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Executive 
summary 

M
igration to European countries is not a new phenomenon. We can

date the first significant waves of migration to the end of World

War II and the economic revival of the northern industrialized

countries. During the 1950s, the close relationship between European

countries and their former colonies increased the possibilities of moving to

Europe. The period 1960 to 1973 saw the important needs of a fast growing

economy lead to labour-related waves of migration, followed by family-

reunification movements in the 1970s. Finally, the 1980s saw a larger influx

of refugees, asylum seekers and irregular migrants. Yet, the question of

migration was, by and large, absent from public debate until the 1980s,

when economic crisis, the rise of unemployment, a large increase in asylum

seekers and the emergence of extremist parties drew increased attention to

migration policies. 

The consensus nowadays is that migration represents a great opportunity

for the European Union, provided that governments rise to its challenges.

Indeed, it counteracts the ageing of its population, fosters its economic

potential by meeting the challenges of an increasingly demanding labour

market and constitutes undeniable socio-cultural enrichment. However,

migration is also a challenge for the European Union: new needs emerge as

the population becomes more heterogeneous and increasingly mobile, and

societies have to adapt to the new context of coexistence of migrants and

host populations.

By focusing on the “health and migration” issue, we wish to emphasize

the crucial role that health and health care play in this process. Caring for

migrants’ health is first and foremost a matter of human rights and a matter

of tackling unacceptable inequalities in health and health care. But not only

this: caring for migrants’ health is beneficial both for migrant populations

and the host country. Indeed, the socioeconomic promise of migration will

not be realized if migrants live in unhealthy circumstances, do not have

access to health services and have poorer health conditions than host

populations. 

Frequent ill-health and denial of access to health care increase the

likelihood of exclusion and delayed integration, hampering the capacity of

migration to realize its aforementioned potential. Meanwhile,

acknowledging the necessity to remove barriers in access to care can also

represent an improvement for health systems which is beneficial to the

whole population.

Based on these premises, the present report provides a wide overview of

the complex question of health and migration. Indeed, little is known about

migration as a health determinant; data are scarce, and the topic has been

largely neglected in the scientific literature. This report is thus among the

first attempts to systematically collect relevant information and data, and

use it to display a large array of findings and policy recommendations. It is

an encompassing project, undertaken by recognized experts in the field,

and it aims at becoming a useful reference tool for policy-makers, workers

in the field and, more generally, the interested audience. �
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Introduction

A
n integral part of the organization of a conference on health and

migration, the Ministry of Health’s principal initiative during the

Portuguese Presidency of the European Union, was the

commissioning of two preliminary documents. These aimed to bring

together knowledge and information from this already controversial policy

area, made more so against a background of enlargement and consolidation

of the European Union, and the increasing mobility of the population

between and into member states. This is the first of these documents1 with

the title Challenges for Health in the Age of Migration: Health and Migration

in the European Union and its purpose is to provide knowledge on the

relationship between health and the challenges it faces in view of the

complex phenomenon of migration in an era of globalization.

Migrations are the result of the increase in the speed of populations’

mobility thanks to technological development and the reduction in the cost

of traveling. This fact, which can be witnessed in the daily life of big

European cities, has caused significant changes, both in the host, and origin

countries. Population influxes across borders defy national sovereignty and

multicultural diversity and threaten the ability to culturally define a national

and European identity.

Economically, the EU is one of the richer and most thriving regions of the

globe. There is also a high level of social well being, a fact that is single-

handedly sufficient to attract emigration. At a global level, emigration gives

rise to a social and economic situation that is difficult in terms of political

border control. Emigration has also become one of the main transformation

forces of contemporary societies.

The number of people who organize their lives between two or more

countries is on the rise not only because of the accessibility of information

technologies and the increase in speed and falling cost of transportation, but

also because of the vitality and efficiency of informal networks. There are an

increasing number of people who migrate temporarily. These can be

transitory, cyclical or recurrent migrations. According to this new pattern of

contemporary migrations, called transnational migrations, it is foreseeable

that migration influxes will be maintained or even increase, in the near

future. 

The increases in mobility and cultural diversity raise serious political

issues for member states and for the European Union. These issues, for

which finding solutions has not been easy, concern security, well being and

the definition of cultural and national identity. The impact this increase will

have on host countries will depend on populations reaching agreement

platforms that are based on the universal values of human rights.

Although there are differences within the EU concerning the intensity of

migration influxes, the demographic sustainability of populations is a

structural element that justifies a common policy for the integration of

immigrants. 

The pattern of low reproductive capacity and low mortality has led to a

pronounced ageing of the demographic structures within the EU.

Meanwhile, it is recognized that immigrants play an essential role in

today’s global economy, and migrations are expected to become one of the

most important determinants of social and economic development. Europe

is facing the ageing of its population and immigrants could represent

demographic sustainability and development. From this perspective, it is

pertinent to make the process of migration a healthy and socially productive

one.

The multidimensional view of migration requires an active process based

on European health values. These are the distinctive set of beliefs about

health rights and obligations that reflect European history and identity.

This Report, one of the preliminary studies for the Health and Migration

Conference, highlights two areas: 1) demography of migrations, where

there is a description of the intensity and direction of migration influxes

between and into member states; 2) the epidemiological impact of

migrations. The main objective is to provide scientific knowledge about

populations’ mobility within the European area and the epidemiological

dimension of this phenomenon for policy-makers, professionals, academics

and everyone working in this field in order to build a knowledge base about

a problem that concerns every member state.

The scientific research about the health of migrant populations and

health policies has increased somewhat in the last decade of the 20th

century with the creation of the European Union. The wide open territory,

the increase of mobility between regions and countries, the ethnic, cultural

and linguistic diversity constitute big challenges for health and school

systems and also for social security. However, quality information and

scientific research in the field of health and migration continue to be

insufficient to allow for comparisons and decisions based on scientific

evidence.

The report consists of six chapters. Key ideas and thematic connections

among the chapters are briefly described here. 

The report opens with a document which details the vision of the

Portuguese presidency about the “health and migration” issue. José Pereira

Miguel and Beatriz Padilla discuss in this First Chapter the relevance of the

topic for the European Union, emphasizing the demographic and economic

challenges presented by migration. The authors then provide an overview of

the crucial issues that should be accounted for when dealing with migration

and health. They first emphasize the complexity of the migration process

and the necessity to improve our knowledge of migration, showing the

variability in the causes of migration and the migrant’s profile. Secondly,

1. The second preliminary document for the conference is mainly technical and compiles a
number of “Good Practices” at the European level.



CHALLENGES FOR HEALTH IN THE AGE OF MIRATION 017

Challenges for health in the age of migration

migration policies across EU member states are briefly reviewed, pointing to

the problems that still remain: the difficulty in reaching agreements across

member states, the ineffective control of migration flows and the failure of

some integration processes. Thirdly, this first chapter summarizes the main

findings in terms of migrant’s health conditions and health determinants.

Based on the evidence about migrants’ characteristics and health and

migration policies, the authors propose a series of policy recommendations,

such as the necessity for systematic data collection, to increase awareness

about the positive aspects of migration, to tackle health determinants and to

improve promotion, prevention and access to health care.

The Second Chapter presents the conceptual framework, that is, the

main tools that are necessary for a good understanding of the migration

and health issue. After a short historical perspective of the migration

process, a theoretical framework relating migration and health determinants

is presented, placing migration in the more global context of the health

determinants’ literature, which integrates genetic factors, lifestyle and

socioeconomic characteristics.  The concepts of citizenship, to be used

throughout the report, are defined and an overview of the human rights

issues especially the right to the health, related to migrants, is given.

The following three chapters aim to discuss the health and migration

issue from the demographic and epidemiological viewpoints.

The Third Chapter, by Jorge Malheiros provides an overview of recent

trends in migration in the 27 member states of the European Union,

distinguishing migrant groups and migrants’ characteristics. This

demographic perspective is of primary interest when seeking to assess

present and future needs of the migrant population. The authors show an

overall picture of the European Union with a diverse and increasing foreign

population, where positive net migration balances are the norm in the vast

majority of countries. According to the authors, although migration is not

the solution for the problem of ageing in Europe, it is a relevant

contribution both to supplying several unsatisfied labour market needs and

to the demographic equilibrium of Europe. This chapter analyzes the flows

of particularly vulnerable groups such as asylum seekers, refugees, illegal

migrants and victims of trafficking, which represent the major burden of

disease. Finally, the chapter presents an overview of the socioeconomic

characteristics of the migrant population that determines their

underprivileged situation as the key factor explaining their higher health

risk.

The Fourth and Fifth Chapters, by Manuel Carballo, enter into the health

issue; they propose an epidemiological view of the problem,

presenting data on the major health problems related to migrants and

migration and their determinants. The author shows that migration has

implications on health for those who move, those who are left behind and

those who host migrants; he also indicates that the migrant’s health is likely

to be affected at all stages of the migration process, from departure, often

marked by violence, persecution and extreme poverty, until settlement,

characterized by poor living conditions, hazardous jobs, little support, and

discrimination. Then, data are collected showing the higher prevalence of a

series of health conditions among specific migrant communities:

communicable diseases (tuberculosis, HIV/AIDS), non-communicable

diseases (cardio-vascular diseases, diabetes), poor reproductive health (low

birth weight, perinatal and post-natal mortality rates, premature death,

miscarriage), higher exposure to avoidable accidental injuries and

psychosocial problems. The author also emphasizes the marked paucity of

routinely gathered data in these areas, as much information comes from

small-scale studies, using different methodologies and reflecting different

interests.

The Sixth Chapter analyzes health policies in some European countries,

in what concerns health systems and the access of timmigrants to health

care.

The last chapter is contains conclusions and recommendations for

moving forward. �
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BEATRIZ PADILLA AND JOSÉ PEREIRA MIGUEL1

Health and Migration in
the EU: Building a Shared
Vision for Action 

Migrants as a critical issue in the EU

International migration is among the most challenging phenomena of our

time and Europe does not escape from its intertwined impact and influence.

However, it should be recognised that it is not a new phenomena; rather, it

has gained more visibility due to worldwide changes that have occurred

over the last decades. 

Migrations have posed challenges to European Union Member States

(MS) on several fronts. On the one hand, migrations have influenced the

international scenario making states become more aware of the growing

interdependence and interconnections of their actions. On the other hand,

states have become more accountable and policy has had to suit the needs,

demands and viewpoints of their citizens. In this sense, the EU and all

member states (MS) face similar challenges pertaining to health and

migration, namely how to find a balance between advocating human rights

and welcoming migrants while also promoting and protecting the health of

all citizens. 

Europe is facing more than ever the impact of the mobility of people

which has been fuelled by the circulation of EU citizens and the arrival of

migrants from different regions of the world. Although the origin of migrants

varies from country to country, all MS have been or are experiencing

migration. According to EUROSTAT, the number of non-nationals living in

the EU in 2004 was close to 25 million, representing about 5.5% of the total

population. In most, but not all MS, the foreign population has increased

due to the influx of citizens from countries outside the EU.  

Migrations have been caused by humanitarian, economic and practical

issues. Among these, the health challenges are very significant. The EU, as

agreed by MS, shall respect fundamental rights as guaranteed in the

European Convention for the Protection of Human Rights and Fundamental

Freedoms. Therefore within this framework, health is a human right that

ought to be protected. 

One of the major explanations for migration is that it is the oldest action

against poverty (Galbraith, 1979). Thus, migration involves push and pull

factors for both the origin and host countries. At present, the EU needs

migrants and there are two reasons for this: one is of demographic nature,

the other economic. Both offer challenges and opportunities for the EU. 

In demographic terms, European countries are facing the ageing of their

population without replacement. Life expectancy has improved in all

countries. People live longer, but not necessarily in better health. The low

fertility rates registered in MS put at risk the sustainability of pensions and

health systems because the burden of social security systems is supported

by fewer workers. A recent issue of Statistics in Focus, published by

EUROSTAT, has stated that although ageing patterns across Europe are

uneven, migration is the main driver of regional population growth and has

therefore provided some demographic balance.

The economic challenge embodies the fact that most MS face shortages

of labour. National workers are unwilling to take low-paid jobs, so the

increasing demand for low skilled workers is absorbed by the growing

supply of workers coming from other regions of the world. Migrants have

become important segments of national labour markets as they take the

worst, more dangerous and low status jobs. Additionally, the EU needs a

qualified labour force and some migrants have become strategic because

they have valuable skills, including health professionals. Thus migrants have

enabled Europe to fill the shortages of skilled labour. In this sense, the

economic growth of the EU also relies on migration. 

In fact, most immigrants today are labour migrants, seeking employment

or working, in skilled and unskilled labour markets. In this sense, workforce

development and training are also important aspects of the migrant’s

health, especially if MS wish to develop accessible and inclusive health

services.

In addition to the demographic and economic needs of the EU, other

factors have contributed to increasing migration from other regions of the

world: political and economic instability, poverty, religious, racial and ethnic

persecutions and natural catastrophes. Current predictions indicate that

more migrants will come; hence there is an urgent need to understand

what the impact of migrants will be on the EU. 

The potential of migrants cannot be achieved if they are not healthy or

have difficulty accessing health care services. Health inequalities, according

to European values, are legally and morally unacceptable and therefore the

health of migrants should be considered under ethical, moral, political and

economic terms. 

Migrants are a distinctive population with specific needs. Their health

status, the determinants of their health and their health requirements need

to be understood. Meeting their needs implies making decisions from a

public health standpoint around issues such as knowing and assessing their

needs, how to provide universal coverage, how to reach out to migrant

populations, and how to enable health systems to respond to this new

situation. As data and information on the needs of migrants is largely

unknown for most MS, gathering the proper information to establish

indicators in this area is urgently needed. Such data will enable policy-

makers to make well informed decisions and to take action.

1.  Beatriz Padilla - Member of the Portuguese EU Presidency Health Task Force & Senior
Researcher at CIES-ISCTE. José Pereira Miguel – Coordinator of the Portuguese EU
Presidency - Health. President of the National Health Institute. Professor of Preventive
Medicine and Public Health at Lisbon´s Medical Faculty.

For correspondence contact Beatriz Padilla (beatriz.padilla@insa.min-saude.pt) and José
Pereira Miguel (jomiguel@insa.min-saude.pt)
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2.  This definition of migrant is not based on legal status or other international laws.
3. UN 2006 Migration Chart

http://www.un.org/esa/population/publications/2006Migration_Chart/Migration2006.pdf 
4. http://ec.europa.eu/justice_home/fsj/freetravel/frontiers/wai/fsj_freetravel_schengen_en.htm

Many have argued that migration may be one of the solutions to

compensate ageing, low fertility, labour demands, by creating economic

growth and  sustainability. In view of that, it is important to recognise the

relevance of migration for the EU and to consider the health of migrants as

a key aspect for everyone’s well-being, recognizing that the true potential of

migration cannot be completely achieved if migrants are not healthy.  

The profile of migrants

Migrants represent different categories of people in terms of origin, socio-

economic status, gender, age, culture, religion, and reasons for migrating.

Although this diversity is recognised, the Portuguese Presidency of the

Council of the EU has decided to focus on migrants who are non-EU

citizens. It is therefore important to assess who these migrants are and to

enhance their inclusion by designing appropriate policies and to

determine the health implications for both the countries of origin and

destination. 

