophrenia are diagnosed among migrants in psychiatric treatment, but it is not known whether this corresponds to higher rates in the population. One theory suggests that it reflects biased diagnoses. Other theories suggest that the particular social stresses experienced by migrants lead to a higher incidence of psychosis (ibid.: 95).

· Migrants are more likely to be overweight and to have high blood pressure, though less likely to have high cholesterol levels (RIVM 2002). However, inadequate or inconsistent registration of data hampers research on this area. One study (Bruijnzeels, ed. 2004: 66) found that Creole and Hindu men and women of Surinamese origin had higher systolic and diastolic blood pressure than Dutch natives. 

· Refugees and asylum seekers tend to show elevated rates of post-traumatic stress disorders, depression and anxiety. There are few systematic data on physical disorders, but the results of a new epidemiological study will be published in December 2004.

3. Access to health care

Legal framework 

Medical insurance is both a right and an obligation for all persons legally residing in The Netherlands. About one-third of the population is insured with private companies, the rest being covered by compulsory state insurance schemes. Legally speaking, then, there are no differences in the right to access health care. These rights also extend to asylum seekers.


However, undocumented migrants have no medical insurance and are only entitled to ‘medically necessary’ care, defined as life-threatening situations or ones involving the risk of permanent injury, as well as care during pregnancy and childbirth. Undocumented children may not be refused medical care, though the law does not specify what level of care must be provided. Illegal residents are also not excluded from preventive care, including vaccinations. Some doctors and health care organisations provide free services to undocumented residents which go beyond these legal restrictions, and a national network of care providers (www.lampion.info) gives specialist advice to those helping this group.

Access in practice

Twenty-five years ago, the question of access was seen in The Netherlands as the most important problem in migrant health care, though today it takes second place to the question of quality of care. At that time, many migrants simply did not know which services were available and how to access them. Efforts were made to disseminate this information within migrant communities and to make available folders in languages other than Dutch. These efforts seem to have borne fruit, because in many sectors help-seeking behaviour has increased in the last twenty years. 

· Attendance at well-baby clinics is at the same high level (around 95 per cent) for both native Dutch and immigrants (Van der Veen et al. 2003).

· Consultations with the GP are more frequent among migrant groups, although specialist services are used less often. This corresponds to the pattern found among low SES groups when their medical condition is controlled for (RIVM 2002). Visits to the GP are especially frequent among the Turkish community, often for colds, ‘flu and headache, and the GP is more inclined to send such patients away with a prescription.

However, other evidence on hospital admissions questions these findings about the relative under-use of specialist care by migrant groups. After adjusting for age and sex, patients of Moroccan, Turkish or Surinamese origin are more likely to be admitted to hospital. Turkish and Moroccan patients are also more likely to receive out-patient care, especially if they are female and of the first generation (Bruijnzeels, ed. 2004: 7).

Some findings indicate possible problems of access:

· Migrant women make less use of perinatal aftercare services (Nivel 2004). They receive more care from their own network, but they know little about the services, have low expectations of them, and are concerned about language barriers.

· Older migrants make less use of care services for the elderly (NIVEL 2004). Here, the same factors probably play a role.

· Youth services often fail to reach the very groups that need them most (Bellaart 1997). In particular, Moroccan youth are under-represented in the ‘lighter’ forms of care (counselling, family guidance) but over-represented in ‘heavy’ measures such as probation or detention. Obstacles to seeking help may be formed by parents’ anxieties about losing custody of the child or by low expectations of the youth services’ ability to help.

· Although migrants (especially those of Turkish, Moroccan or Surinamese origin) are more likely than native Dutch patients to be prescribed medication by the GP, the self-reported consumption of medication among these groups is actually lower (Bruijnzeels, ed. 2004: 10). A possible explanation is in terms of lower compliance, i.e. that migrants are less likely to take their medicine. In another survey, migrants complained that they are stereotyped as patients who ‘only want pills’ (NIVEL 2004), which would fit in with this interpretation.

· Home care and preventive care services are less often used by migrants (NIVEL 2004). However, vaccinations are sought equally often (Van der Veen et al. 2003).

· In mental health care, Surinamese, Antillean and Aruban patients are more likely to end up in intramural care. This may be related to a higher rate of diagnosis of psychotic disorders in this group, but it may reflect stereotypes concerning the most appropriate form of treatment (e.g. ‘psychotherapy is a waste of time’) (RvZ 2000a).

· Concern has frequently been expressed about the access of asylum seekers and refugees to health care. During the 1990s, primary health care was provided in asylum seeker centres, and there were some complaints that the symptoms of patients were not taken seriously. From 2000, the care for asylum seekers was integrated into the regular health care system, but the fact that they were dispersed throughout The Netherlands often meant that they were treated by professionals totally unaccustomed to dealing with migrant patients.

A recurrent point of concern is that many migrants are still not well informed about the different kinds of care available, the situations in which they can be of help, and the way to access them. They are thus often perceived by professionals as making inappropriate, incoherent or ill-formulated requests. Viewed from the perspective of the migrant user, the professional often fails to understand the nature of the problem, does not take the patient seriously, and proposes solutions which are inappropriate or irrelevant. Such problems affect both access and quality of care.

The main conclusions in this field seem to be firstly, that the ease of access to different kinds of care varies considerably between ethnic groups, and within these groups between young and old, male and female, first and second generation etc. In other words, a global comparison between migrants and the rest of the community is of little heuristic value. The second conclusion is that knowledge is actually very scant. Areas such as mental health are seriously under-researched, and very little is known (for example) about older migrants. The volume of research on migrant health in the Netherlands may seem impressive, but this should not blind us to the fact that there is still little systematic insight into the problems.

4. Quality of care

In the Introduction to this chapter we have described a series of measures which may be applied to improve the quality of multicultural health care. All of these measures have been experimented with and elaborated in The Netherlands during the past 20 years. However, studies on service provision show that the extent to which these measures have systematically been put into practice in is still very limited. More measures tend to be taken in the major cities, but in spite of much high-quality research and many publications, conferences and workshops, the necessary structural changes are taking place only very slowly. Involvement of migrant groups, for example, is found only to a very limited degree in The Netherlands (Bruijnzeels, ed. 2004: 27).

5. Conclusions

In the past two decades, there have been many concrete achievements in The Netherlands concerning the health of migrants, but much work remains to be done and the policy of the present government does not bode well for the future.