For public health purposes migrants can be defined as a vast category2.

They range from long term labour migrants who migrate due to economic

need and in response to labour shortages, temporary workers who

migrate for shorter periods of time as a response to a concrete labour

demand, refugees who leave their countries of origin due to conflict, wars

and persecutions, international students and trafficked or smuggled

people who have been taken clandestinely and are forced to work in the

host country. Migrants also include family members who have joined the

first comer; usually labour migrants and unaccompanied minors that are

subject to specific regulations and the descendants of migrants who have

settled in the host country, in some cases for more than one generation.

Moreover, with the increasing mobility of people and travelling, migrations

today include circular migration, return migration and international

tourism and travel. All of them have specific implications for health.

As previously mentioned, labour shortages in the EU include both,

highly qualified workers and less skilled workers. In some cases,

migration may mean brain drain for the country of origin. Nonetheless,

brain gain and brain circulation are more desirable types of international

mobility if they bring positive contributions to both countries of origin and

destination. Consequently, ethical recruitment in all sectors of the

economy is endorsed by the Portuguese Presidency. 

By looking at the profile of migrants one is able to identify some groups

that are in a more vulnerable position than others due to the differential

risks and conditions they face. For example, unskilled labour migrants

who work in risky sectors (construction, mining, agriculture, among

others) are more likely to suffer accidents. Additionally if they are irregular,

fear of deportation makes them more vulnerable as they are less likely to

claim labour related health rights or seek access to health services.

Refugees are more susceptible to distress as a consequence of war,

torture, persecution, etc. Those who are victims of trafficking or

smuggling are confronted with exploitation and inhumane treatment that

result in overexposure to health risks. The descendants of migrants, while

facing identity crisis, have mixed feelings about their belonging and are at

greater risk of depression.

Most of world migrants, about 64 million, live in Europe (UN Migration

Chart, 2006)3 and its current migration flows are very heterogeneous.

Some streams are linked to the colonial past and historical bonds of

countries within the EU while others are mainly a consequence of new

migration flows due to labour demands. The latest trends indicate that

migration is more pronounced and has grown at the fastest rate in

countries of Southern Europe and Ireland. Family reunification and

regularization programmes which allow for the statistical visibility of

migrants have been a major source for the increasing migrant populations

(OIM, 2005). Portugal mirrors the European trend, with long term and

settled migration linked to former colonial ties, especially with Africa but

also with Brazil (Padilla and Peixoto, 2007), and the more recent

migration pattern with the arrival of citizens from Ukraine, Moldavia and

Russia to fulfil labour needs.  

The profiles of migrants are therefore very diverse. While some

migrants may not face any special threat or radical change, others

encounter many and can put people in a more vulnerable situation. Upon

their arrival, some migrants experience totally new environments

including culture, legal systems, weather, eating habits, and working

conditions, among others. Migrants also bring with them their own

traditions, habits, beliefs and practices. On the health side, migrants

become exposed to new diseases and/or may carry some others that are

foreign to the host country. Consequently the health dimension of

migration is a critical issue for the EU and for MS.

What has been done so far? 

The EU has acknowledged both the demographic and economic

challenges of migration and aims to find positive solutions to these

challenges. The EU has agreed on the need to establish common migration

policies among its MS. This has not been an easy task as it has remained a

competence of MS and is subject to unanimity. Moreover, the debate on

migration is sensitive and in some cases divisive. However, it is possible to

discuss what has been done at the EU level and at MS level.

At the EU level, the main step was taken in the 1980s with the signatures

of the Schengen agreement, later transformed into the Schengen

Convention, creating the Schengen space. This convention4 foresees the

abolition of checks at internal borders between the signing countries,

including provision of common policy on the temporary entry of persons

(as in the Schengen visa), the harmonization of external border controls

and cross-border police cooperation. Even if this convention does not

regulate migration, it sets specific norms about the mobility of people and

on the entrance of citizens from third world countries. From 1994 onwards,

migration issues assumed increasing relevance in achieving an area of

freedom, security and justice. The EU has concentrated on police and

justice cooperation, strengthening borders, and free circulation, among

others.

In 1999, at the Tampere EU Summit, an agreement was reached on the

need for a common EU immigration policy. In 2003, the Commission

presented a communication to follow up from Tampere and the Lisbon

Strategy (2000) supporting the introduction of effective policies concerning

the integration of migrants. These initiatives were confirmed in 2004

through the adoption of the Hague Programme, promoted by the Dutch

Presidency for the 2005–10 periods. This Programme endorsed 10 priority

areas based on prosperity, solidarity and security with specific proposals on

terrorism, migration management, visa policies, asylum, privacy and

security, fighting organized crime and criminal justice. Health, although

important with regards to migration issues, is not specifically mentioned in

the Hague Programme. The main debate on integration of migrants has

focused on other issues other than health.  

The EU has taken a diversified approach to migration issues, designing
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both specific and general policies. A Green Paper5 on managing economic

migration was issued by the Commission aimed at finding a common

ground on the need for labour migration. Simultaneously, the EU has

adopted policies to eradicate poverty and tackle social exclusion by

focusing on employment and access to resources, human rights, benefits

and services to assist the most vulnerable groups in which migrants may

be included. MS have translated the spirit of the policy in National Action

Plans (NAPs/Inclusion).  

The EU is currently facing a critical moment for building consensus and

in celebrating the 50th anniversary of the Treaty of Rome, MS signed the

Berlin Declaration in which countries expressed consensus to fight illegal

migration, while supporting freedom, development and driving back

poverty, hunger and disease.

At the MS level, the overall trend among states, since the 1970s, has been

the adoption of restricting immigration policies. Despite this, large numbers

of regular and irregular immigrants have arrived in the EU. Thus, in

response, MS have agreed on a common two-fold objective: to fight illegal

migration while at the same time recognizing the need for migrants in

certain economic sectors and regions. MS have also established policies in

the areas of asylum, family reunification and towards international

students. 

However, despite some MS limiting migration, the EU has recognized the

need of migration as an instrumental means to confront the demographic

challenges. The EU has found common ground by recognizing the

importance for MS to move towards a common immigration policy. 

The challenges that still remain

The EU is slowly moving forward, however key issues still need further

consideration. On the practical side, one remaining problem is that crucial

aspects of immigrant integration policies (employment, family

reunification, health, social security) fall under the authority of different

directorates, committees or ministries at the European Commission, the

European Parliament or national governments, making it difficult to achieve

a harmonized global strategy at the Community level.

First, there is a need to acknowledge the reality of the situation. On the

one hand, national legislation has become more restrictive for immigrants

and refugees, complicating the legal process of migration. On the other

hand, labour markets need more workers, so irregular migration has

increased. Thus, there is a clear mismatch between the national legal

frameworks and the nation’s needs for a labour force. 

Consequently, the EU has witnessed a rise in irregular migration. To

cope with this situation, some countries have implemented special

regularization programmes. Others refuse to do so, but immigrants

continue to work illegally and are somehow tolerated. This situation

hinders the integration of migrants and their families and raises specific

health issues. Many MS undertake a balancing act of meeting their public

health responsibilities whilst at the same time not encouraging irregular

migration.

The EU has recognized the significance of integration and the need to

promote equality, to end discrimination and to reduce the gaps (ethnic,

gender, racial, cultural, socioeconomic, etc.) between nationals and non-

nationals to avoid having first and second class citizens.

This situation suggests that international cooperation should be one

strategy, among others, to promote a dialogue between sending, transit

and receiving countries. Moreover, as migration has a direct impact on the

health of migrants and host societies, the health aspect of migration should

be addressed by migration and integration policies. In this sense, for

example, collaboration with the countries of Northern Africa is necessary.  

The health of migrants

Currently, there is a gap in the availability of high quality information and

research in the field of migration health6. Information is scattered and has

not been gathered systematically. Thus there is an urgent need for more

systematic research to be carried out in MS in the future, with the objective

of enabling comparisons and evidence based decision making.

Addressing the health of migrants is fundamental as the displacement of

people is a stressful, sometimes dangerous process, which threatens

people’s health and their well-being in many different ways. However, as

the process of migration confronts different phases including settlement,

migration health should assess both carried and acquired health problems.

On the one hand, migrants arriving in a new country face a new

environment and new life styles. This puts them in a situation of

vulnerability, exposing them to unknown viruses and other pathogenic

agents, or simply, introducing them to a new climate which may affect

their immune system. In general, migrants can be overexposed to risks.

However, migrants may carry with them, whether knowing it or not,

some infectious diseases or related conditions (i.e. lack of vaccination) that

may put at risk their health or the health of others. In addition, migrants

bring with them their cultural practices, values, attitudes and life styles that

may be different to the ones of the host countries.

The most vulnerable groups of migrants include women and children,

unaccompanied minors, irregular migrants, refugees, asylum seekers,

trafficked and smuggled migrants, and labour migrants who hold jobs in

high risk occupations (Cole, 2007). Thus, the different degrees of

vulnerability, and the specific needs that migrant populations present

require tailored responses. Some comprise cultural sensitiveness, non-

discrimination, language mediation and universal access, among others. 

Health issues have also become a concern for the countries known as

“countries of transit”, especially the Maghreb countries but also regions

East of Europe. For example, for migrants from sub-Saharan countries, the

countries of North Africa are the first stop on the way to reaching Europe

and the hard conditions of travelling and living in those countries

contribute to the deterioration of their health. 

Thus migrants’ health becomes an issue of public health for the EU in

general and for MS in particular. It is their obligation to ensure all residents

the right to enjoy good health. As in Europe “health is a priority for the

general public”7. Hence knowing how healthy people are and what

illnesses they suffer is important for the EU as is the ethical and legal

responsibility to safeguard human rights, including the right to health for

everyone. 

Health status, health determinants and access to health

The assessment of migrants’ health should consider at least three factors:

the health status, health determinants and access to health services, as they

all contribute to the state of health of migrants. The Portuguese Presidency

of the EU Council – Health has selected these aspects as central and will be

discussed in the main event, a conference on Health and Migration in the

EU. Better health for all in an inclusive society.  

Challenges for health in the age of migration

5. COM/2004/0811 final. http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=CELEX:
52004DC0811:EN:HTML 

6. Migration health is a specialized field of health science that focuses on the wellbeing of both

migrants and communities in source, transit, destination and return countries and regions (IOM
2005). 



CHALLENGES FOR HEALTH IN THE AGE OF MIGRATION 011

Health status

A recent article in The Lancet stated that the most pressing health problem

for migrants is increased vulnerability to communicable diseases (The

Lancet, 2006) In these cases, it is obvious that health is a major concern,

both for migrants and for the host countries. Among communicable

diseases, the most significant are TB, HIV/Aids, hepatitis and sexually

transmitted infections (STI). Other diseases present high co-infection rates,

like Leishmaniasis/Kala-azar, which has spread due to several factors

including urbanization and migration. According to WHO8 in Southern

Europe, up to 70% of adult visceral leishmaniasis is associated with the HIV

infection, and drug users are the most affected group.  

Research has suggested that ethnic groups in different countries have

different prevalence to communicable diseases, due to a range of factors

such as place of origin, cultural practices, disease prevalence in the country

of origin, and unhealthy behaviours, among others. For example, while

migrants in Belgium have a lower prevalence of HIV – in Germany it is

disproportionately higher (Carballo and Siem, 1996; OIM/UNO Aids, 1998)

In Sweden and Belgium, STI rates are higher in migrant populations than

among nationals. This situation is explained by different cultural

approaches to condom use among migrant groups which tend to influence

the incidents of STIs (Janson et al., 1997; Muynck, 1997; Tichovova, 1997).

Research has also shown that immigrants are at further risk of non-

communicable diseases because they live in a different environment, adopt

new life styles (i.e. eating habits) and are unfamiliar with the health system

and practices. In this sense, migrants present higher rates of hypertension,

diabetes, cancer and some hemoglobinopathies. In some countries,

research indicates that migrant pregnant women are the main carriers of

heterozygous hemoglobinopathies (Calvo-Villas et al., 2006). 

Moreover, women’s and family health should be central to migration

health as the number of migrant women has increased over recent years.

The inclusion of women is important because their health entails specific

needs and also because in case of family migration, they tend to be

responsible for the care of the children and the elderly. 

It is important to consider issues related to the mental health of

migrants. Migration is in itself a risk factor, thus it is not surprising that

migrants have high rates of alcoholism, drug addiction and suicide, among

others (Carta et al., 2005). As migration may generate alienation, the so-

called “Ulysses” syndrome has become more widespread, so one key

aspect is the psychosocial and physical health of migrants (Lazaridis, 1985;

Huismann et al., 1997). Studies have indicated that immigrants tend to

suffer more from anxiety, dermatitis and sleep-related problems, as well as

hypochondria and paranoia and are more exposed to alcoholism and drug

abuse (De Jong, 1994; Janson, Svensson and Gkblab, 1997; Bischoff,

Loutan and Burgi, 1997).

Other conditions that are more prevalent among some groups of

migrants are children’s schizophrenia and women’s suicide. In addition,

attention needs to be given to injuries and other consequences arising from

domestic violence, which are frequent among the migrant population and

relate to changes in gender roles, among other factors (Doyal, 2000).

Furthermore, migrants are more exposed to environmental and

occupational risks than the national population. This overexposure arises

from the fact that migrants tend to occupy the lower and more dangerous

jobs in the labour market and are overrepresented in occupational

accidents, especially those that cause disabilities. In addition, because most

migrants are labour migrants and work in the worst paid positions, their

housing and living conditions represent a health threat (Bollini & Siem,

1995). 

In brief, the health status of migrants varies according to their previous

and present living conditions, their reasons to migrate, their migration

experience and trajectory, their gender and age, and the types of jobs they

are able to access. 

Health status determinants 

Health depends on a combination of factors known as the determinants of

health which are defined as inter-linked factors that can be divided into

specific categories: constitutional factors, individual lifestyles, social and

community networks, living and working conditions, and general

socioeconomic, cultural and environmental conditions. In this sense some

health determinants may be more relevant to migrants than for the general

population.

Constitutional factors include genetic predispositions that are natural to

specific populations and need to be taken into consideration when dealing

with the health of migrants. Also, the natural or acquired defences of the

immune system should be considered as they determine how populations

react to certain stimuli and pathogenic agents. For example, thalassemia

and hemoglobinopathies are common pathologies in certain ethnic groups. 

Determinants of individual lifestyles encompass relevant aspects of a

migrant’s behaviour including the use of alcohol, tobacco and drugs, but

also their diet and nutritional habits, and exercise patterns, have a direct

impact on their health. Studies have indicated that, in addition to genetic

predisposition, lifestyle changes in diet and in exercise patterns among

others have a direct impact on obesity and Type 2 diabetes among

migrants of Western Europe (Clausen et al., 2006). Drug abuse and

alcoholism seem to be higher for isolated immigrants and for descendants

of migrants who feel excluded and have not found their place in the host

society.

The existence of social and community networks can have both positive

and negative impacts on the life of migrants. For example, social networks

such as friends and family ties, immigrant associations and the presence of

other migrants, generally help migrants to cope with the new situation

(Hilfinger Messias, 2002). On the negative side, mafias and organized crime

contribute to making the life of migrants miserable, forcing them to

migrate or instilling in them physical or psychological inhumane conditions

with unpredictable threats to their health. Part of the increase in irregular

migration in the EU is tied to trafficking and organized crime.  