Switzerland
1. Introduction

During the 20th century, Switzerland became a major country of immigration, with one of the highest foreign-born population rates (around 20 per cent). However, both the Swiss population and the government did not acknowledge this fact and migration was perceived as a temporary economic-based phenomenon. From this perspective, the Swiss authorities did not work at integrating its immigrants until the 1990s. As a consequence, immigrants’ specificities regarding their health needs were not considered either by the state’s intervention services (e.g. hospitals) or by research examining the differences between immigrants and the autochthonous population, as in other countries, only according to the social class (Townsend and Davidson 1982).


In the field of health, such attitudes towards diversity made it so that immigrants were seen as a potential vector of illness, promoting, for example, systematic screenings at the border. However, immigrants’ health problems had less to do with infections and more to do with difficult work conditions in the host country. During this period, health providers began to consider a medical approach geared towards immigrant workers that would include ‘exotic’ psychic illnesses of Southern European immigrants (Risso and Böker 1964) and typical somatic problems they experienced due to hard labour conditions. 


Only with the multicultural movement of the 1980s did a demand occur in Switzerland for recognition of ethnic specificities and communitarian skills as pertains to immigrants' own resolution of the problems. Consequently NGOs created services in order to answer to the specific needs of immigrants, especially those of refugees, as it was thought they were in greater need of specific psychosocial and psychiatric assistance (Miserez 1988). As a result, the disparities between state of health and health behaviours were explained more in terms of ethnicity than socio-economic situations (Nazroo 2001). 



Since the 1990s, specialised services taking into consideration immigrants’ needs began to be integrated in national medical institutions and less delegated to the realm of NGOs. In 2001 the Swiss Confederation financed a Delphi study in order to identify the priority actions. The ‘Migration and Public Health Strategy 2002-2006’ is the result of a broadly based expert investigation (Chimienti et al. 2001) and extended consultation process. It was developed by the Swiss Federal Office of Public Health (SFOPH), in cooperation with the Federal Office for Refugees, the Federal Office of Immigration, Integration and Emigration and the Federal Commission for Foreigners, and was approved by the Federal Council in July 2002. Migration entered not only the political agenda but also the research agenda in the 1990s, receiving funding from the administration and the Swiss National Science Foundation (SNF). Many of the projects dealt with health issues. Their results were summarised and discussed by Weiss (2002) and the interventions in the field of health and migration realised by the state, were evaluated by Efionayi-Mäder et al. (2001). A national research programme, ‘PNR 39: ‘Migration and Intercultural Relations’’ containing three studies on health issues, was also carried out during this period (see Wicker et al. 2003). 

2. Migrants’ state of health

In spite of its recent expansion, the amount of scientific literature on migration and health remains limited in Switzerland, especially regarding quantitative data (mostly from non-representative surveys). Because of this lack of scientific knowledge, the causal link between migration and health is difficult to understand. On the one hand, much research has shown that immigrants are, on average, healthier than the population of the host country and of the country of origin because of the selection of healthier people for migration (healthy migrant effect – see Wanner et al. 2000). On the other hand, comparison between immigrants and the Swiss population has shown that the former have a worse state of health (Bischoff et al. 1997). These differences are especially rooted in a higher prevalence of infectious disease among immigrant groups, particularly those with an asylum background. 

Different studies have noted a higher prevalence of tuberculosis among asylum seekers and refugee groups (Zelwegger et al. 1993; Loutan et al. 1994; Bischoff et al. 1997). Although the prevalence of HIV-infected immigrants is similar to autochthonous rates overall, some important differences exist between countries of origin. There is a higher prevalence among those hailing from African countries, mostly of asylum background, than others (Wanner et al. 2000; Zuppinger et al. 2000). Other infectious diseases, such as hepatitis B, malaria and intestinal parasites are more often diagnosed in asylum seekers from Asia and Africa (Loutan et al. 1994).

A number of studies concerning infectious diseases have highlighted significant differences. Diabetes, inflammatory and allergy problems (Loutan et al. 1994) and stomach cancer (Wanner et al. 2000) are diseases diagnosed more often among immigrant than among autochthonous groups. Causes of these diseases are often linked to risky health-related behaviors, such as unhealthy nutritional habits, tobacco and alcohol consumption as well as lack of exercise (Wanner et al. 1996).

Although mortality is a common indicator in the monitoring of populations’ state of health, few studies have used this indicator in order to compare immigrants’ and autochthones’ state of health. The scarce research about this topic is based on statistical causes of death and national census data. That which has been done has observed that Southern European immigrants are characterised by lower mortality rates in terms of cardio-vascular problems and lung and colon cancers and higher morality rates in terms of stomach cancer (Wanner et al. 2000; Wanner 2001). However, the authors stress that mortality is not a good indicator as most diseases diagnosed among immigrant groups are not lethal. Furthermore, immigrants who suffer from a fatal disease generally tend to return to their country of origin (return bias). 

The results of infant mortality are clearer and contain less bias. Ackerman-Liebrich (1990; 1998) and Lehman et al. (1990) showed that immigrant women, when compared to their autochthonous counterparts, encounter a higher risk of premature birth, which is often caused by heavy working conditions and a lack of follow-up during the pregnancy. Infant mortality is also higher among foreign women, especially those from the former Yugoslavia and Turkey that arrived recently in Switzerland (Wanner, 1996). 

The results of the last two Swiss health surveys (Vranjes et al. 1996; Abelin 2001) showed that immigrants’
 (Italians’) subjective well being is worse than the subjective well being of autochthones and that they often encounter an episode of illness. However, Testa et al. (2003), analysing the data of the psychiatric consultations in a Tessin hospital in the framework of the PNR 39, found that the percentage of asylum seekers consulting ambulatory psychiatric services is 40 per cent higher than that of Italians. Other studies found similar rates of psychiatric consultations for asylum seekers in other regions (Wicker et al. 1999). This means that asylum seekers have not only replaced labour immigrants in the labour market but also that they have re-produced the same psychological disturbances (Wicker 2003). 

Most of the studies on immigrants’ mental health are focused on asylum seekers. The authors assume that, because of difficulties experienced in the country of origin and during migration, people with an asylum background encounter more psychological disturbances. An empirical survey showed that 25 per cent of the refugees living in Switzerland have been tortured (Wicker, 1993), while another described the mental consequences particularly problematic for them (Wicker, 1993; Moser et al. 2001).