The living and working conditions of migrants, including education,

housing, employment, income, working conditions and access to health

services are determinants of their health. Research shows that at the time

of migration, immigrants take with them their sanitary conditions which

may be better or worse depending on where they come from and their

socio-economic status in the country of origin9. Consequently, some bring

with them the diseases of poverty. 

The most acknowledged poverty illnesses are Tuberculosis, hepatitis and

respiratory diseases associated to poor housing and nutrition conditions.

Once people migrate and continue to live in poverty, they are likely to be

exposed to more diseases as research has shown for migrants in the

Netherlands, Austria, France, Italy, Spain and Portugal. However, it is

important to recognize that it is mainly due to the poverty and exclusion

they suffer in the host society (de Jond and Wesenback, 1997; Gliber, 1997;

Nejmi, 1983; Carchedi and Picciolini, 1995; Gaspar, 1997; Gardete and

Challenges for health in the age of migration

7. Communication from the Commission of 16 May 2000 to the Council, the European Parliament,
the Economic and Social Committee and the Committee of the Regions on the health strategy

of the European Community. http://europa.eu/scadplus/leg/en/cha/c11563.htm       
8. http://www.who.int/leishmaniasis/burden/en/  



012 CHALLENGES FOR HEALTH IN THE AGE OF MIGRATION

Antunes, 1993; Almeida and Thomas, 1996).

This situation of exclusion has been shown to be worse for temporary

workers who usually face hazardous living conditions, and are less likely to

access health care services with some employers failing to provide safe

working conditions and social security and/or health insurance.

Hence, occupational health and labour related injuries are a central issue

in migration health. In all countries, rates of work accidents and resulting

disabilities are higher for migrants than for nationals. For example, in

France, more than 30% of accidents that produce a permanent disability

affect non-French workers (Gliber, 1997). 

General socioeconomic, cultural and environmental conditions and a

combination of other determinants also have a detrimental effect on the

health of migrants. When persecution, trauma, fear or violence were the

trigger of migration, the situation may be difficult to overcome. Likewise,

on arrival immigrants need to adapt to linguistic, cultural, and climatic

changes. However, settlement does not necessarily improve the life and

health of migrants and their descendents. Research has shown that the

children of migrants suffer from their parents’ lack of support due to long

hours of work. For example, children of migrants tend to spend many

hours alone, suffering more accidents than nationals. In Germany and the

Netherlands young people of migrant descent, who are between the ages

of 5 and 9, are much more vulnerable to traffic and other domestic

accidents (Korporal and Geiger, 1990; De Jong and Wesenbeek, 1997).

Moreover, migration may have a negative impact on the daily lives of

those involved. Firstly, due to the break up of the family, and secondly, due

to the shock of reunification. The surfacing of cultural clashes as the result

of family migration and reunion can be common in the host society and is

reflected by higher rates of divorce and domestic violence and family

reorganization. 

The understanding and assessment of the determinants of health are

therefore crucial to completely grasp the migrants’ situation in the host

society. As shown above, many different aspects are relevant to determine

migrants’ health, from genetic constitutions and inborn pathogenic agents

to more social factors such as social conditions, culture, occupation and

lifestyles. 

Access to health services

A fundamental aspect to the health of migrants is accessibility to health

care. Most countries allow immigrants to access health care services in

emergency cases, but it is important to ensure that they have a broader

universal access to health with the emphasis on health promotion, disease

prevention, treatment and rehabilitation. MS need to understand that early

investment in addressing the health needs of new arrivals will improve

public health in the long run. For example in the United Kingdom, within

the National Health Service, there is free provision for immediate health

care despite ability to pay as well as free health care for infectious diseases

such as Tuberculosis. In Portugal, a ministerial dispatch from 2001 enabled

all migrants regardless of their legal status to access health services.

It should be acknowledged that in many cases the poor health status of

immigrants is due to the lack of access to health services. Several

determinants such as legal status, literacy and educational level, and

language skills can either facilitate or hinder access to health services. As

research has highlighted, some diseases spread more due to a combination

of factors, such as poor living conditions and the lack of or limited access

to health promotion, disease prevention and treatment (Almeida and

Thomas, 1996).

Studies have shown that newcomers and irregular migrants tend to be

excluded from health services, reinforcing the cycle of poverty and

exclusion. Statistics indicate that migrants have higher rates of infection

than nationals and in some cases these may be the consequence of a

combination of factors such as limited access to services and treatment

and cultural barriers, among others. 

Due to the diverse characteristics and needs effective health service

coverage and provision, should be provided in a culturally sensitive way

that takes into consideration at least simple aspects such as language and

culture. For example, the health of women and children may be at stake if

some cultural considerations are not accounted for. Some customs

amongst migrants prevent women from seeing or being examined by male

doctors. Thus if health services are to be provided for them, issues such as

these should be considered by the medical practice. 

Another important aspect of dealing with accessibility is fighting

discrimination. When policies or services discriminate in terms of origin,

gender, religion or age, the already vulnerable populations are excluded

further. As migrants are subject to many types of discrimination, another

challenge is to promote equality in access to services, in the quality of

services provided and non-discrimination, while reducing gaps (such as

gender, ethnic, racial, cultural and socioeconomic). Both, non-

discrimination and culture sensitivity require a learning process for

everyone in the EU, especially for health care providers.

Access to services needs to be broad and integrated, and should include

health promotion, disease prevention, treatment, rehabilitation and

palliative care. Health promotion should be geared toward specially

targeted interventions, including health education that reaches out to the

population in need. Disease prevention embraces health assessment and

specific screenings for the target population either in the country of origin

or at destination. Moreover, disease prevention should offer the provision of

psychological support for those who may need it. 

With regards to treatment, a broad approach in targeting access to all

seems to be the best approach. For example, in Portugal, mobile units

bring services and treatment to hard-to-reach populations ensure a better

coverage and enhance accessibility in a more comprehensive way. This

approach is better suited for the recuperation of alcohol and drug

conditions, injuries and violence.    

Lessons learned and challenges in the field of migrant

health

Although most countries claim universal coverage, in practice MS are far

away from true universal coverage. Health insurance schemes vary a lot

across countries, including coverage for migrants. Problems tend to worsen

when migrants are undocumented or irregular. 

Civil society, including non-governmental organizations, has shown

more interest in migrant health, facilitating their access to health services.

Some partnerships at local/regional level can be identified, which have

taken the lead in designing adequate responses for migrants. This is the

case with the Migrant-Friendly Hospitals Network across some MS which

has been endorsed by the Amsterdam Declaration10. The EU, however has

lost some opportunities, with little change being introduced in the

Programme of Community Action on Public Health (2003–08). 
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9. Committee on Migration, Refugees and Population , Document 8650, Parliamentary Assembly,
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Some MS, like Portugal and Spain, have recently adopted plans for the

integration of migrants. In the Portuguese case, the plans make provision

for different governmental agencies, including specific provisions in the

field of health. A relevant and innovative aspect of the Portuguese

Integration Plan was the way in which it was developed, which at the first

stage included the joint effort of all ministries, with the collaboration and

participation of civil society, in a second stage, gathered during a

consultation period.11

Although initiated outside the EU, the Northern Dimension Partnership

on Health and Well-Being is a successful initiative undertaken as a

multilateral network of cooperation. Its objective is two-folded. Firstly, the

reduction of major communicable diseases and prevention of life-style

related non communicable diseases (HIV/AIDS, TB, STD, antibiotic

resistance and determinants of cardiovascular diseases) and secondly, the

enhancement and promotion of healthy and socially rewarding lifestyles

(nutrition, physical activity, smoke free environment, healthy leisure time

activities, safe sexual behaviour, supportive social and work environment

and constructive social skills). This initiative is an excellent example of

international cooperation.

Many challenges remain ahead. Discussion on what type of model best

addresses health issues is an open question within the EU. The discussion

should embrace, among many different issues, the specific concerns on

how to reduce health inequalities namely between the health of vulnerable

populations including migrants and the health of EU citizens in general. In

the long run, the EU should move toward getting better health for all as an

inclusive society. 

Migration management policies for health should include concrete

policies and measures that consider migrants’ health issues. Health policies

should also be further improved. Health care and outreach services should

be provided in a culturally sensitive way. Moreover, it is important to adopt

an integrated approach on health and migration that considers the needs of

all interested parties: MS, migrants, labour markets and employers. 

What can be accomplished is therefore an open question. Policy design

should include general and specific aspects, from fine tuning immigration

policies so that they include health aspects as well as facilitating service

provision and reducing health inequalities. 

A shared vision on the way ahead 

Migration poses many health related challenges to the EU. Some are

connected to health promotion, disease prevention and access to health

care services, while others are connected with health determinants, such as

the promotion of healthy and safe working environments, good housing

and eating habits, and a healthy life-style.

These challenges require action, and it is fundamental that MS work

together to reach a common consensus. The Portuguese Presidency hopes

to develop a shared vision on health and migration based on common EU

values and principles, as adopted by the Council of the EU in June of

200612. It is hoped that this will facilitate the adoption of common policies

across the EU.

Firstly, it is fundamental that efficient information systems are developed

which include the collection of data to build indicators to assess migrants’

health status and needs. It is also essential to carry out more specific

research, ideally integrated on cross-countries projects, to find out more

about the new EU demography, the health problems and the epidemiology

that result from migrations, and identify effective solutions.

Research and information systems will provide the basis for designing an

integrated health strategy that is culturally sensitive, reduces gaps and

barriers, encompasses the fields of promotion, prevention, treatment and

rehabilitation, and includes the adequate training of health care workers. 

As health has been recognized as a human right, MS need to consider

the importance of this entitlement for all people, including migrants, and

needs to be incorporated into an integrated health strategy. In a way,

consensus building has started as the EU is already preparing a general and

integrated strategy on health aimed at firstly improving information on

health for all levels of society, and secondly setting up a rapid reaction

mechanism to respond to major health threats and finally, tackling health

determinants. However, this strategy should target not only citizens but all

people living in the EU countries and should aim at reducing migrants’

vulnerability, securing their inclusion and fostering their empowerment.

The empowerment and participation of the concerned parties including

civil society and the migrants themselves, lead to more effective and

sustainable results.  

Just as the Finnish Presidency proposed the “health in all policies”

theme, the Portuguese Presidency wishes to discuss migrant’s health in this

context. One way to do this is to promote a broad dialogue and find

common ground among the interested parties, at both governmental and

non-governmental, and EU and MS level. 

Another central dimension of an EU shared vision is the need to

promote international cooperation with countries of origin and transit with

the objective of improving the management of migration flows and the

arising health issues. An alternative way to approach immigration with

third countries is to promote circular migration and brain-gain, trying by

increasing the exchange with the Diasporas to enhance their positive

contribution. 

Some progress has been made on several fronts and this should be built

on, including in relation to high level policy frameworks. Thus it should be

useful to take advantage of the new European general framework for

health by trying to include specific measures and recommendations for

migrants’ health. Along this line, the Programme of Community Action /

Public Health (2008–13) which aims at protecting human health and the

improvement of public health should be considered as an immediate

opportunity for action. 

The same applies to the ongoing discussion of the European Health

Strategy in which MS and stakeholders participate. This discussion could

include particular aspects that deal with the health of migrants, as they

certainly could benefit from being a specific target group. Links could also

be made with the joint EU-Africa Strategy which will hold a Summit in

December 2007 and has already included on its agenda issues of migration.

Another crucial endeavour, in which health and migration issues could be

enhanced, is the Euro-Mediterranean Partnership. In both cases the EU

should advocate for the inclusion of health and migration issues on the

agenda.

These are just some examples, but there are many other international

initiatives and treaties with third countries which should include health and

migration on the negotiation platform. Moreover, other existing policy

instruments like the health impact assessment, or working groups and

networks (governmental and non-governmental) that are already in place

should be exploited for the benefit of this venture. Likewise, the EU is a

strategic global partner that collaborates closely with international

organizations, such as the World Health Organizzation and the Council of

Europe. These arenas should be used to promote healthier migration and

settlement processes at the global level.  

To make sure we are on the right path, it is important to recognize the

positive work that has been done in the field of health and migration.

Challenges for health in the age of migration
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There are many outstanding examples of what MS have done throughout

the EU in terms of good practice and there is a great opportunity to learn

from what MS have already done. In this way, the Portuguese Presidency

would like to exchange information on good practices among European

partners, and build consensus on the type of policies and applications that

can be used for improving the overall health of migrants in Europe.

Finally,  we are entering a new era of better health for migrants if at the

highest political level, the Council, the Commission and the European

Parliament, and could agree on what first steps need to be taken. �
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Conceptual 
Framework

A brief overview on migration and patterns of integration

in the EU

In the aftermath of World War II and throughout the 1950’s and the 1960’s,

European countries focused on having a new beginning. At that time most

of the migration flows were intra-European. Southern countries (Spain,

Greece, Italy and Portugal) provided a labour force to those countries that

had suffered the worst destruction (Germany, France, Belgium, Luxemburg

and Great Britain). Known as the reconstruction era, this was largely

supported through the Marshall Plan. (Kastoryano, 2005, Salt 2001).

The different types of migration waves varied from colonial and post-

colonial migration, to political refugees migrating from different regions of

the world, to labour migration, and these migration flows were

characterized by diversity and intensity. Over recent decades, the dominant

characteristic of migrants has changed; the profile has shifted from the

traditional young single male worker to one of more diversity including

women, children, families, refugees or asylum seekers, among others.

Another shift has been in relation to the diversification of the countries of

origin and transit. 

The aforementioned changes allow us to distinguish between the old

immigration countries (Germany, Austria, Belgium, France, Holland,

Luxemburg, UK and Sweden), countries of recent immigration such as

Spain, Greece, Italy and Portugal (Rugy, 2000) and those countries that have

only started to experience migration. 

Not only have migration fluxes been diverse in nature, but so too have the

immigration policies that have come out of Member States. Despite these

differences, all European Union governments agree that immigration is a

challenge that requires the creation of the necessary conditions for an

effective economic, political and social integration. Although ‘integration

models’ are founded on the same European principles, there are national

differences in the definition and application. Caselli (2003) suggests that the

main aim of integration is to gain citizenship to the host country, as a way to

accessing rights and participation in civil life. However, social engagement is

not necessarily a consequence of formal citizenship and entitlements should

be for all, regardless of that.  

Research (Castles and Miller 1993; Castles 2005; Portes et al. 1999; Alba

and Nee 1997) has identified three integration models: the assimilation

model, the differential exclusion model and the pluralist model. The

‘assimilation model’ encourages migrants to adopt the social and cultural

practices of the host communities and abandon their own cultural practices,

so as to assimilate into the general population. The “differential exclusion

model” is associated with guest workers programs, thus migrants are

encouraged not to bring their families and develop ties to the host society;

avoiding permanent settlement and citizenship. The “pluralist model” was

built on the assumption that nations are neither homogeneous nor mono-

cultural, thus migrants are allowed to keep their own cultural practices and

organise their communities in a way that protects themselves from

discrimination. These models are idealistic, thus it is possible to find

combinations of them when we look at the specific national societies, and

these can even adjust from time to time due to political change.

Integration can be assessed by looking at indicators such as access to

nationality, schooling, employment, socio-economic mobility, mixed

marriages, access to social security and rights, political and social

participation, cultural integration, and urban concentration and dispersion,

among others. Since the 1980’s, analysis of integration has shifted from the

economic perspective to the cultural and political spheres (Withol de

Wenden, et al, 1995).

Migration and health determinants: conceptual framework

This section aims at presenting an overview of the determinants of

migrant’s health. It also reviews the factors that influence migrant’s health

and how these factors explain the inequalities in health between migrants

and host populations. 

There is a tendency, both in the scientific and policy-oriented literature, to

base the study of migrant’s health on racial or ethnic

classification/categories. By focusing on race, it is implicitly assumed that

health differences can be explained by biological or genetic factors. This

may be true in some cases, however it does not consider the importance of

social and economic circumstances, quoting Dunn and Dyck, 2000, ‘there is

a racialization of socio-economic problems’. The concept of race is highly

controversial in the scientific literature, as it has an impact in determining

disease susceptibility (Frank, 2007). Some argue that ‘race plays no part in

influencing people’s health, but that it is racism which derives from the

discourse about race that induces the emergence of race-related inequalities

in health (Krieger, 2003) In addition, the construction of racial categories is

often arbitrary, encompassing highly heterogeneous populations, without

any reliable genetic basis (Annandale, 1998). On the other hand, some

countries have found the adoption of a racial and ethnic minority’s

perspective a better way of looking at it.

The study of “ethnicity” as a health determinant has been considered

more satisfactory as it encompasses attitudes and behaviors related to

cultural norms and values. However, even in the case of ethnicity, there is

still the assumption that these static determinants apply to all people of a

given “ethnicity”; in all circumstances, time and place. Furthermore, the so-

called definition of ‘ethnic groups’; a mixture, in general, of nationality,

place of birth or linguistic groups, does not solve the problem of

heterogeneity. In addition, Annandale (1998) suggests that the “scientific
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racism” has now been superseded by a “cultural racism’, so, the use of

ethnic categories does not reduce the threat of negative views and stigma.

Certainly, genetics and cultural habits should not be neglected. A study by

Haiman et al. (2006, cited in Frank 2007), indicated that among moderate

smokers, African-Americans and native Hawaiians are most likely to

experience lung cancer than other racial or ethnic group. The authors

conclude that these groups are constitutionally more susceptible to the

effects of tobacco carcinogens.  The role of culture has often been

highlighted, in studies on mental health, giving rise to the so-called “trans-

cultural psychiatry” (Kirmayer, 2005). Cultural differences have been largely

documented in terms of attitude towards illness and health care (Dias et al.,

2002, Johnson et al., 2002).

By focusing on migrants, however, we are implicitly putting the emphasis

on life events, that is, on the process of migration; based on their situation

in the origin country and settlement in the host country. Undoubtedly, the

boundary between migration and “ethnic minorities” can not be clearly

delineated. While studying mental health disorders in second-generation

migrants in Sweden, Saraiva Leão and colleagues (2005) acknowledge that

although these people had not experienced migration personally, they had

been affected long-term by the consequences of their parents’ migration.

So, the issue is a difficult one. Yet, studies that consider the migration

process never go further than looking at the consequences for the third

generation.  However what is clear, is that in our case, by focusing on

migrant’s health as a field, we put specific emphasis both on the migration

circumstances but also on the settlement process of migrants and their

descendents, thus encompassing migrants and latter generations. 

Further Important studies have provided evidence of importance of social

determinants on health (Marmot, 1999). Strikingly, migrants are used to

support this argument. Marmot (1999) showed that migrants from the same

country develop different diseases dependent on where they migrate to,

providing evidence that puts more importance on the environment than on

genetic predisposition and cultural habits. Bradby (1995) indicated that 85%

of the variation in human genetics can be accounted for by individual

differences while only 7% is due to differences between “races”. As Dunn

and Dijck (2000) state, the most important antecedents of human health

status are not medical care inputs and health behaviors (smoking, diet,

exercise, etc.) but the social and economic characteristics of individuals and

populations.

Migration and social exclusion

When reflecting on migrant health, it is important to not only focus on the

circumstances of migration, from the pre-departure conditions until

settlement in the host country but also the situation for second and third

generations. 

Firstly, some diseases are specific to given regions of the world, like

malaria or yellow fever. Migrants are more likely to be affected by the

infections in those regions they come from. In this sense, one may avoid

confusion about the carrying of diseases. Migrants may carry specific

diseases not because of a particular biological vulnerability but due to their

living conditions in the country of origin.  We may cite, in particular, the

scarcity of health care and health prevention services in developing

countries. The living conditions in the origin country may be characterized

by extreme poverty, deprivation, poor nutrition and hygiene, situation of

war and persecution; hence, migrants, (in particular the refugees and

asylum seekers) may have experienced highly vulnerable conditions before

departure.

Secondly, the migratory process itself is likely to influence the health of

migrants. The journey itself may be dangerous and traumatic as is

frequently the case with refugees, displaced persons and/or victims of

trafficking fleeing danger and/or material deprivation. The migratory process

is often marked by fear of repression by the authorities of the origin or the

host country. The current restrictions in the hosting of migrants (closing of

borders, repatriation) make migrants more vulnerable to trafficking and

other risks related to migration.

Thirdly, it is important to examine the settlement process and the

migrant’s living conditions in the host country. The scientific literature often

treats the issue of migrant health in the host country as a case of social

exclusion (Shaw et al., 1999). 

The association between socio-economic status (SES) and health is well-

known (Marmot, 1999). Several studies have provided evidence that poor

SES (low income and education, poor housing, deprivation, isolation) is

detrimental to health. Poverty is bad for health, and effects mortality and

morbidity. The lower the social class, the higher the likelihood of ill-health

and premature death.

Migrants are more likely to be in worse health because they tend to

belong, on average, to the lower social classes. A recent paper by the OECD

(2007) documents the trend that fewer migrants are integrated in the labor

market across OECD countries. This paper highlights the lower educational

attainment of foreign-born populations as compared to natives ones and

their higher unemployment rates (10.5 versus 6.3% among men, 12.5 versus

7.5% among women, in the OECD). Interestingly, the paper also reports that

the socio economic conditions remain low among second-generation

migrants. The acknowledgement that first and second generation migrants

are poorer, on average, than the natives is a first and crucial explanation for

the migrants’ vulnerability to  ill health.

Furthermore, it is not only that migrants are poorer on average; they

often face true conditions of poverty and deprivation in the host country. It

is not only the gradient that matters, but the migrants’ situation at the lower

end of the socio-economic scale. Shaw et al. (1999) quotes a series of

causes for poverty; lack of economic resources and poor living conditions

being detrimental to health. Poverty is generally associated with poor

nutrition, overcrowded and inadequately heated housing, increasing the risk

to infections and the ability to maintain optimal hygiene practices. Poverty

affects access to care, the ability to care for one’s health as well as the

health of the children. Poverty is also often associated with unhealthy

behaviors such as smoking, alcohol consumption and poor exercise and

related to low-paid, illegal and often risky jobs. Living in a deprived area is

also a determinant of bad health, as it often implies poor public transport

and health care services, higher criminality, pollution and stigma that affect

access to employment.

Shaw et al. (1999) add that poverty and deprivation are often related to

the more generic situation of social exclusion; that there is a process of

marginalization and exclusion from various aspects of social and

community life. Social exclusion is not only the product, but also the cause

of poverty and deprivation. Unemployment, most present among migrants,

means exclusion from social production; contributing to society. The

consequent poverty implies economic exclusion from consumption and this

is particularly the case for undocumented migrants. Social exclusion also

refers to legal exclusion from civil society (in extreme cases repatriation or

imprisonment). It is important to note that social exclusion may become

collective phenomena, as excluded people concentrate or are segregated in

deprived areas, reinforcing the stigma and exclusion of its inhabitants.

The factors that make migrant populations more vulnerable to lower

socio-economic position, poverty and social exclusion are diverse. The legal
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status in the host country has already been mentioned; being

undocumented prevents access to a legal job, most services and in

particular, to social insurance and health care services. Access to legalization

is obviously the most straightforward explanation for marginalization. In this

sense, the current restrictions of the migratory process and the growing

criminalization of migrants certainly increase marginalization, not only

because it is harder to get documents, but also because it provokes

uncertainty and insecurity. It is important to note that this uncertainty about

settlement can last for months or even years, making it more difficult to

access the labor market and social insurance, as well as the family

regrouping.

Nonetheless, for the majority of migrants, (the documented ones), there

are several reasons that may induce marginalization, and poorer socio-

economic conditions in the host country. Language and cultural barriers

certainly play a role which makes professional and social integration more

difficult. The education, work practices, cultural norms acquired in the

origin country may not be transferable to the new environment, so further

educational training and professional skills may be required, which may

take a long time to acquire.  Discrimination may prevent access to well-paid

jobs as well as access to housing; migrants are often confined to low-paid

and/or illegal jobs, and to living in ghettos which increase the stigma. More

generally, racism and discrimination represent strong barriers to integration

as they promote isolation, anxiety, low self-esteem and marginalization.

Finally, migrants are often experience loneliness and lack of social support

especially when family grouping is not possible.

At first sight it looks like the migrant’s health is mainly affected by the

same determinants as those living in poorer conditions, underprivileged or

suffering social exclusion in the host countries. However, migrants

experience these conditions within the context of migration; that is that they

are also likely to be affected by the migration process as a whole, from pre-

departure conditions until settlement. This renders the migrant’s situation

different from that of underprivileged or socially excluded natives. The sense

of loss (of support and social position.) experienced by migration can often

cause migrants to redefine their identity and values. The relationship

between migrants and non-migrants is also important. Often there can be a

real mixture of  feelings, ranging from hostility and distrust to curiosity and

acceptance. This certainly applies to all migrants, even those in  a high

socio-economic position. In a nutshell, there are a number of factors that

need to be considered when understanding migrant’s health: the socio-

economic circumstances of migration, the pre-departure to settlement, the

cultural norms, the genetic predispositions, and the psycho-social

specificities of the migration process. In this sense, the study of migrant’s

health sits within various disciplines, accentuating the complexity of the

issue.

Immigration and citizenship in the European Union 

Citizenship is an old concept associated with a set of rights and duties that

are granted to the members of a certain community. Its origin may be

traced to Classical Greece, where a clear line separated the citizens (the

male members, who benefited from full rights), from the non-citizens - the

women, the slaves and the foreigners1. Through history, the guarantee of the

rights and duty has been established by political and military authorities,

which typically established a  hold over a territory and its people,

differentiating the members of the “community” (the “us”) from the ones

living and coming from other areas (the “others”).

With the emergence and the development of modern Nation States in the

late 18th and in the 19th century, forms of control, duties and rights of the

citizens evolved and national governments have progressively become the

central element in the process of formally defining citizenship2 and also of

ensuring the respect for the set of rights and duties associated to it (Garcia,

1999). From this period onwards, the separation between the “us” (the

citizen with full rights) and the “other” (the non citizen) started to

correspond with the difference between the member of the national

community (typically linked by birth or through a blood line to the territory

of the nation-state3) and to the members of other (foreigner) national

communities. With the expansion of the Nation State system all over the

world, each citizen has become a national citizen4, independent of being a

member of a specific ethnic community (e.g. the Basques, the Welsh, the

Inuit, the Laps, the Rom). In fact, the emergence of Nation States has not

only created the modern notion of “foreigners” or ‘external ethnic

minorities’ but is also responsible for the creation of the ‘internal ethnic

minorities’.

In 1949, T.H. Marshall (1950) suggested that there were three basic

dimensions to contemporary citizenship rights: civil (equality towards the

law), political (participation in public institutions and public power) and

social rights (access to health, education, housing and other basic social

issues). One could say that access to all of these rights defines full

citizenship. However, this access must be both, formal (established by law

and recognised by the public institutions) and substantive, that is effectively

With the emergence and the
development of modern Nation
States in the late 18th and in the 19th
century, forms of control, duties and
rights of the citizens evolved and
national governments have
progressively become the central
element in the process of formally
defining citizenship
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1. Even in the ancient Athenian democracy, the status of the foreigners was object of discussion,
as one can see in Aristotle’s, Politics.

2. The idea of social contract, theorised by Hobbes and Locke, is inherent to this process.
Rosseau, who assumes that all men are born free and equal, develops the idea of social
contract, assuming that State is the result of a contract established by all members of the
society. According to this contract, every citizen places his individual natural rights under the
umbrella of the general will, that may be understood has the set of rights and duties that
correspond to the most relevant interests of the community of free individuals. The role of the
State in the social contract is to “represent the people” and to ensure equality in face of the law
and that the set of basic rights is fully respected.

3. The difference between birth and blood line was transferred to the legal systems and originated
the principles of jus sanguinis (the citizens are basically defined by ancestry; the child – or even
a grand-child - of a citizen of a certain Nation-state is also member of that State) and jus solii

(citizens are defined through the place of birth; somebody born within the boundaries of a
Nation-State is a citizen of that Nation-state).

4.  By national citizen we mean the formal membership of a Nation State. However, frequently, a
distinction between citizenship and nationality is established. Citizenship refers to the formal
membership of a Nation State whereas nationality is associated to the belonging to a certain
Nation, that is a group of people that shares common cultural values (language, practices,
eventually a religion), the same place of origin and reference and that recognises itself and it is
recognised as belonging to that same National group. The politically organised Nation, with its
territory and its institutions, corresponds to the Nation State. However, some States have a
pluri-national composition, such as Belgium or Spain, and its historical formation involves the
participation of more than one Nation, either as the result of a negotiation process or as the
imposition of the will of the strongest Nation.
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“used” and daily recognised by all members of the society. Unfortunately,

for many citizens, the formal recognition of rights does not necessarily

correspond with the effective delivery of these rights. 

Tran nationalism, socio-ethnic diversity and citizenship changes

The association between attribution of citizenship and the belonging to a

Nation State has established a clear distinction between nationals (citizens)

and foreigners, who were supposed to benefit from a limited set of rights,

being sometimes called “denizens” in the specialised literature (Hammar,

1990; Aleinikoff and Klusmeyer, 2002). The traditional way to overcome the

constraint of rights experienced by immigrants was naturalisation, a process

which began  in the traditional immigration countries of North and South

America, Australia and New Zealand, as a step in the assimilation process

(Baubock et al., 2006) or, in a broader perspective, as a step in the

consolidation of the “new” Nation State itself. In Western Europe, the

largest immigration wave took place in the 1950s and 1960s and was mainly

composed of labour migrants, formally assumed as guest workers, who

were not considered citizens during their supposedly short stay (Castles,

1986). However,  many of these foreigners have become long term migrants

and in many cases, never returned indefinitely to their home countries once

they had their own families. This process has led to changes in the set of

rights attributed to foreigners, blurring the former differences between

(national) citizens and foreigners. In addition to this, other factors explain

the way rights are attributed to foreigners and how the general conditions of

access to citizenship have changed:

i) The maintenance of the nationality of the countries origin by long-term

migrants due to symbolic and identity issues and the right to property or

the right to participate in political institutions (Baubock et al., 2006);

ii) The development of trans national practices (frequent travel, daily

contacts, exchange of money and goods, investment in the places of

origin, etc) by many migrants, which develop lives that are anchored in

more than one place;

iii) The challenges faced by the Nation State due to the pressure developed

by both, the supra-national institutions and the regional and local

authorities, leading to a weakening of loyalty towards the Nation State

and also to the emergence and re-enforcement of other loyalties, such as

the local and the regional ones (Soysal, 1996);

iv) An increasing discourse on Human Rights as a basic universal principle

for formal and de facto attribution of citizenship rights. Within this

perspective, which is based in the codification of human rights as a

universal reference for individual rights, all individuals should benefit from

a basic set of fundamental rights, whether nationals or foreigners (Soysal,

1996).