Other studies deal with the difficulty of screening psychological disturbances. The study of Gilgen et al. (2003) in the framework of the PNR 39 with a sample of 146 patients (with 36 were refugees from Bosnia, 62 immigrant workers from Turkey and 48 Swiss ‘intern migrants’) found that 41 per cent did not mention their most important problem spontaneously. They declared a somatic trouble first, while they in fact suffered from psychological disturbances. 

The difficulty in rapidly screening for mental disturbances is problematic as an important number of refugees who have experienced traumatic events suffer from psychological disorders (Subilia, 1995; Wicker, 1993). The long term consequences and the lack of immediate treatment of these disturbances are still unknown because of the lack of cohort studies. 

Although many studies agree that immigrants are often involved in low-skilled work that entails health risks, little research has analysed the occupational accidents of immigrants as compared to autochthones. Egger et al. (1990) showed that this rate is significantly higher among immigrant than autochthonous groups. Using the results of several European studies, Bollini and Siem (1995) concluded that the duration of stay leads to health degradation among some immigrant groups because of their poor living and working conditions, which they termed the ‘exhausted migrant effect’.

Most of the research concludes that better integration and access to health information and care could decrease the health differences between migrants and autochthones, as briefly discussed in the section below. 

3. Access to health care

Legal framework
Since 1996, all residents in Switzerland have had the right to access to health insurance and are also obliged to obtain their own insurance coverage. However, in practice, researchers estimate that between 70,000 and 180,000 people living in Switzerland have neither social insurance nor health insurance (the ‘undocumented people’ – see Achermann and Efionayi-Mäder 2003). 

Other studies focusing on other categories of immigrants showed that, even for documented migrants, the modalities of health care are different. For example, as there is a system of gate keeping for asylum seekers, they do not get the same general medical assistance as the autochthonous population receives (Blöchliger et al. 1994; Toscani et al. 2000). This access also differs according to the region of residence, as illustrated by Efionayi-Mäder’s 1999 study comparing social assistance for immigrants in different parts of Switzerland, which revealed great disparities. 

Access in practice
In practice, health care access depends on many other factors: legal permit to stay, information and knowledge about health care services, trustful relationships between health care providers and recipients, recipients’ economic situations, beliefs and health knowledge. 

A recent research (ICMH, forthcoming) showed that 86 per cent undocumented migrants (from 235 interviewed) do not know where to go in case of a health problem and 74 per cent are afraid that health providers might inform the police about their undocumented patients.

Much Swiss research has already demonstrated the impact of economic level on integration and the economic disparities between immigrants and the autochthonous population (Wimmer and Piguet, 1998; Kamm et al. 2003). However, the exact role of socio-economic factors on health access and on health-related behaviors (e.g. preventive and risk-related practices) is still insufficiently explored in Swiss literature, though there is much information on this issue for the autochthonous population in Switzerland and for immigrant populations in other host countries (Nazroo 2001). 

There are a few examples, however. Wanner et al. (1996) analysed census data regarding food, tobacco and alcohol consumption and preventive attitudes towards health (preventive consultations). Domenig et al. (2000), in the framework of a qualitative study about Italian immigrant drug addicts and their family members, conclude that immigrant drug addicts are doubly stigmatised. Consequently, immigrants encounter taboos prohibiting them from talking about their or their family members’ addiction, leading to immigrants’ under-representation in specialised services and to many seeking to treat their problems within the family milieu. 

4. Quality of care

Although access to health care is still problematic for the reasons mentioned above and especially so for certain categories of migrants (e.g. undocumented migrants), the question of quality of care has become a priority with the right and obligation to all residents to be insured since at least 1996. Whereas access to health care is less problematic, many barriers compromise the quality of care. Some of these problems have been analysed both by ‘isolated’ qualitative and quantitative research, thought none of them have been able to properly evaluate the effectiveness of health care.
Concerning the interaction between medical doctors and patients, Salis Gross et al. (1997) identified the major difficulties of this relationship and some stereotypes on behalf of both. Stuker (1998) demonstrated that communication difficulties reduce the time of anamnesis. Gilgen (2003) concluded that migration history and integration levels fundamentally influence the ‘experience’ of disease. 

Most of the current studies about the topic of migrant health concern communication difficulties and the question of translation in the field of health. Bischoff (2001), in several empirical studies, describes language barriers between immigrant patients and health providers and their effects on care. Weiss and Stuker (1998) explored the current use of interpreters in the field of health. Singy et al. (2003), in the framework of PNR 39 research, revealed that the demand for interpreters by health providers increased by the end of project. The research also demonstrated that the use of interpreters depends not only on health providers and patients, but also on the institutions. Dahinden and Chimienti (2003) analysed what would be the positive and negative effects, in terms of integration, of using interpreters. Beyond language barriers, Domenig et al. (2001) studied the construction of ‘transcultural’ skills in health institutions.

Turning now to analyse the concrete interventions which have been undertaken, we see that some regional NGOs, such as the association Appartenances 
 (co-founded by Dr. J-C Metraux in 1993), have worked for many years to enhance the quality of care, fighting against communication barriers by training interpreters and offering an interpreter service to organisations working with migrants, providing psychotherapeutic consultations, creating a meeting and exchange centre for immigrant men and women and courses to promote ‘transcultural’ skills, etc. 
At the national level, the longer-term objective of the ‘Migration and Public Health Strategy 2002– 2006’ is the creation of a healthcare system that addresses the needs of a society and a clientele that have changed as a result of migration. In order to improve access to the healthcare system and to provide specific services, measures are to be implemented in five defined fields of intervention (listed below in order of priority). The Strategy is to be implemented in cooperation with federal agencies and organisations affected by this issue. At the federal level, an inter-institutional accompanying group is to coordinate and support the various plans (Spang 2004).

Education (basic education, advanced training and continuing education)

·    Promotion of practice-oriented, qualitatively standardised training programmes for officially recognised certification of professional interpreters 

· Promotion of basic, advanced and continuing education to develop migration-specific expertise for healthcare professions

Public information, prevention and health promotion 

· Infectious diseases: HIV/AIDS prevention among Sub-Saharan migrants 

· Sexuality, pregnancy, birth and neonatal care: National coordination centre for reproductive health

· Occupational safety / Workplace health promotion: Participation in the national forum for workplace health promotion 

· Substance abuse: Migration-specific outpatient substance abuse project; national feasibility study of the ‘Migration and dependency’ pilot project

· Health promotion: Support for projects to promote the health of the migrant population; analysis of migrant network resources with regard to the ‘Migration and Public Health’ Strategy

· Health care system: Health information materials for the migrant population; distribution and updating of the ‘Health Guide Switzerland’

Health care provision 
· Removing barriers to access: Migrant-Friendly Hospital (MFH)

· Coordination services: ‘Integration and Health’ Service (East Switzerland)

· Use of interpreters and cultural mediators: In collaboration with the FCF: definition of requirements to agencies for interpreters and cultural mediators

Therapy for traumatised asylum seekers 
· Promotion of specialised and decentralised facilities for traumatised persons with longer-term stays in Switzerland: For the period 2003 – 2005 there are concrete plans for an outpatients unit in Zurich, offering similar therapies to the outpatients unit in Bern. Similar contacts in Western Switzerland will be used to achieve further decentralisation 

· Basic care and treatment facilities for traumatised persons with unclear stay perspectives: On the basis of initial results, the decentralisation of facilities for the period 2003 – 2005 is being sped up 

· Besides the Federal Government, the Cantons, health insurance schemes and specialised organisations will participate in the implementation of measures

Research (basic research, evaluation and monitoring)

· A recent study sought to respond by identifying the priority areas and related issues of basic problem-oriented research needing to be addressed in Switzerland (Maggi 2004) 

· From 2004 to the end of 2005, various studies have been financed by the migration service of the Swiss Office of Public Health: firstly, a monitoring of immigrants’ health (including asylum seekers who are absent from the Swiss health surveys); secondly, some ten studies aimed at studying categories of immigrants about which little is known (e.g. asylum seekers and undocumented migrants) and unexplored topics (e.g. health-related behaviours, perception of risk and migrants’ strategies of health)
 

5. Conclusion

From this overview of the Swiss literature on migration and health, we can see that in spite of its recent expansion, the amount of scientific literature on migration and health remains limited to non-representative surveys. Thus, many questions are still unanswered. Regarding the field of intervention, the Federal Council finances the implementation of the strategy until 2006 and it is currently evaluated. Following this period, the projects’ continuation will mostly depend on the Cantons (regional entity). 

Greece
1. Background

As in the rest of Southern Europe, the Greek experience of immigration is a very recent phenomenon. Immigration peaked in the early 1990s, with extensive clandestine arrivals, mainly from neighbouring Albania. The vast majority of immigrants in Greece remained undocumented until the first amnesty of 1997-98 and succeeding regularisation programmes in the 2000s. The 2001 Census recorded nearly 800,000 foreign nationals living in Greece, comprising 7.3 per cent of the total population: more than half are from Albania and another 16.2 per cent are from Central and Eastern Europe and the former USSR. Estimations take this figure up to one million, counting also recent arrivals and ethnic Greek migrants (who are subject to different legal status). The majority of migrants work in construction, agriculture, manufacturing and various low or semi-skilled services (in tourism, catering, domestic service, care taking, etc.). Partly because of the exclusionary legal framework and partly due to the structural characteristics of the Greek labour market, the big bulk of migrant labour has been absorbed by the underground economy and informal employment remains widespread for large shares of migrant workers even after legal status is achieved. By mid-2003, about 580,000 immigrants were legalised (Fakiolas 2003).

2. Migrants’ state of health

The state of the art regarding health issues of migrants in Greece remains poor and under-researched, reflecting the novelty of the phenomenon and the recent development of academic literature on the field. An early report of the World Health Organisation stated only conventional assumptions about the specific disease patterns and health needs of immigrants, resulting from environmental, behavioural and genetic factors, but also from their poor living conditions and marginalisation (WHO, 1998). 

More recently, the Doctors Without Frontiers of Greece reported that four per cent of the 6,297 cases of migrants seeking medical treatment from their Athens-based open medical centre between May 1997 and May 1999 was for psychological or psychiatric support. The principal groups among them were immigrants from Georgia (37%), followed by Russians and Albanians, and the major diagnoses were somatic disorders (45%), stress (29%), mood disorders (14%), schizophrenia (7%) and alcoholism (2%). As only 8% of the cases had a history of psychological disorders (schizophrenia) before emigrating, the study concluded that ‘uprooting’, difficult conditions in the host country, racism and the dissolution of dreams are the main causes.

Another issue is that conditions of mobility and socio-economic disadvantage are not only factors of high health risk, but may also result in post-operation disorders. Tatsioni et al. (2001) studied biopsies of surgical material from appendectomies performed during 1994-99 in six hospitals in the Greek region of Epirus, near the Albanian border. It was found that Albanian immigrants in Greece are at high risk for negative appendectomies, and this is explained on the basis of ‘socio-economic, cultural and language parameters underlying health care inequalities’ and of the high mobility of the subject population.

Another risk factor is related to the types and conditions of work: the daily press often reports on ‘occupational accidents’ of migrants at work. According to data from the ‘Labour Watch Service’ of the Ministry of Employment, the number of immigrants dying in occupational accidents in construction and manufacturing rose from 20 in 2000 to 39 in 2001 and to 40 to 2002, due to the nature of the jobs performed, the limited safety measures undertaken by employers and the low skills migrant workers generally have (Eleftherotypia, 18.01.04)

Finally, Emke-Poulopoulos (2001) refers to the consequences of trafficking for sexual exploitation and their implications for both physical and mental health, including psychological trauma, the risk of early pregnancy and its dangers, HIV/AIDS and other sexually transmitted diseases (e.g. trihomoniasis, chlamydia, gonorrhoea, syphilis).
3. Access to health care

Legal framework
Although (documented) immigrants have been entitled to equal access to health care as Greek citizens, the issue of migrants’ health only entered the policy agenda in the 2000s. The recent Immigration Bill (Law 2910/2001) has granted officially equal rights regarding National Insurance and social protection for foreign nationals legally resident in Greece, as they apply to Greek citizens. However, it was only in 2002 that the government launched for the first time a set of measures aiming specifically at integration: the ‘Action Plan for the Social Integration of Immigrants 2002-2005’ includes provisions on the health care of immigrants.
Formal access to the free services of the National Health System (NHS) has been dependent on registered employment and regular status, which was not the case for the majority of Greece’s immigrants throughout the 1990s. In July 2000, the Ministry of Health and Welfare issued a Circular on the ‘medical treatment and hospital admission’ of nationals of countries outside the EU and the EEA. Accordingly, regular immigrants may have access to the national health system as long as they possess a health book issued by the Insurance Fund they are registered with. In any other case only emergency cases are accepted, and the same applies to undocumented ‘aliens’. The only exception is for foreign patients with HIV or other infectious diseases, who can benefit from free medical care and hospital admission, provided that the appropriate treatment is not available in their country of origin; they are also entitled to temporary stay and work permits (Law 2955/2001). Ethnic Greek migrants, on the other hand, can also benefit from the public health services if they are able to present the necessary documents, which include, for those not insured, a health book for low-income people eligible for a special welfare programme. In either case, the member of the household who is insured or benefits from special welfare programmes covers dependent family earners.