All these developments have contributed to blur the line between Nation

State, belonging and citizenship, that is, the association between (national)

identity and citizenship (rights). This has resulted in a progressive extension

of the rights of foreign residents and long-term foreign residents in basically

all EU member-states, namely in the social (education, health,

unemployment benefits, retirement, access to public housing etc) and civic

fields (creation of associations, civic representation…), equalising or almost

equalising those of national citizens (Baubock et al., 2006). Foreigners seem

to experience more limitations when it comes to political rights. However,

within the last 20 years, several EU countries and cities have created

consultative bodies where immigrants can present their claims and make

political proposals on topics directly or indirectly related to the

problems/issues of their daily lives. In addition, the right to vote and to be

elected in local elections has been given to non-EU foreigners in 14 of the

25 countries that were members of the EU in 20065 (Baubock et al., 2006).

As far as naturalisation regimes are concerned, the variations between EU

member-states are still relevant (Hansen and Weil, 2001). Nonetheless, there

seems to be a growing acceptance of double or multiple citizenship, several

countries have abandoned the requirement to enunciate former nationality

before receiving their “new” nationality. In addition, several origin countries

are also accepting multiple nationalities among their emigrants. 

We have seen that the EU principles on foreigners’ rights, (social and to

some extent civic rights), are based on the equality between nationals and

Non-EU foreigners6. In order to put this process in place, the Council was

able to pass a directive on ’long-term residents’ rights and duties (COM

(2001) 127-adopted) and also a directive on family reunification (COM

(2002) 225-adopted). All these elements point to a consensus of opinion

among EU member-states in this domain.

In terms of citizenship, the differences between states are significant and

the effective judicially autonomous EU citizenship does not exist as such. As

stated in the Amsterdam Treaty (1998), Union Citizenship complements but

does not replace national citizenship of the member-states. Access (and

loss) to citizenship is regulated by the specific laws of the 27 member-states,

and the decision is taken at the national level, even if the legal framework

that supports it is in accordance with the general principles of EU law

(Baubock et al., 2006). 

Migrants and the right to health care

As already expressed above, migrants as a diverse population are subject to

much vulnerability; conditions in the country of origin and the social and

environment conditions in which they live, and the process of transition,

adaptation and settlement in the host country.  There are many statutory

conditions which limit their access to goods and services. The right to

health care, health promotion, disease prevention and treatment are specific

problems for irregular and undocumented migrants. Access to social and

political benefits, like access to health care systems depends on national

governments and national rules. Migrants are covered by the international

human rights laws, a framework of international rules, which individuals

may claim from governments, but these rules depend on national laws.

The Universal Declaration of Human Rights (1948) is the document for all

human rights conventions and is therefore the best known. The principles of

non-discrimination and equality are the key elements of  international

Challenges for health in the age of migration

5. In same cases, this is subject to reciprocity prerogatives (the voting rights are only attributed to
foreigners of a specific country if the nationals of the member-state also benefit from voting
rights in that country) and to a certain time of residence in the locality.

6. The Tampere European Council of 1999, stated that long term resident third country nationals
should enjoy rights and obligations comparable to those of nationals of member-states.
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human rights (See Table 2.1)

However, the ‘right to health’ can mean  different things in different

situations, as the General Comment No. 14 (2000) (See Table 2. 3),

concerning the right to the highest attainable standard of health (article 12

of the International Covenant on Economic, Social and Cultural Rights). The

Committee on Economic Social and Cultural Rights monitors the application

of the Convention on ESC rights by states that have ratified the Convention.

Article 12 of the Convention (See Table 2.2) asserts that states “recognize

the right of everyone to the enjoyment of the highest attainable standard of

physical and mental health (Virginia A. Leary, The Development of the Right

to Health, Human Rights Tribune des droits humains, Volume 11, N. 3.) The

general comment regards health as an inclusive right, underlying

determinants of health such as housing, education or food that go along

with health. They consider health as a fundamental human right

independent of exercising other human rights.

Number 12 in the same document defines the ‘right to health’ in all its

forms and at all levels and contains the following interrelated and essential

elements:

� Availability. Functioning public health and health-care facilities, goods

and services, as well as programmes, have to be available in sufficient

quantity.

� Accessibility. Health facilities, goods and services  have to be accessible

to everyone without discrimination;

� Acceptability. All health facilities, goods and services must be respectful

of medical ethics and culturally appropriate;

� Quality. As well as being culturally acceptable, health facilities, goods

and services must also be scientifically and medically appropriate and of

good quality. 

Further to developing the implications of the right to health, the

Commission for Human Rights, in 2002 appointed a ‘special rapporteur’ on

health and human rights. Paul Hunt, a New Zealand national, was

appointed Special Rapporteur for a period of three years. His last report

(Implementation Of General Assembly Resolution 60/251, of 15 March 2006,

entitled “Human Rights Council, 2007) on the right of everyone to the enjoy

the highest attainable standard of physical and mental health, was

submitted in accordance with Human Rights Council (decision 1/102), and

contains two sections. The author describes the progress made by the

health and human rights movement in the last decade and outlines a range

of major obstacles. The report provides authoritative guidance on the scope

of the right of everyone to the enjoyment of the highest attainable standard

of physical and mental health. 

In the European Union the main instrument of protection is the Charter

of Fundamental Rights of the European Union (See Table 2. 4) Its purpose

was not to create new rights but rather to clarify and highlight already

existing human rights. The charter lists all of the fundamental rights under

six major headings: dignity, freedoms, equality, solidarity, citizens’ rights and

justice (PICUM, 2007).

In the European Council of Nice, in December 2000, the Charter became

an important landmark. It is a reference document that allows to the

citizens of the Union and the countries candidates to understand the

respective rights and the values within the construction of the Union.

Although it does not have a legal effect, as time goes on the Charter

generates a greater number of comments, complaints, petitions and letters

from citizens. 

Besides the Charter of Fundamental Rights, there are other instruments at

European level that aim to enhance the rights of migrants, especially

irregular migrants. Until recently the approach that has been adopted has

almost focused on the control of the flows and repression of irregular

Table 2.1: UNIVERSAL DECLARATION OF HUMAN RIGHTS

Article 25

Everyone has the right to a standard of living adequate for the health and

well-being of himself and of his family, including food, clothing, and

housing and medical care and necessary social services, and the right to

security in the event of unemployment, sickness, disability, widowhood,

old age or other lack of livelihood in circumstances beyond this control

Table 2.2: INTERNATIONAL COVENTION ON ECONOMIC, SOCIAL AND CULTURAL RIGHTS

Article 12

1. The States Parties to the present Covention recognize the right of

everyone to the enjoyment of the highest attainable standard of physi-

cal and mental health.

2. The steps to be taken by the States Parties to the present Covention to

achieve the full realization of this right shall include those necessary

for:

(a) The provision for the reduction of the stillbirth-rate and of infant mor-

tality and for the healthy development of the child;

(b) The improvement of all aspects of environmental and industrial

hygiene;

(c) The prevention, treatment and control of epidemic, endemic, occupa-

tional and other diseases;

(d) The creation of conditions which would assure to all medical service

and medical attention in the event of sickness.

Table 2.3: COMMITTEE OF ECONOMIC, SOCIAL AND CULTURAL RIGHTS, COMMENT NO. 14 (2000)

The right to the highest attainable standard of health (article 12 of

the International Convention on Economic, Social and Cultural

Rights)

3.The right to health is closely related to and dependent upon the realiza-

tion of other human rights, as contained in the International Bill of

Rights, including the rights to food, housing, work, education, human

dignity, life, non-discrimination, equality, the prohibition against tor-

ture, privacy, access to information, and the freedoms of association,

assembly and movement. These and other rights and freedoms address

integral components of the right to health.

4. In drafting article 12 of the Convention, the Third Committee of the

United Nations General Assembly did not adopt the definition of health

contained in the preamble to the Constitution of WHO, which concep-

tualizes health as “a state of complete physical, mental and social well-

being and not merely the absence of disease or infirmity”. However,

the reference in article 12.1 of the Convention to “the highest attain-

able standard of physical and mental health” is not confined to the

right to health care. On the contrary, the drafting history and the

express wording of article 12.2 acknowledge that the right to health

embraces a wide range of socio-economic factors that promote condi-

tions in which people can lead a healthy life, and extends to the under-

lying determinants of health, such as food and nutrition, housing,

access to safe and potable water and adequate sanitation, safe and

healthy working conditions, and a healthy environment.
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migration and little attention has been devoted to the protection of human

and labor rights of migrants.

The Council Directive 2000/43/EC, of 29 June 2000 (Table 2.5), which

implements the Principle of Equal Treatment between persons irrespective

of racial or ethnic origin,  reaffirms the principle of non-discrimination and

marks a major advance in European antidiscrimination law, providing for

the first time broad legal protection against discrimination on grounds of

race or ethnicity. (PICUM, 2007)

Another European instrument is the Council Directive 2004/81/EC, of 29

April 2004, is the issue of a residency permit to those third-country nationals

who are victims of human trafficking or subject to an action to facilitate

illegal immigration, who have cooperated with the relevant authorities.

However, at the European level, the Council of Europe signed the

Convention for the Protection of Human Rights and Fundamental Freedoms

(1950) and the European Social Charter (revised 1996) (PICUM, 2007).

There are other specific instruments that cover exclusion to fundamental

rights.

Nonetheless, the questions to be answered in this report are: ‘why access

to health care is a problem for migrants’? ‘Why the right to health care is

still a problem for migrants in the European Union and is this due to the

legal statuses?

PICUM (Platform for International Cooperation on Undocumented

Migrants) has issued a report (2007) that summarizes the situation of

irregular/undocumented migrants in some EU countries. 

It explained that the term ‘irregular migration’ is commonly used to

describe people who enter or remain in a country of which they are not a

citizen as an infringement to national laws. These include migrants who

enter or remain in a country without authorization, those who are smuggled

or trafficked across international borders, unsuccessful asylum seekers who

fail to observe a deportation order and people who avoid immigration

controls through the arrangement of bogus marriages.

These different forms of irregular migration are often clustered together

under the alternative headings as unauthorized, undocumented or illegal

migration. 

Migrants with irregular status are often unwilling to seek redress from

authorities because they fear arrest and deportation. As a result, they often

do not make use of public services which they are entitled to, for example

emergency health care. In most countries, they are also barred from using

the full range of services available to citizens and migrants with a regular

status. In such situations, NGOs, religious bodies and other civil society

institutions often provide assistance to migrants with irregular status.

Further information about the accessibility of undocumented migrants in

some European countries, can be found at the Platform for International

Cooperation on Undocumented Migrants (PICUM, www.picum.org). 

Several countries were asked whether undocumented migrants in their

countries have access to public health care or whether there was a special

health service that catered for them.  Several countries responded in the

transcript below.  It shows the difference in delivery of the right to health

care for undocumented migrants between Member States. 

Undocumented migrants and the right to health care 

Source: www.picum.org

Spain 

The law passed in 2001 guarantees health care for pregnant women and

minors, and for undocumented migrants who are registered at the town

hall. However, this is a national law, and each autonomous community has

its own competences in health care. An example of how this works is the

case of Andalucía. In 1999, a special agreement was made by the

Department of Health of the Andalusian government, NGOs and trade

unions to guarantee access to the health care system. An undocumented

migrant can access health centers directly or via the referral card obtained at

a participating organization. 

The condition of registration at the town hall also excludes a number of

groups from access to health care, as the precondition is the possession of a

passport and a housing contract. Therefore, there are a number of special

Table 2.4: CHARTER OF FUNDAMENTAL RIGHTS OF THE EUROPEAN UNION

Article 34 – Social security and social assistance

1. The Union recognizes and respects the entitlement to social security

benefits and social services providing protection in cases such as

maternity, illness, industrial accidents, dependency or old age, and in

the case of loss of employment, in accordance with the rules laid down

by Community law and national laws and practices.

2. Everyone residing and moving legally within the European Union is

entitled to social security benefits and social advantages in accordance

with Community law and national laws and practices.

3. In order to combat social exclusion and poverty, the Union recognizes

and respects the right to social and housing assistance so as to ensure

a decent existence for all those who lack sufficient resources, in accor-

dance with the rules laid down by Community law and national laws

and practices.

Article 35 – Health care

Everyone has the right of access to preventive health care and the right to

benefit from medical treatment under the conditions established by

national laws and practices. A high level of human health protection shall

be ensured in the definition and implementation of all Union policies and

activities.

(2000/C 364/01), Official Journal of the European Communities 18.12.2000

Table 2.5: Council Directive 2000/43/EC, 29 June 2000

1. The Treaty on European Union marks a new stage in the process of cre-

ating an ever closer union among the peoples of Europe.

2. In accordance with Article 6 of the Treaty on European Union, the

European Union is founded on the principles of liberty, democracy,

respect for human rights and fundamental freedoms, and the rule of

law, principles which are common to the Member States, and should

respect fundamental rights as guaranteed by the European Convention

for the protection of Human Rights and Fundamental Freedoms and as

they result from the constitutional traditions common to the Member

States, as general principles of Community Law.

3. The right to equality before the law and protection against discrimina-

tion for all persons constitutes a universal right recognised by the

Universal Declaration of Human Rights, the United Nations Convention

on the Elimination of all forms of Discrimination Against Women, the

International Convention on the Elimination of all forms of Racial

Discrimination and the United Nations Covenants on Civil and Political

Rights and on Economic, Social and Cultural Rights and by the

European Convention for the Protection of Human Rights and

Fundamental Freedoms, to which all Member States are signatories.
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health care centers focusing on those groups. 

The new Aliens Act that went into effect on 22 December 2003 contains

two new provisions that will directly affect undocumented migrants,

specifically concerning health care: police are now able to access data of

foreigners registered at municipalities; and thus undocumented migrants no

longer have much of an incentive to register at the municipality (they may

still register to obtain health care, but many may consider it too risky given

that the police can now have access to their data).  

Austria

No. Even for asylum seekers, access to (free) health care is not guaranteed.

However, there are some NGOs that try to meet asylum seekers’ and

undocumented migrants’ needs in this field. Undocumented migrants can

always be private patients, but the costs are high. Some organizations

intervene at the stage when a bill cannot be paid, either trying to get it

cancelled or reduced, or by even footing it themselves. 

Belgium

Undocumented migrants in Belgium have the right to urgent medical care,

according to the Royal Decree of 12 December 1996. This decree states that

urgent medical care can be both preventive and/or curative. Therefore,

“Urgent Medical Care” refers to a wide variety of urgent care provisions. An

operation, childbirth, an examination, physiotherapy, medication, etc., can

all be considered in regard to the above-mentioned decree.  

“Urgent Medical Care” must be differentiated from “Emergency Medical

Assistance.” The latter is the assistance required immediately in case of an

accident or illness. Emergency Medical Assistance is specifically regulated by

another law and applies to everyone, including undocumented migrants. 