Access in practice

In the absence of regularisation measures until 1998, exclusion from formal access to the National Health System was a de facto situation resulting directly from the migrants’ legal status. Legalisation is a recent development for the majority and, even so, the share of those without insurance is high enough, at about 40-50 per cent, as recent empirical studies reveal (Labrianidis and Lyberaki 2001; Hatziprokopiou 2004b). Lack of insurance means that migrants themselves have to pay in full for medical treatment, which is clearly too costly for most. Current trends, however, reveal a gradual improvement in the position of immigrants, as increasingly more acquire legal status and find regular employment, thus securing legal access to the National Health System: by the early 2000, nearly 213,000 immigrants were registered with the three main Greek Social Security Funds (Eleftherotypia, 03.03.02), thus guarantying access to health services for themselves and their families.

Nevertheless, during the period previous to the regularisation campaign, there was space for access to basic welfare services. Despite the lack of relevant provisions, many migrants have been able to benefit from certain public services, due to specific legal provisions but mostly due to gaps in the practical implementation of the policy framework and, to an extent, of informal practices and of the positive role of social networks. There are many examples of unofficial help from both doctors and administrative staff at public hospitals or even in the private sector (Hatziprokopiou 2004a).
Various additional strategies have been observed. Some found out about, applied and have been eligible for special welfare programmes (Pronoia) offering access to health services and other benefits to low-income people. Obviously, this is not a viable choice, as it does not apply to everyone (only immigrants of ethnic Greek origin are eligible). A rather common practice among undocumented migrants for accessing public hospitals was the use of emergency services: recent unpublished research shows that the share of foreign patients using the emergency services in a major Thessaloniki hospital was as a high as 58.8 per cent among those insured and reached 88 per cent among those without insurance (Hatziprokopiou 2004a). This strategy was so widespread that the 2000 Circular provided for special (border) police units to patrol public hospitals, after medical and administrative staff objected to informing the authorities about undocumented patients. 

There are no signs of systematic discrimination or exclusion, and cases of maltreatment by doctors or hospital staff should be considered as rather rare and isolated events. Such events do exist, however. Research by Psimmenos and Kasimati (2003) points to the problems of extending health services to newcomers at a period of welfare transition, with persistent national identity considerations by health care officers and practitioners who see immigrants as a ‘threat’ to the existing structures. More important as barriers to access, however, appear to be bureaucracy, overcrowding, inadequate infrastructure and other chronic problems of the Greek health system, which affect negatively the quality of the services provided (Hatziprokopiou 2004a). Finally, a lack of relevant information or of access to information, due to language difficulties, for example, limits immigrants’ knowledge of procedures and excludes them from the use of certain benefits and rights to which they might be entitled. Communication barriers seem to be important, not only regarding access to health as such, but mostly in respect to information, negotiation and communication with health care administrators and providers (IAPAD 2002).

4. Quality of care

At the level of practice and health care delivery, an important step has been the foundation of a Special Desk for Moving Populations and Travel Medicine, part of the Centre for Control of Special Infections (KEEL), responsible for planning actions for migrants. Other initiatives show the way forward. The Aeginion Psychiatric Hospital of Athens runs a special intercultural health unit for migrants twice a week. The programme ‘Psyhadelfia’, dealing with mental health problems and drug abuse, also addresses migrants. Several NHS units and local authorities’ social services offer consultancy on health issues. However, most of the services geared towards migrants are also the same as those that apply to Greek citizens (IAPAD 2002). There is a need for coordinated measures to combat bureaucracy, to diffuse cultural sensitivity among practitioners, to train informed and language-competent staff, and to ensure the availability and accessibility of information on health issues, etc. 

The charity and volunteer sectors have offered an alternative path to migrants in need of medical treatment. Well-established branches of international NGOs such as Doctors Without Frontiers, Doctors of the World, ACT UP, the Red Cross and others are active in providing health care services, as well as counselling and information on health issues and psychological support. The three former NGOs run health units in the main cities aimed at providing free medical treatment to low-income people, including immigrants and refugees irrespective of their legal status. However, the vast majority of immigrants are not necessarily aware (linguistic barriers are crucial in this respect) and the capacities and infrastructures of such initiatives are not able to address large numbers of potential recipients of their services. Therefore, alternatives to the NHS should be further encouraged and supported, yet cannot solve problems alone.
5. Conclusions

Informality has been the basic characteristic of recent immigration to Greece, regarding migrants’ legal status and employment, but also their own integration strategies; similarly, informality appears to be the main feature of migrants’ pathways of access to the NHS. Although the number of undocumented immigrants has been considerably reduced, the share of those working informally – and thus lacking insurance – remains high. Hence, any policy addressing issues of migrant health and access to care would not alone be enough; there is a need for a coherent set of policies to address a series of conflicting issues, including labour market regulation. 

In the field of research, there is a need for targeted investigation, both medical and social, to cover the gap on migrants’ health in Greece. Recent initiatives are expected to contribute to the knowledge on the neglected topic of migration and health in Greece (IAPAD 2003; Laubacher- Kubat 2003). 

Portugal

1. Introduction

Immigrants currently comprise five per cent of Portugal’s population (500,000) and the number of undocumented migrants is estimated at between 50,000 and 100,000. Portugal’s position as a recent country of immigration has meant that immigration policy is still in its early stages of development. This is reflected in a lack of awareness of and interest in migrants’ state of health, health care needs and actual use and degree of satisfaction with health care services. Little data exists that can shed light on these issues. Indeed, the dominant discourse among those in the health care field is generally limited to migrants’ legal access to health care. However, some of the available studies show that migrant users experience various barriers to adequate health care within the public health system. The following seeks to provide an account of the state of the art of migrants’ health in Portugal to the extent to which current existing data allows.