In the past there has been considerable confusion about the term

‘urgent’. Mostly doctors are rather restrictive when first confronted with the

procedure. However, it seems that the more the doctors use it, the more

they enlarge the term. One can say that the common interpretation of the

term ‘urgent’ is evolving towards ‘necessary’. Doctors consider e.g. regular

follow-ups as urgent medical help, as well as vaccinations. In this way, the

rather inaccurate description in the law gives in the end the possibility of

broad interpretation, which is also the experience of Médecins Sans

Frontières (MSF) and Medimmigrant. 

Organizations working for undocumented migrants like MSF and

Medimmigrant see it as their task to inform hospitals and doctors on the

term of Urgent Medical Care. MSF for example had a project in Verviers (a

small town in the East of Belgium), informing the general practitioners

(GPs) in the region on the Royal Decree and access to health care in

general. After some time, MSF stopped the project since all the GPs and the

regional hospital understood the law and acquired some experience in

practicing and applying it.  Also in the city of Ghent there are good

experiences, but in places like Brussels, Antwerp or Liege it seems to be

more complicated. 

Access to mental health care for undocumented migrants is problematic,

since in Belgium this is provided mostly by psychologists and not by

psychiatrists. Psychologists however are not allowed to sign for urgent

medical care, and as a consequence medication cannot be provided. 

Denmark

No, there is no right to health care for undocumented migrants, although, in

principle, doctors have an ethical obligation to provide anyone in urgent

need of medical care. 
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France

Rights stipulated by law 

Article L 251-1 of the Family and Social Action Code (Code de l’action

sociale et des familles) stipulates that the “Aide médicale d’état” (AME) shall

provide free health care for those who cannot benefit from health insurance

and foreigners irregularly residing in France (it is thus largely directed at

undocumented migrants).[3] The AME entered into force in January 2001.   

AME in public hospitals is accessible to all undocumented migrants in

France, regardless of how long they have resided irregularly in France

(commonly referred to as aide médicale hospitalière). This coverage

includes any care undertaken in a health center (mainly hospitals) as well as

any prescriptions. Undocumented migrants who have proof of three years

of uninterrupted residence in France can qualify for treatment outside the

public hospitals (les soins de ville). This covers medical costs such as

doctors’ visits, pharmaceutical costs, laboratory exams, dental and eye care,

abortion, and some other care.   

Recent Developments concerning AME  

In December 2002, the French government, seeking areas in which budget

cuts could be made, voted on amendments that would abolish

undocumented migrants’ right to free health care under AME. These

measures are contained in the 2004 budget. On 16 December 2003, French

senators approved a revision of AME for undocumented migrants. From

now on, foreigners without a valid residence permit will not have

immediate access to AME. They must first prove that they have been living

in France continuously for three months. Emergency medical care will

remain free, but beneficiaries of AME will have to pay a forfeit fee.  

Germany

In theory, undocumented migrants in Germany have the right to public

health care in case of illness, pregnancy and birth, according to the Asylum

Seekers Assistance Law (Asylbewerberleistungsgesetz) § 4 with § 1 no. 5

and 6, or, in cases where this does not apply, the Federal Social Assistance

Law (Bundessozialhilfegesetz) § 120, 1, 1. This stipulates that foreigners,

who actually reside in Germany, without reference to their legal status, have

to receive help in the case of illness, pregnancy and birth.[2] However, in

practice this right is usually difficult to fulfill, since public officials have a

duty to report any information they obtain on undocumented migrants

during their duty to the Foreigners’ Office (see further explanation below).

In addition, although undocumented migrants have the right to emergency

treatment, hardly any will risk entering a hospital even in case of severe

injuries. It is disputed among migration lawyers, if even health care

providers in clinics and hospitals are required to report undocumented

migrants under § 76 Foreigners Law. Many hospitals did report

undocumented migrants to the Foreigners Office in the past, though. 

Any treatment is very costly for undocumented migrants, since they

either have to pay in cash or they need private health insurance which

covers health care in Germany. If the hospital administration fears that the

bill will not be covered, this will be reported to the Social Security Office and

could subsequently be reported to the Foreigners Office as well.  

Therefore, undocumented migrants have to develop their own strategies

to receive medical help. Some return to their country of origin for medical

care, while others receive services by borrowing an official insurance card

from a friend or relative. Most, however, get help from social networks that

organize health care by circumventing controls. In general, these networks

are based in local and migrant communities, while some are established by

activists or church based groups. They provide counselors, doctors,
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medicine and in some cases they even co-operate with local hospitals and

clinics. 

Italy

Article 35 T.U. assures health care to undocumented migrants in the

following areas: outpatient and hospital care which is urgent or otherwise

essential even if continuous; medical programs which are preventative or

which safeguard individual or collective health; maternity coverage on an

equal basis with Italian citizens; coverage of the health care to minors;

vaccinations covered by law; diagnosis, treatment and prevention of

infective diseases; activities of international prevention. 

There also are special health care centers for diagnosis and care of

foreigners, mostly undocumented migrants, which also carry out research

on particular pathologies associated with the living conditions of their

clients. 

Netherlands 

The ‘Koppelingswet’, translated as the ‘Linkage Law’, which entered into

force on 1 July 1998, deprives undocumented migrants of the right to health

insurance. The law links this right, together with all other claims to

collectively financed provisions, to the residence status.   

It took a few years for this law to be passed mainly due to the resistance

of human rights organizations and organizations of physicians (such as the

Royal Dutch Doctors Organization). All these organizations realized that

denying the right to insurance for undocumented migrants would cause

problems with accessing health care. In addition, there has been a critical

review of the first draft of the law in the light of children’s and women’s

rights.   

Urgent Medical Care 

The ‘Koppelingswet’ changed Article 8b of the Dutch Aliens Act. This article

says in its new version that undocumented migrants are only entitled to

collectively financed provisions in case of ‘urgent medical care’ or for the

prevention of breaches of public health. It was a precondition in the

implementation of the law that urgent medical care would still be available,

and that the costs of this would not be charged to providers.   

Due to strong resistance, the minister responsible has changed the

definition of ‘urgent medical care’, and stated on many occasions that every

doctor has an obligation to help anybody regardless of his or her position in

society, race, and belief, etc. Instead of the word ‘urgent’, the term

‘necessary’ is used.   

The official description of ‘urgent medical care’ is the following:

• In case – or for prevention - of life threatening situations, or in case – or

for prevention - of situations of permanent loss of essential functions.

• In case there is a danger for a third party, e.g.  Certain contagious diseases

(in particular TB) and for psychological disturbances and consequent

aggressive behavior.

• Pregnancy care (before and during birth).

• Access for children without a status to preventive Health Care and to a

vaccination program similar to the national vaccination program.

Since the passing of the law, there have been a lot of misunderstandings

of the meaning of ‘urgent medical care’ among doctors but especially by the

financial departments of the hospitals. Human rights organizations such as

the Johannes Wier Stichting see it as their task to inform health service staff

of the exact meaning of the term.

The Linkage Fund 

Two provisions have been taken to ensure that the costs for health care do

not fall on the shoulders of the providers. The first provision is for the most

costly part of the health care system, which is hospitalization. Hospitals have

a special write-off for unpaid bills (‘dubieuze debiteuren’). Since the

entering into force of the Linkage Law, the amount of the budget of

‘dubieuze debiteuren’ is determined every year; before this happened on a

three-yearly basis. It should be noted that the costs for hospitalization of

undocumented migrants are, by way of this provision of ‘dubieuze

debiteuren’, in fact paid from the collectively financed provisions.  

The second provision is the ‘Linkage Fund’ (Koppelingsfonds), installed

for ‘first line aid’ (like doctors, obstetricians, pharmacies). This Fund, which

contains 5 million Euro, does not serve to pay the bills of the patients, but

rather to compensate the doctors for a loss of earnings. The 5 million Euro

of the Fund are basically the savings from the other part of the law. The

savings from social security, child support etc, were estimated at 5 million. It

was a neutral budget solution, not based on an estimated need.   

The Fund has been used now for two years. At first NGOs were fearing

that 5 million Euro would not be enough, but it turns out that even these 5

million are not fully used. The problem is that it is very difficult to get an

application accepted by the Fund. First, there are several cumulative

conditions that have to be fulfilled. The health care provider should prove

that the person is actually undocumented, that the costs for the health care

cannot be claimed in any other way, that the provided care was urgent, and

that the financial burden on the provider was ‘excessive’. Furthermore, it is

not possible for individual doctors to ‘declare’ unpaid bills of their patients.

Applying for money from this Fund has to be seen as applying for subsidies.

Applications have to be made by an institution, in the framework of a

regional cooperation [1][2]. The money applied for should be an estimation

of the costs in the coming year, based on the costs in previous years. In

practice NGOs found the GGDs (Gemeentelijke

Gezondheidsdiensten/Communal Health Services) prepared to organize

admission to health care.   

Volunteer organizations (such as the Johannes Wier Stichting and many

more) have done a lot of work on emphasizing the difficulties of accessing

this money. As a consequence, some adaptations have been made. The

method of sending in financial claims to the fund is getting easier and the

criteria of the board of the fund are becoming looser and looser. The

tendency is toward a more normal claims system.  

Access to GPs and hospitals 

The system in the Netherlands requires that every law has to be evaluated

after 3, 4 or 5 years. For this reason, the government has commissioned

some investigations on access to medical care for undocumented migrants.

Based on the results of these investigations, the following can be stated.   

GPs

For access to general practitioners, the last investigation was done only very

recently. (NIVEL, 2000) Interviews were held with general practitioners,

midwives and first aid departments of hospitals in order to get an overview

of this access. The conclusion of that investigation was that GPs are in

general easily accessible. It is noted however that in certain areas in big

cities with a concentration of foreigners (more than 10%), a limited

percentage of GPs (5%) very regularly have undocumented patients in their

consultations. Often there are a few GPs that have a reputation for rendering

services to undocumented migrants; as a consequence the share of

uninsured patients in their practice can be huge. (NIVEL, 2000:38)    

As it is the individual caregiver who decides whether they take a patient

or not, patients themselves have no possibility to argue or to complain to

CHALLENGES FOR HEALTH IN THE AGE OF MIGRATION 023
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any institution about not getting the help needed. Undocumented migrants

are becoming more and more dependent on the few people who are

willing and able to render these services, even though there are no juridical

or financial obstacles.   

In this context it has to be mentioned that ‘De Witte Jas Health Centre’ in

Amsterdam, which has been providing medical care for undocumented

migrants, announced that it would close down. Among the reasons given it

was said that it was time that GPs took over responsibility for treating

uninsured persons. By putting an end to its services, the Health Centre

hopes to force members of the medical profession to provide care to

clandestine immigrants and uninsured persons. (MNS, March 2001)   

Hospitals

In practice access to hospitals is rather difficult. It might happen that the

financial advisor of the hospital has an interview with the undocumented

migrant as soon as they arrive to make an agreement on the bills. If they

cannot agree and there is no life-threatening situation, the hospitals will not

help. Certain hospitals accept payment in installments afterwards. Some

keep sending bills but never really pursue them; however it may happen

that a person who did not pay earlier bills is refused further treatment. 

According to research cited above, 20 percent of all referrals to hospital

are unsuccessful. (NIVEL, 2000: 39) Three reasons are given: the patient

refuses to go to the hospital, the GP decides to treat the patient himself

because of their uninsured status, or the hospital asks for a financial

guarantee. These facts prove that sufficient knowledge of the existence of

the ‘dubieuze debiteuren’ is still lacking. It is still necessary for the doctor

who makes the referral to phone the financial directors of the hospitals, to

inform them that this system exists.   

In his extensive study on the life of undocumented migrants in the city of

Rotterdam, Prof. Engbersen notes that the method of entering the hospital is

crucial. (Engbersen and Burgers, 1999) If the patient enters via an

outpatients’ clinic, help can be refused, whereas if the person comes in via

Challenges for health in the age of migration

the emergency care, help is always given. Engbersen states furthermore that

access to hospitals is more problematic than to general practitioners, since

the tension between medical-ethical and financial-administrative aspects is

bigger when they are not (like for a GP) united in one person.  

Sweden

Undocumented migrants do not have access to health care (apart from the

possibility of being a private patient). There are a few clinics that have been

opened by NGOs in the major cities where access to health care is free. 

UK

The NHS (National Health Service) as well as the service of GPs (general

practitioners) is accessible for undocumented migrants. With the GPs, it

depends on the individual doctor whether s/he takes someone on as his/her

patient.   

People are exempt from charges if they have been in the UK for twelve

months. This may well apply to a lot of undocumented migrants, although

they may not want to prove they have been here for twelve months. Also

exempt is anyone who has come to the UK to take up permanent

residence. These are obviously rather loose requirements. A patient, who

has been in the UK for less than twelve months, can always state he/she

wishes to stay for good. There are two more interesting categories of people

exempt from charges. There is a list of countries with which the UK has

reciprocal agreements to provide free hospital care for the residents of each.

There is also a list, which includes i.e. Romania and Poland, where

residents, irrespective of nationality, can get free treatment in the UK. This

means that people who are stateless but who have been living in that other

country get free care in the UK. The other category of people exempt from

charges is that of refugees and others who have ‘sought refuge’ in the UK.

Since the hospital regulations do not specify ‘claimed asylum’, almost

anybody could say they have sought refuge in the UK. �
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1. The significant difference between the
EUROSTAT data values for foreigners and
the UN data for immigrants is due to the
way of accounting – in the first case, only
foreign nationals living in each country are
registered; in the UN case, the registers are
based in foreign-born, although some mix
between foreign nationals and foreign-born
is established.
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JORGE MALHEIROS, SOFIA NUNES AND DORA POSSIDÓNIO

Immigrants in the European
Union – Features, Trends and
Vulnerabilities

S
ince World War II, Europe, especially Western Europe has emerged as

one of the major migration destinations of the world. The period of

economic crisis between the mid-1970s and the mid-1980s led to a

slackening of immigrant flows, namely those corresponding to labour

migration but in the last 20 years immigration to Europe has resumed,

increasing the population of both the continent and the European Union

(EU).

The data in Table 3.1 shows the regional composition of the world’s

international migration stocks after 1990 and the increasing size of Europe

and the EU with its global stock of immigrants. The main recipient countries

were the 15 countries that were members of the EU at the beginning of

2004. The main reception States in the 1960s were those of North Western

Europe and these have been joined by new areas of attraction, Italy and

Spain. On the other hand we find that most of the EU New Member States

of East and Central Europe, display a progressive reduction in their stock of

immigrants.

It is estimated, according to Eurostat data , that the number of foreigners

living in the 27 EU countries in 2004/2005 is 25 million; approximately 6% of

the total inhabitants. More than 70% of these (over 18 million) come from

non-EU, 15 member states, especially countries of Eastern Europe and

South Eastern Europe (e.g. Ukraine, Russia, Serbia, Bosnia-Herzegovina,

Albania, Turkey) as well as North Africa (e.g. Morocco, Algeria). However,

the diversity of foreign populations in Europe is significant and increasing,

due the growing arrival of immigrants from Latin America, sub-Saharan

Africa and also from other countries of Eastern Europe and Asia.

From the host countries’ perspective, more and more EU states have

become attractive to new immigrants.  While the United Kingdom, attracts

immigrants due to its expanding economy and the creation of new jobs,

several countries of the “old immigration core” (Belgium, the Netherlands,

Sweden, Denmark and recently Germany) have shown slackening trends in

the arrival of immigrants for the past 10/15 years.

On the contrary, the EU peripheries have become major areas of

attraction. Spain and Italy are among the countries that receive the largest

immigration flows in Europe. Greece, Portugal and Ireland have also shifted

from emigration to immigration, and have experienced important increases

in the number of immigrants. 

The majority of the New Member States (NMS) have displayed negative

net migration balances in the period 1995-2004. Once they go through the

political and economic transition periods associated with becoming a

member of the EU, most of them will experience a migration turn. The

Czech Republic, Hungary and Slovenia are already attraction countries and

others will soon follow this path.

The overall picture is of a European Union with a diverse and increasing

foreign population, where positive net migration balances are the norm in

the majority of countries. Between 1995 and 2004, approximately 86% of

the population growth of the 27 EU member states, was due to the positive

net migration balance. Immigration is not the solution to the problem of an

ageing population in Europe but it does supply several unsatisfied labour

market needs.

Having taken into consideration the global picture, this chapter aims to:

1. Discuss the limits in comparing statistical data associated with migrants

and immigration in the EU (foreigners and foreign-born);

2. Develop an overall picture on stock and flow dynamics in the 27 member

states, considering the main origins and destinations;

3. Show the implications of migration on the future of EU population;

4. Analyse the case of particularly vulnerable groups such as asylum

seekers, refugees, irregular immigrants and victims of trafficking;

5. Analyse the age and sex structures of the immigrant population and their

contribution to fertility in the EU states;

6. Analyse the social vulnerability of the immigrant populations, particularly

in the labour market and housing sector.

This chapter is part of a wider report that focuses on immigrant’s health,

and it aims to provide information useful for the key-analysis and

conclusions developed in the central chapters. This chapter will try to clarify

Table 3.1: Evolution of migrant's stock (World, Europe, EU), 1990-2005

1990 1995 2000 2005

n %* n %* N %* N %*
World 154 945 165 080 176 736 190 634
Europe 49 381 31.9 55 287 33.5 58 217 32.9 6 4116 33.6
EU (27) 26 395 17.0 31 180 18.9 34 009 19.2 40 026 21.0
EU (15) 22 526 14.5 27 619 16.7 30 819 17.4 37 081 19.5
NMS (12) 3 869 2.5 3 561 2.2 3 190 1.8 2 945 1.5

* Percentage of the total of world migrant’s stock
Source: United Nations
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the meaning and extension of the immigration phenomena in both the EU

as a whole, and EU Member States, in the present (early 21st century) and

in the future. In addition to covering global immigrant numbers and flows

and its impact on European demography, we will provide and discuss data

that contribute to a better understanding of health status, disease

vulnerability and limits/requirements in health care access. With this

purpose, the demographics of immigrant populations in EU will be

presented as well as other socio-economic features. With this information

we will try to demonstrate that immigrants´ health vulnerability is

dependent on their conditions of mobility and especially on the socio-

economic conditions they have to face in the destination societies, which

are frequently below the average of the autochthonous population.

Immigrants’ are not an unhealthy population or the major consumers of

health resources. Their socio-economic disadvantages associated with

mobility stress (both physical and psychological) are key factors in

understanding the greater risks to their health when settling and residing in

the European Union.

Key concepts, assumptions and limits to comparability

In spite of the efforts made by experts and international institutions such as

EUROSTAT or OECD (Poulain, 2005; SOPEMI, 2006; Salt and Almeida, 2006)

to improve the comparability of data about international migration flows

and stocks, (including demographic, socio-economic and geographical

features of the immigrant groups), there is still a great deal of variation in

terms of statistical criteria and collection systems.

Firstly the notion of “international migrant”, especially when read

through the perspective of immigration (entries into countries) does not

have a clear statistical meaning. In sociological terms an international

migrant is a person that has left a country to establish a residence in

another Nation-State for a certain period of time, meaning access to several

social spheres in the destination country (labour market, neighbourhood

life, education). However, in using this definition for statistical purposes

several questions arise: Who are immigrants? Are they foreign citizens

and/or those nationals that were born abroad and decided to move and

settle in their country of nationality and ancestry? Should the statistics

include the citizens that were nationals of a country, who became

foreigners as a consequence of political changes such as the independence

of former colonies or the desegregation of plurinational states, as has

happened with several Eastern and Central European countries?

These issues are dealt with differently by the various national statistical

authorities. For instance, in the UK and in the Netherlands, mixed criteria

that involve ethnicity and nationality are used to form the basis of

information about socio-economic features of the immigrant or the

immigrant descendant population. On the other hand, most of Southern

European countries use ‘nationality’ criteria as the basis of their

information. Institutions providing data for several countries, and in some

cases, for regions of different countries, such as EUROSTAT or SOPEMI-

OECD, have had to understand these differences but harmonize effort with

respect to two criteria; nationality (foreign citizens) and country of birth

(foreign born). In order to work with a large data set, most of the data we

have used represents flows and stocks of ‘foreign citizens’ in EU Member

States. This information is complemented with data concerning ‘foreign

born’ populations. This option is not only justified by some limitations in

the quality of data about foreign citizens for some variables but also by the

need of getting a more encompassing image of some immigrant

populations that involve both foreigners and nationals (e.g. people coming

from former colonies of the UK, the Netherlands or Portugal who have

European passports; long established immigrant groups with high

naturalisation rates) . 

As much as possible, the analysis focuses on the 25 non EU countries or

the 27 non EU foreigners but this is not the case for all variables. In some

cases, the data available for foreigners or foreign born, either at national or

international level, are clustered in other categories, such as non EU (15) or

non Western. In some cases, the category used was simply “foreigners”,

without establishing the distinction between co-EU nationals and ‘third

country’ nationals. The only possibility of solving this classification problem

would have been to re-classify the national data  of several countries, but

for most of them we didn’t have access to data lists that distinguish the

country of origin of the immigrants for most of them. Unfortunately, this

means that data characterises the whole foreign population and not just the

non EU foreigners.

Another issue of concern is the geographical units of analysis that are

used in this section. The basic reference corresponds to the 27 countries

that were members of European Union on the 1st of January 2007. In

addition to this, EU (27) as a whole is also taken as reference as well as the

group of older 15 member states, named EU (15) in the tables. In addition,

the 12 countries that have become members of the EU after May 2004 are

also treated together and designated New Member States (NMS12).  These

two groups display differences in migratory behaviour, the availability of

information and the classification systems used. In fact, as we will see

during the analysis that follows, most of the NMS still register a negative net

migration balance and this leads to some limitations on the availability of

data concerning foreign residents and foreign born. In addition to these

groups of countries, another division is frequently considered in the

analysis, although data is not explicitly organised to show it: old

immigration countries of Northern and Central Western Europe vs.

peripheral EU countries of Southern Europe, sometimes analysed in

combination with Ireland. This last group of countries experienced a

migration turn in the second half of the 1980s and the beginning of the

1990s, changing from migrant exporters to immigrant nations (King, Black

and Fielding, 1997). This process was so significant that Spain and Italy are

now among the major destination countries of the EU.

Although it was our intention to have complete data sets for the 27 EU

member states, this has been impossible for several reasons. On the one

hand, the international sources (particularly EUROSTAT) that systematise

and harmonise national information, frequently reveal data gaps for certain

countries in some years. Our effort to fill in these gaps through the

combination of international and national data sources has been

unsuccessful due to problems in accessing data or because the collection

criteria; different years of collection, missing data for certain labour market

or social features of the foreign and/or foreign born populations, distinct

values for the same variables and the same years in different sources etc.).

As a consequence, there are gaps in some of the data series and the group

totals for EU (27), EU (15) and NMS (12) were impossible to calculate or

incomplete.  Finally, in some cases of incomplete series of EU (27), EU (15)

and NMS (12), averages have had to be used to provide references that

facilitate the reading of the situation of the various countries.

The time period used in the analysis, was the ten year period from

1995/96 and 2004/05 This period includes a first phase (1995-2001) with EU

2. In addition to regular foreign citizens and foreign born populations, we have also included data
on refugees and asylum seekers, not only due to their specific health vulnerabilities (higher
probability of exposure to torture; increased possibility of psychological traumas…), but also due
to their quantitative meaning in the foreign and foreign born populations of some countries,
such as Sweden or the Netherlands. In the domain of particularly vulnerable immigrant
populations, a short note on irregular migrants and on victims of trafficking is also included.
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net migration values always between +0.5 and +1.0 million migrants and a

second one (2002 onwards), with yearly values over +1.6 million. It is

worth mentioning that the information gaps for several variables led us to

compare reference years (1998 and 2005 or 2001 and 2005, etc.) instead of

using full time series. In addition, for several EU (27) countries, the

diachronic perspective has been replaced by a comparative vertical analysis

of the most recent data available.

The International migration situation in the EU and in EU

Member States: an overview of the period 1995-2005

Inflows of foreign nationals

As mentioned in the beginning of this chapter, the net migration balance of

the EU (27) has been positive for the last four years; a surplus of more than

1.6 million people yearly since 2002. Despite the internal differences

registered between the member-states most of the Eastern and Central

European countries still display negative net migration balances. This

situation is largely explained by the attraction capacity of the EU countries,

due to their economic situation, international image and geographical

position. They suffer an increasing migratory pressure, especially from

Eastern European, African and Asian populations, but most recently from

Latin America. According to Table 3.2, almost 3 million foreigners (EU and
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non EU) entered the member states in 2004, this value being approximately

double the number registered 10 years earlier. 

Although Germany and the United Kingdom are still major reception

countries, Italy and especially Spain since the 1990s and early 2000s have

consolidated their position among the top four host nations of the EU. In

fact, the migration turn over of the Southern European States of the EU and

also of Ireland is visible in the annual variation rates of this period, when all

these countries display values well above the EU(27) and the EU(15) global

values. The re-enforced migratory attraction of Spain, Portugal and Greece

(King, Black and Fielding, 1997), cannot be dissociated with the exhaustion

of internal migration sources and the economic changes of the 1980s and

1990s which involved the transition to the service sector, the expansion of

consumption and significant investments in infra-structures that were

supported by high volumes of EU funding. This example provides a good

insight into future developments of the migratory panorama in several New

Member States of the EU. If net migration is still negative in these countries,

the significant increases in immigration flows registered in countries such as

Poland or the Czech Republic show both their role as transit spaces for

foreigners coming from East as well as the probable move towards a

positive net migration balance, revealing a shift from emigration to

immigration. In fact, this turn over seems to be already taking place in

countries such as the Czech Republic and Hungary, as we will

see in the following pages.

In the old migration core of Central West and Northern

Europe, contemporary dynamics is relatively weak or even

declining, as shown by the data in Germany, Denmark and even

The Netherlands (SOPEMI, 2007). In these countries, the

slackening arrival trends of ordinary working and family

immigrants are somehow “compensated” by numbers of asylum

seekers. The exceptions to this trend are the United Kingdom,

France and Austria.

In summary, the EU has become a major world immigration

destination and this is not expected to change in the short and

medium term.  The present economic and demographic

differences between Europe and those regions such as Africa,

Latin America and South Asia, will probably stretch the migratory

pressure over an ageing Europe. In addition, the emergence of

new destinations in Central and Eastern Europe will help to

improve the spread of migration through all EU regions.

Immigrant population: foreigners, non EU

foreigners and foreign born

The most recent data provided by EUROSTAT, (See Table 3.3)

shows that there are approximately 18 -19 non EU foreigners, in

the EU representing more than 4% of the total EU population

(Greek foreign population  has been added to the total non EU

foreigners displayed in Table 3.2). Approximately 95% of these

foreigners live in the 15 states that were members of the EU

before 2004, raising the relative value of this immigrant

population to percentages a little below 5% of the total number

of residents. In demographic terms, the five biggest countries of

the EU (Germany, France, United Kingdom, Italy and Spain) are

also the ones that have the largest numbers of foreign

populations; 14.3 million non EU foreigners representing

approximately 80% of the total. (See Figures 3.1-3.4)However,

only two of these countries (Germany and Spain) have

percentages of foreigner population above the global EU value. 
Table 3.2: Inflows of foreign population – 1995, 1999 and 2004

Totals (thousands) Annual Variation rates

1995 1999 2004 95-99 99-04 95-04

Germany 788.3 673.9 602.2 -3.63 -2.13 -2.62
Austria(1) 57.1 72.4 108.9 6.69 10.10 10.09
Belgium 53.1 68.5 72.4 7.21 1.16 4.04
Bulgária … … … … … …
Cyprus (2) … 12.8 22.0 … 18.10 …
Denmark 33.0 20.3 18.8 -9.62 -1.46 -4.78
Slovakia 3.0 2.1 4.4 -7.50 21.90 5.19
Slovenia(2) 6.2 10.2 … 16.11 …
Spain (3) 36.1 99.1 645.8 43.66 110.31 187.72
Estónia … … … … … …
Finland 7.3 7.9 11.5 2.01 9.01 6.30
France 52.2 83.6 140.1 15.00 13.54 18.70
Greece … … … … … …
Hungary 14.0 20.2 18.1 10.96 -2.04 3.24
Ireland 13.6 22.2 33.2 15.81 9.91 16.01
Italy (1) 68.2 268.0 319.3 73.24 3.83 40.91
Latvia (4) 2.8 1.6 1.7 -10.71 0.81 -4.50
Lithuania 2.0 1.5 5.6 -6.25 54.04 19.74
Luxembourg 9.6 11.8 11.3 5.70 -0.79 1.99
Malta … … … … … …
Netherlands 67.0 78.4 65.1 4.25 -3.38 -0.31
Poland (5) 8.1 17.4 36.8 28.57 22.46 39.43
Portugal 5.0 10.5 14.1 27.44 6.83 20.15
United Kingdom 228.0 337.4 494.1 12.00 9.29 12.97
Romania (6) 4.5 10.1 3.0 31.11 -14.06 -3.70
Czech Republic 5.9 6.8 50.8 3.84 129.20 84.52
Sweden 36.1 34.6 47.6 -1.04 7.52 3.54
EU-15 (7) 1 454.7 1 788.5 2 584.6 5.74 8.90 8.63
New Member States (8) 40.3 60.7 120.4 12.66 19.65 22.07
TOTAL EU (7) (8) 1 495.0 1 848.1 2 705.0 5.90 9.27 8.99
Source: SOPEMI, 2005

Notes:
(1) Figure for 1995 refers to 1996 and was collected in Salt and Almeida, table 2, pg.160.
(2) Data from EuroStat Database. Value for 1999 is from 2000.
(3) Data for 1995 from EuroStat Database
(4) Data from Salt and Almeida and EuroStat Database.
(5) Data for 1995 from Salt and Almeida, op. Cit.
(6) Data from Salt and Almeida, op. Cit.
(7) Except Greece
(8) Except Estonia, Bulgaria, Malta, Cyprus and Slovenia.



With the exception of Cyprus and Latvia (justified by the presence of a

large proportion of Russian and Ukrainian populations that mostly migrated

in the Soviet period), the absolute and relative volumes of Non EU

foreigners in the Central and Eastern European New Member States are

relatively small and always below the EU average. However, the increase in

the numbers of foreigners in Hungary and Czech Republic (above the EU

global evolution) points to a relatively rapid change in this situation and a

change from emigration to immigration that will probably spread to other

countries.