2. Migrants’ state of health

There is a considerable lack of research and epidemiological data regarding migrants’ state of health and the analysis of this matter remains incomplete. However, it appears that the first efforts on studying this subject are now being set in motion. A report by Fonseca et al. (forthcoming) shows that, according to health care providers, immigrants tend to generally experience health problems and care needs similar to those of the autochthonous population at the time of arrival. Nevertheless, some health problems and risk behaviours appear to affect immigrants to a higher degree. Among these are poor nutrition, at-risk pregnancies, depression, alcohol abuse, domestic violence, risky sexual behaviour, work-related accidents, intra-community violence, etc. 

Nutritional problems are particularly present among immigrants who live in poor urban areas, and they affect children the most. Hunger is commonplace in these areas. Charity organisations and schools’ meal programmes are used to provide immediate, short-term responses to what is typically a chronic problem. Immigrants of African origin are one of the most affected groups, and the incidence of diabetes among their children is on the rise.

An increase in birth rates can be observed among first-generation Eastern Europeans, Asians and Brazilians as a result of family reunification and intermarriage. Immigrant women are exposed to greater pregnancy-related risks because they appear to request and receive less health care during and after pregnancy.

Depression and other psychological problems appear to affect a substantial number of immigrants during their first years of residence in Portugal, regardless of their gender or origin. Comorbidity of depression with alcohol abuse has been identified among Eastern Europeans throughout the country and often leads to unemployment, homelessness and fear of returning to the country of origin. Asylum seekers and refugees are also reported to experience severe mental distress.

Domestic abuse has been observed among immigrants of all origins, often linked to alcohol abuse. According to health care professionals, abused women tend to remain with their abusive spouses/partners due to legal and economic dependency. Some of these women attempt to commit suicide. 

Portugal has the highest rate of HIV/AIDS in the EU, with 10 per cent of those infected being immigrants (84 per cent of African origin) (Faria and Ferreira 2002). Although the primary manner of transmission is via intravenous drug use, existing prevention programmes focus more on the sexual transmission of the disease. There are a few local programmes in Northern and Southern Portugal – areas in which many prostitutes are immigrant women - that target sex workers. Vans with doctors, nurses, psychologists and social workers move throughout areas most connected with prostitution, offering psychological support and anonymous HIV and STD testing. The SNS provides free STD testing and health care to all patients regardless of their legal status.
3. Access to health care

Legal framework
Legislation providing for migrants’ access to health care started to emerge shortly after the beginning of the heavy migratory influx to the country at the very end of the 1990s. Policy-makers have not recognised any need for nationwide multicultural care programmes like those existing elsewhere in the EU. Only since 2001 has Portuguese legislation guaranteed that ‘All immigrants who are in Portugal and who feel ill or need any kind of health care have the right to be attended in a National Health Service (SNS) Health Centre or Hospital (for emergency cases) without these services being able to refuse to treat them on the basis of any reason connected with nationality, lack of economic means, lack of status or any other’ (ACIME 2002: 3). Refusal to provide health care to anyone in both public and private establishments is punishable by law under anti-discrimination legislation.

An immigrant with legal status must submit proof of his/her legal status to the health centre in the area in which he/she resides to receive the required SNS Card that allows a user to gain access to the SNS and to a family doctor. Undocumented migrants do not have the right to the SNS card but to temporary SNS registration. To receive the temporary SNS registration that permits access to the SNS, they must present a document issued by the local borough council confirming their residence to their local health centre. Some borough councils have refused to issue the document, prompting the High Commissariat for Immigration and Ethnic Minorities (ACIME), a governmental body under the tutelage of the Ministry of the Presidency of the Republic, to publicly announce to all borough councils that they must cooperate by law. 

Legal foreigners making social security deductions and their respective families pay the same amount as Portuguese citizens for medical appointments at SNS health centres and at hospitals, while those not making social security deductions pay more for medical appointments at these facilities.
 However, each individual’s socio-economic situation is to be taken into account when deciding the cost of treatment. Populations exempt from payment, regardless of their social security status and their legal status, include: children (0-12 years of age); pregnant women and women in the 60 days postpartum; unemployed individuals registered for work in job centres and their respective dependents; individuals who, due to their given situation, are the recipients of welfare provisions from an official body; and individuals with certain legally recognised chronic diseases (ACIME 2002: 5; see also Lamara and Djebarat 2003). Vaccinations considered under the National Vaccination Programme are available free of charge to all, regardless of legal status.

Access in practice

While legal immigrants are more likely to be registered at health centres and to use them for consultations, undocumented migrants are far less likely to use these services, turning to the hospital emergency ward only when their state of health is truly threatened (de Freitas 2003). Seeking emergency care at public hospitals allows for migrants with irregular status to receive treatment that is far more anonymous in nature. Undocumented migrants will at times use pseudonyms and false addresses in order to avoid any sort of follow-up contact by health care professionals, with many simply disappearing after their consultations (Fonseca et al. forthcoming).

 Despite lawful entitlement to health care, undocumented migrants are many times denied care at health centres. Health care professionals mention some migrants’ difficulties in paying the fee for medical care when not contributing to and/or covered by the national social security system. In some cases, health centres simply waived it or allowed for patients to pay at a later date, essentially assuming 100 per cent of the cost. In other cases, especially those in which Romanian gypsies begged for free medical care, migrants were simply turned away from some health centres because they would not pay for the treatment they sought to receive. Some health centres were not aware that basic nursing care and vaccinations were free services, while others knew and assumed it as a daily practice (Fonseca et al. forthcoming). 

Several health care professionals note that the greatest challenge to providing adequate and responsive health care for immigrants stems from a general lack of awareness about immigrants and sensitivity to diversity throughout the professional spectrum, from doctors and nurses to social workers to managers and receptionists (Fonseca et al. forthcoming; see also De Freitas 2003). Given the dynamic nature of immigration legislation in Portugal, its possible impacts upon health care access for immigrants sometimes go unnoticed by health care professionals, resulting in improper handling of cases involving immigrants. Furthermore, due to linguistic barriers and difficulty in accessing information about the national health system, immigrants sometimes experience difficulty in attaining information regarding their health care rights and the measures they may take in order to respond to unfair treatment (Ormond 2004).

4. Quality of care

While public health centres and hospitals have a variety of health campaigns and programmes, such as child immunisation drives, anti-substance abuse programmes and sexual education awareness campaigns, they are geared towards the community at large. No public programmes or campaigns target immigrants in particular, but rather encompass immigrants indirectly. However, there are a handful of private and not-for-profit programmes that do. ACIME issued an informational brochure in 2002 in Portuguese, Russian and English on health services and main health issues, though its availability is limited. The Comissão Nacional Luta Contra a SIDA (CNLCS) has also released brochures about HIV/AIDS for most of the main immigrant communities in Portugal (Africans, Eastern Europeans and Chinese, with the latter two available in Russian and Chinese respectively). Several NGOs and local governments are directly or indirectly involved with immigrant health through local initiatives, such as Semear para (A)Colher
 and CAVITOP (Centro de Apoio às Vítimas de Tortura em Portugal)
.

Localised efforts are also being made in a handful of municipalities with elevated immigrant populations. Miguel Bombarda Hospital (Lisbon) has a team of professionals that are launching a project, with the cooperation of immigrant associations, to provide special mental health care consultations for migrants and ethic minorities. The Tropical Diseases Clinical Unit of the Institute for Tropical Hygiene and Medicine (Lisbon) has established EPIMIGRA (Centre for the Epidemiological Study of Infectious Diseases in Migratory Populations), a three-year project that provides free initial medical check-ups for immigrants and refugees arriving recently. Finally, the Sintra and Loures
 municipal governments recently sponsored information sessions and workshops on migrant health for health care workers from public health centres and hospitals, focussing on legal access to health care. 

5. Conclusions

While the legal framework concerning migrants’ access to health care is significantly developed, problems have been detected when it comes to the enforcement of the law. One such example is the denial of care to undocumented migrants even if the law states they are entitled to that care. Specific health care programmes for migrants exist only out of the initiative of not-for-profit organisations. So far, little data exist that can provide us with a clear overview of migrants’ health, their access to care and possible problems arising at this level. Nevertheless, some segments of the migrant population appear to experience greater health risks when compared to the native population and some barriers to access health care have been identified. 

This situation calls upon the need for further quantitative and qualitative research which can better document migrants’ state of health, identify help-seeking patterns and actual use of care and evaluate the perceived quality of the treatments received. Taking upon the experiences in other European countries, it should be kept in mind that differences are prone to arise accordingly with the migrant groups researched. Given the scarce data available, it appears much too risky to make any sort of evaluation of the quality of care for migrants at this point. For this reason, we have not included this matter in the sections above.

Relevant legislation

Order in Council no. 995/2004 of 9 Aug. 2004; Decree-Law (DL) no. 67/2004 of 25 Mar. 2004; DL no. 173/2003 of 1 Aug. 2003; Decree-Order no. 25 360/2001 of 12 Dec. 2001; DL no. 111/2000 of 4 Jul. 2000.

Conclusions from country surveys

The four brief surveys which we have carried out have revealed a number of general findings, as well as making possible some comparisons. Obviously, given that the surveys could not aim to be systematic or exhaustive, these conclusions must be regarded as tentative. The choice of these four countries was arbitrary, based solely on the ease with which the authors could obtain data about them; nevertheless, the sample showed a useful amount of diversity. 

1. Amount and type of migration

There are wide differences in the percentage of foreign-born residents, ranging from about 20 per cent in Switzerland and 10 in The Netherlands to around 8 per cent in Greece and 5 in Portugal. In the former two countries, although this fact was not officially recognised until much later, immigration has been taking place since the 1960s. In the latter two, hardly any significant immigration occurred before the 1990s. It is therefore hardly surprising that much more attention is paid to migrant health in the former countries than the latter ones. Also relevant is the fact that the development of the economy and (in particular) the welfare state is more advanced in Northern European countries than in Southern ones. 

Nevertheless, even in Switzerland and The Netherlands, attention to migrant health is a comparatively recent phenomenon. Most of the research on this topic dates from the last 15 years, while attempts to improve health care for migrants are in a rudimentary stage. In Switzerland, most of the pioneering work up till now has been undertaken by NGO’s, though central government has now launched its own programme of initiatives. In The Netherlands, a movement for the ‘interculturalisation’ of health care has existed among professionals since the end of the 1970s, but this has never enjoyed sustained support from central government.
2. State of migrants’ health
On the basis of these data it is not possible to make systematic generalisations or comparisons, since there was no standardisation of the questions asked or the categories and methods used. Indeed, these are recurrent drawbacks in the field of migrant health research in general. Nevertheless, some tentative conclusions can be drawn.


The first of these is that patterns of illness and unhealthy behaviour are related to specific groups, rather than general categories such as ‘immigrants’ or ‘natives’. There is also no simple tendency for immigrants to have worse or better health than non-immigrants. Some problems relating to alcohol and tobacco use or over-eating are less in certain migrant groups, but because migrants generally enjoy a less advantaged social position, many of the problems they have are those generally associated with relative poverty, marginalisation and heavy forms of labour. Their subjective well-being has been reported to be less than that of non-migrants and higher rates of perinatal mortality and sexually transmitted diseases are reported in some groups.


Asylum seekers and refugees are often reported to have higher rates of post-traumatic stress disorder, depression and anxiety, though there is a general bias towards assuming that these problems are the result of their pre-flight experiences rather than their situation in the host country. 


In general, however, because of the shortage of epidemiological data it is impossible at present to make many generalisations about the state of migrant health.

3. Access to health care

Legal framework

In all countries surveyed, health insurance is compulsory and there is entitlement to State-subsidised insurance for those who cannot afford private schemes. However, not all residents of a country actually have health insurance, and this applies in particular to undocumented or irregular migrants. While this group is generally entitled to emergency care, the threat of identification often deters them from seeking help until it may even be too late to intervene effectively.

Access in practice

There are many reasons why those entitled to health care in theory may not receive it in practice. In some cases, as mentioned in the report on Portugal, service providers may not know about the entitlement or may arbitrarily deny it. More often, however, the obstacles lie in lack of knowledge about the existing services, the situations in which they can be of help and the pathways to care. Language difficulties present a barrier at every stage, up to and including the actual giving of care. In addition, there may be mistrust of the services or a lack of confidence in their ability to provide effective help.


These sorts of problems have been identified in all the countries surveyed, though there is evidence that they are less marked among second-generation migrants and those who have had more opportunity to familiarise themselves with the system. Access to health care can be regarded as an aspect of integration, though it should be noted immediately that this is a two-way process in which the onus also lies on service providers to make care more accessible.


A frequent indication of poor accessibility is the tendency among migrant groups to receive ‘heavy’ (e.g. intra-mural) or ‘acute’ forms of care, rather than ‘light’ or ‘preventive’ ones. This has been found in mental health care in The Netherlands, especially in the case of ex-colonial migrants and youth. We have also mentioned the tendency of undocumented migrants to seek emergency rather than first-line care because of fears of detection.

4. Quality of care

The adaptation of health care to the needs of migrants is a process that is still in its infancy. Most initatives are found where the concentration of immigrants is high (e.g. in the Randstad in Holland). In some cases, NGO’s may lead the way in providing accessible and effective services. Efforts focus on the improvement of ‘matching’ between the giver and receiver of care, which involves dealing not only with language differences but also with possible discrepancies in perceptions of illness and assumptions about care. However, systematic research and training programmes on health care delivery for migrants are much less in evidence in Europe than in, for example, Canada or Australia.

6. Recommendations concerning future lines of research

Based on the findings of this State of the Art Report, and also bearing in mind other work within IMISCOE in general and Cluster B5 in particular, we propose that priority should be given to the following lines of research. 

Comparative survey on migration and health in European countries

The country surveys already provided for The Netherlands, Switzerland, Greece and Portugal can be taken as the model for surveys covering as many European countries as possible. The surveys can be summarised in the form of a matrix. This can be analysed to identify the major recurring patterns in the four domains surveyed (background of migration; migrants’ health situation; access to care; quality of care). Typologies can be looked for amongst these patterns and hypotheses can be formulated concerning the underlying mechanisms. 

Formation of a European network on migration and health

A European network needs to be set up devoted to sharing information, expertise and “good practices” in the field of migration and health. A web-site and electronic newsletter should be set up as a medium to facilitate the planning of joint activities.

Specific research topics

The following are among the topics that deserve to be highlighted:

1. Methodological problems of migrant health research
This is a ‘meta-topic’ that is relevant to all the others. There is a shortage of data on migrant health; monitoring is deficient; opportunities for comparison are limited because of the incompatibility of categories and methods used; instruments and methods need developing (especially from the point of view of cross-cultural validity); and studies are sometimes hard to locate. Proposals should be developed for tackling these problems.

2. Children and youth

This topic is important to the goal of linking the themes of ‘health’ and ‘education’. Educational difficulties are often related to psycho-social and other health problems. Schools can play an important role in detecting such problems, which may be connected to migration and acculturation issues. They also have a major role to play in education for health. Many issues are common to both the health and education fields, e.g. ‘deficit’ vs. ‘difference’ theories, ‘integrated’ vs. ‘categorical’ provisions, minority-language provisions vs. majority language ones, etc. Existing health care services often do not serve migrant and ethnic minority children and youth adequately. As a result, problems are frequently not dealt with until they have reached an advanced stage (e.g. suicide attempts among girls, criminal behaviour among boys). The special needs of migrants have long been recognised in education, but not in health: why? What can the two sectors learn from each other?

3. Sexuality, reproduction and family life
We have identified concerns about sexually transmitted diseases (notably HIV) amongst migrant groups, high rates of unwanted pregnancies and perinatal mortality, relational problems (including domestic violence) in families, and the plight of sex workers. Whereas the autochthonous population (led by the middle class) has learned to incorporate low-threshold, preventive interventions into their life-style, there are major barriers to effective help for migrant groups which need to be analysed and removed.

4. Older migrants

Ageing also affects migrant populations, but there is a danger that the problems arising in this connection will overtake European countries before they have woken up to their existence. There is therefore an urgent need to identify the needs of older migrants and explore ways of providing for them. For some older migrants, traditional patterns of social support and care are no longer available, while provisions in the host country are ill-fitted to their needs and cultural expectations. Return to the country of origin is fraught with other difficulties.

5. Illegal / undocumented migrants

This should be a focus of particular attention in the comparative European survey proposed above and other projects. There is increasing concern about the health problems of undocumented migrants, their limited rights and access to care in certain countries, and the special problem of access created by fear of detection. 

6. User involvement

In research, involving migrants means using bottom-up, ‘emic’, ethnographic, qualitative methods, as opposed to top-down, ‘etic’, standardised ones. The tension between the two approaches is inherent to the social sciences and a balance must be kept, especially in the health field.

In service provision, involving migrants means encouraging their participation in the design of services and involvement in their day-to-day running. The theme is also important in education, where it mostly takes the form of parents’ involvement in the running of their children’s’ schools. Such involvement is a crucial form of integration, which can improve both accessibility and quality. Migrants’ participation in the institutions of everyday life is an important aspect of social citizenship. Ways of stimulating such participation need to be identified.

7. Transnational issues.

The proposal in the IMISCOE work plan to develop ‘linkages’ between sender countries and receiver countries has particular relevance to the field of health. Sender countries can provide insights into health norms, culturally relevant methods of research and treatment, and the expectations and health beliefs of migrants. Migrants often have a preference for ‘indigenous’ forms of care and for professionals trained in their own country. These may be available in the host country as an ‘alternative’ circuit, or may be sought in the country of origin. ‘Shopping’ for care often arises because accessible and effective health services which enjoy the confidence of the migrants are not available. Transnational phenomena can yield much insight into ways of improving services in host countries.

This project would undertake transnational research and aim, for example, to link health care workers in Turkey with their Dutch, German or Belgian counterparts. (Such linkages already exist on a small scale.) Other possibilities concern Cape Verde, Portugal, France and The Netherlands; the Ukraine and Portugal; Balkan countries and Greece; and so on.
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� � HYPERLINK "http://www.mfh-eu.net/public/home.htm" ��http://www.mfh-eu.net/public/home.htm� 


� www.salutepertutti.org


� For a description of the different Swiss health surveys and their possible use for migration issues, see Bishoff and Wanner (2004).


� � HYPERLINK "http://www.appartenances.ch/" ��http://www.appartenances.ch/� 


� � HYPERLINK "http://www.suchtundaids.bag.admin.ch/themen/migration/strategie/index.html?language=en&schriftgrad" ��http://www.suchtundaids.bag.admin.ch/themen/migration/strategie/index.html?language=en&schriftgrad�


� More information about these projects can be found at � HYPERLINK "http://www.miges.ch" ��www.miges.ch� .


� For an economic account of how immigrants’ health needs in Portugal affect the national annual budget, see D’Almeida, 2003.


� The project unites the Portuguese Red Cross, IOM, Movimento de apoio à problemática da SIDA (MAPS) and the Department of Social Security, among others.


� The centre’s activities are geared towards torture victims (migrants, refugees and asylum seekers) and is staffed by doctors and mental health specialists.


� Two of the municipalities comprising the Lisbon Metropolitan Area, home to a high population of people of immigrant origin.
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