The recent evolution of stocks reflects the differences in the dynamics of

the attraction areas within the EU and confirms the recent trends of the

migration inflows. Recently, the Southern European peripheral countries,

with a particular emphasis on Spain and Ireland, experienced the highest

variations in the stocks of foreigner population due to a transition to service

economy and an internal shortage of unskilled labour. Finland is also

experiencing high levels of economic growth anchored in the development

of new economy activities which has caused an increase in its foreign

population, although at a slightly lower rate  than the one revealed by the

Southern European peripheral countries.
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Figure 3.1: Total foreign population in the EU countries - 2005

Figure 3.4: NON EU (25) foreigners in the EU countries (%), 2005

Figure 3.2: Total foreign populations in the EU countries (%) - 2005

Figure 3.3: NON EU (25) foreigners in the EU countries - 2005 
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A favourable economy in the UK is also increasing the attraction level of

the country, leading to a growth in the stock of foreign population in the

first years of the 21st century that is above the global variation of the EU.

Finally, the recent high numbers of foreigners in Hungary and the Czech

Republic confirm the relative success of economic transition in these

countries (modernization of manufacturing, investment in infra-structure

and in urban restructuring, expansion of service economy). They point to

an increase in the need for workmanship and unskilled and semi-skilled

functions (re-enforced by the attraction effect of the recent EU membership,

experienced by Portugal, Spain and Greece) that will be satisfied through

immigration, therefore leading to an increase in in-migration flows.

With the exception of the UK and Germany, the countries of the old

migration core show small positive variations in the numbers of foreigners,

revealing a stabilization or a ’soft’ increase in their total non-national

population. This is explained, either by the higher naturalisation rates

observed in most of these countries (see Table 3.4 and Figure 3.5 below) or

by the relevance of temporary migration. Finally, some of the members of

the old migration wave (of the 1960s and early 1970s) are still obtaining

citizenship of the host countries; moving from foreigners to nationals or

moving back to their place of origin. (Baubock et al., 2006).

Table 3.3: Stocks of foreign population - EU countries (2005)

Population

Total Foreigners – Total Non EU25 foreigners

n n % n %

Germany 82500849 7287980 8.8 5188468 6.3
Austria(2) 8140122 765303 9.4 577568 7.1
Belgium(4) 10368000 870862 8.4 279458 2.7
Bulgária : : : : :
Cyprus(1) 766400 66835 8.7 41835 5.5
Denmark 5411405 267604 4.9 199384 3.7
Slovakia 5384822 22251 0.4 11375 0.2
Slovenia(8) 1997590 36031 1.8 34402 1.7
Spain 43038035 3371394 7.8 2671207 6.2
Estónia : : : : :
Finland 5236611 108346 2.1 72990 1.4
France(4) 60400000 3506000 5.8 2290000 3.8
Greece(2) 11040650 891197 8.1 : :
Hungary 10097549 143774 1.4 130398 1.3
Ireland(5) 4130700 259400 6.2 94600 2.3
Italy 58462375 2402157 4.1 2195508 3.8
Latvia(7) 2319203 514966 22.2 481000 20.7
Lithuania 3425324 32327 0.9 30876 0.9
Luxembourg (6) 455000 177400 39.0 26380 5.8
Malta : : : : :
Netherlands 16305526 699351 4.3 471210 2.9
Poland : : : : :
Portugal(3) 10569592 432022 3.9 337434 3.2
United Kingdom(2) 58553528 2941400 5.0 1910580 3.3
Romania 21658528 25929 0.1 20134 0.1
Czech Republic 10220577 254294 2.5 174046 1.7
Sweden 9011392 481141 5.3 272183 3.0
TOTAL EU 27 (9) 439493778 25557964 5.8 17511036 4.1
TOTAL EU 15 (9) 383623785 24461557 6.4 16586970 4.5
TOTAL NMS 12 (10) 55869993 1096407 2.0 924066 1.7
Source: EuroStat database (New Chronos).
(1) Sources: Republic of Cyprus Statistical Services (2006) Demographic Report 2005. II, Report Number 43.
Nicosia: Printing Office; Social Insurance Department (foreigners).
(2) Data for 2004.
(3) Sources: National Statistical Institute - Resident Population Estimates. National SOPEMI Report 2006 for
Foreigner Population.
(4) National SOPEMI-OECD Report - 2006. Data for 2004.
(5) National SOPEMI Report 2006. 
(6) Data for EU (15) and not for EU (25).
(7) Data for 2004.
(8) Data provided by the National Statistical Authority.
(9) Totals for Non EU (25) foreigners are calculated without Greece
(10) Only 8 countries: Cyprus, Slovakia, Slovenia, Hungary, Latvia, Lithuania, Romania, Czech Republic.

Table 3.4: Stocks of Foreign population in selected EU countries, 2001, 2005 and annual varia-
tions

2001 2005 Annual Variation 

rates - 2001-2005

Germany 7296817 7287980 0.0
Áustria (1) 753528 765303 0.4
Belgium (2) 853369 870900 0.5
Denmark 258630 267604 0.9
Spain(6) 1572013 3371394 28.6
Finland 91074 108346 4.7
France(3) 3263186 3506000 1.5
Greece 761438 891197 5.7
Hungary 115809 143774 6.0
Ireland 155528 255400 16.1
Italy 1464589 2402157 16.0
Luxembourg 162300 177400 2.3
Netherlands(4) 690393 699351 0.3
Portugal(5) 350503 432022 5.8
United Kingdom (3) 2297947 2941400 5.6
Czech Republic 180261 254294 10.3
Slovenia(7) 34748 36031 1.2
Sweden 475986 481141 0.3
TOTAL 20778119 24891694 5.0
Source: EuroStat database (New Chronos).
Notes: For 2005 see table 3. 
For 2001:
(1) Data for 2000.
(2) Data from Stat - Statistiques Luxembourg - 2007.
(3) Source for UK population estimates - Office for National Statistics - UK government. Data
refers to 1999.
(4) Data from SOPEMI database.
(5) Data from the National SOPEMI Report.
(6) Data from the Spanish Census 2001.
7) Data from the National Statistical Office for 2002.

3 I  Although not so frequent, there are cases of foreigners who are not immigrants. It is the
case of the children of immigrants that are born abroad and cannot obtain the citizenship
of the country of birth because the principle of the nationality law corresponds to jus
sanguinis and not to jus solii (the nationality is the result of being the child of national and
not of being born within the borders of the national territory).

As we mentioned in the beginning of this chapter, international

immigrants and foreigners are not the same, both in sociological and

in statistical terms:

� Immigrants are individuals who leave their countries of origin and

establish residence in another country for a certain period of time,

experiencing social insertion in the destination society;

� Established foreigners are individuals that live outside their country

of nationality, keeping their original citizenship.

From these two definitions, it is possible to verify that many

immigrants are not foreigners3 because they have obtained nationality

of the destination countries through different naturalisation means.

However, the relevance of analysing foreigners is not simply because

of availability of statistical data but because non nationals face some

limits in their citizenship rights in the host countries. Although the EU

trend is to attribute similar rights to nationals and foreigners (Baubock

et al., 2006), some de facto limitations to citizenship prevail, especially

for recent newcomers. Even if legal social rights (including health) are

relatively inclusive to all legal foreigners, the daily access to these

rights may be harder for foreigners, who need additional or different

documents or may feel more constrained by discrimination.

The analysis of Table 3.5 shows the recent evolution and the

differences between the naturalisation levels in the various EU

countries. The global number of naturalisations seems to be

increasing, following the path of the migration flows. An analysis by

country, shows that the majority of ‘old core’ immigration states of



North and North-West Europe (Germany and Luxembourg, for instance, are

exceptions ) display higher naturalisation rates than the new countries of

immigration of Southern Europe and Ireland. Both ‘jus sanguinis’ and ‘jus

soli’ regimes facilitate the access of citizenship through the children of

immigrants  but it is the older immigrant tradition ( jus sanguinis/jus soli)

that leads to larger numbers of long-term resident foreigners, who are in a

better position to obtain citizenship of the host country . As far as Eastern

European countries are concerned, the situation can vary between those

countries that are “generous” in terms of citizenship  such as Slovenia and

Hungary and those that are not, such as Lithuania, Romania and the Czech

Republic.

Distinct naturalisation regimes are a major explanation for the differences

between the stocks of foreigners (more reduced) and the stocks of foreign-

born (that include foreigners and nationals born abroad). It is also

important to have an insight into the foreign-born populations in this report,

as racial and ethnic discrimination, biological health determinants and

social disadvantages are frequently shared by members of the same ethnic

communities, whether they are nationals or foreigners.

The United Nations estimate that there were approximately 40 million

foreign-born people living the EU (27) Member States in 2005; more than

8% of all residents were born outside their countries of residence. Taking

into consideration only EU(15) Member States, the percentage of foreign

born reaches almost 10%, being particularly relevant in the Northern and

North Western countries of the EU, which were major immigration

recipients in the 1960s and 1970s and have experienced a process of

consolidation of the foreign-born populations over time (See Figure 3.6a

and 3.6b). In some cases (France, the United Kingdom, the Netherlands),

this process has been strengthened by migrations associated with

decolonisation processes and former colonial links.

Some new immigration countries, such as Ireland, Greece and Cyprus,

already display high percentages of foreign-born populations with Central

European States and Finland being countries with unsurprisingly lower

percentages of foreign born populations.

In summary, the key ideas that we should retain are:

� In the short and medium term, the EU will continue its role as one of the

major destinations for world immigrants;

� Three basic types of immigration can be identified in EU countries. These

are:

� A - Countries of North and Northwest Europe that correspond to the old

migration core and are characterised by significant numbers of immigrant

population but show a relatively slow increase in flows. Belgium and

Luxembourg are specific due to the relevance of EU internal migrants in

the global stocks. Nowadays, the United Kingdom is an exception,

displaying variation rates of stocks and inflows superior to the ones

registered by the other countries included in this group;

� B - Countries of the EU peripheries (Southern Europe – including Cyprus,

Ireland and even Finland) that have shifted from emigration to

immigration in the 1980s. Although these have become major recipients

in the EU (particularly Italy and Spain), in most cases the number of

immigrants is still below the values of the countries included in type A,

especially if we consider non EU residents. The recent explosion of
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Table 3.5: Naturalisations and Naturalisation Rates

2001 2004
Citizenship     Naturalisation Citizenship Naturalisation 

acquisition Rate1 acquisition Rate1

Germany 180349 24.7 127153 17.4
Áustria 31731 42.1 41645 54.4
Belgium 62160 72.8 34754 39.9
Bulgária 1897 ----- 5664 -----
Cyprus ----- ----- ----- -----
Denmark 11902 46.0 14976 56.0
Slovakia 2886 ----- 4016 180.5
Slovenia 1346 38.7 3333 92.5
Spain 16743 10.7 38220 11.3
Estónia 3090 ----- 6543 -----
Finland 2720 29.9 6880 63.5
France 121631 37.3 168826 48.2
Greece ----- ----- ----- -----
Hungary 8430 72.8 5432 37.8
Ireland 2817 18.1 3784 14.6
Italy 10382 7.1 11934 5.0
Látvia 9947 ----- 17178 33.4
Lithuania 507 ----- 610 18.9
Luxembourg 496 3.1 841 4.7
Malta 1201 ----- ----- -----
Netherlands 46667 67.6 26171 37.4
Poland 1070 ----- 1937 -----
Portugal 1419 4.0 1346 3.1
United Kingdom 89785 39.1 140740 47.8
Romania 363 ----- 282 10.9
Czech Republic 6321 35.1 5020 19.7
Sweden 36399 76.5 28893 60.1
EU (27 countries)2 652259 31.5 696178 27.7
EU (15 countries)2 615201 31.3 646163 27.4
NMS (12 countries)2 37058 ------ 50015 34.8
For sources, see Annexe A.
1(Citizenship acquisitions/Foreigners’ stock) * 1000
2Sum of the data of the table; total EU naturalisation rates include only countries for which both cit-
izenship and stock data were available

Figure 3.5: Annual Variation of total foreigners stocks – 2001-2005

4 Until recently, Germany had a citizenship law that strictly limited the access to German
nationality by people of non German descent. In the case of Luxembourg, a strategy of
preserving identity in a country with a very large proportion of foreigners contributes to limit the
number of naturalisations.

5 Normally, the citizenship of the host country can only be obtained after a certain period of
continuous residence. In addition, a longer stay in the destination place increases the
probabilities of exposition to social processes that facilitate the acquisition of citizenship such as
the marriage to a national of the host country.
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immigration flows to Spain and the volumes of people that migrated to

Cyprus and Greece are quickly leading the stocks of these countries to

percentages that are similar to the ones observed in the major

immigration countries of group A. 

� C – New Member States with the exception of Cyprus

C1 – Hungary and especially the Czech Republic: countries with small

stocks of immigrants but experiencing a relatively fast increase in the

volumes of inflows and stocks, reaching variation rates similar to the ones

registered by some fast growing immigration countries of group B.

C2 – Latvia is a country with a very low attraction level but with the

highest percentage of Non EU foreigners of the whole community. This is

due to situation inherited from the former the Soviet period where there

was in-migration to Latvia from Russia and Ukraine before the 1990’s.

With the independence and the disintegration of Soviet Union, the non

Latvians have become foreigners.

C3 – This group is characterised by some internal diversity that is

incremented by information gaps. It aggregates the remaining New

Member States and is characterised by low stocks of immigrants and low

levels of attraction. All these countries have negative net migration

balances and register very little increases in the volumes of flows and

stocks. Nevertheless, the recent growth of migration flows demanded by

Poland or Lithuania seem to point to the progressive generalization of the

situation already observed in the Czech Republic and in Hungary which

may lead to an eventual migration turn over.

Geographical origins of foreign population

The geographical origins of the populations that migrate to the EU are very

scattered and the diversification process seems to continue (see Annexe –

tables B to L and Table 3.6). The Member States display specific population

compositions in terms of ethnicity and geographical origin due to particular

links and relationships These national geographies of immigration can be

described in the following way:

i) Countries dominated by international migration which originate from

neighbouring countries and in other EU countries (Ireland, Luxembourg

and Belgium), although Belgium has also important flows of Moroccans

and Turks as well as a specific link to some countries of sub-Saharan

Africa (e.g. Congo).

Challenges for health in the age of migration

ii) A wide migratory system that is supported by international migration

from Eastern Europe that involves the New Member States from Central

and Eastern Europe, but also Germany and Austria. In these two

countries, the old migrant flows from Turkey and the countries that were

once part of Yugoslavia are reducing its relevance whereas immigration

from other recent members of the EU (e.g. Poland, Romania) is on the

rise. Despite its originality, Finland may also be included in this group,

especially due to the significance of immigration from the neighbouring

Estonia and Russia.

iii) Countries where migration flows are directly or indirectly marked by old

colonial ties. This is the case of the United Kingdom (clear over-

representation from South Asia, South Africa and Australia), France

(significant flows from the Maghreb and increasing from West Africa),

Portugal (Portuguese-Speaking African countries and Brazil represent

around 60% of the stock and also of the 2004-2005 flows) and, to a lesser

extent, Spain, where the recent diversification and significant increase of

the immigration flows includes an increasing number of arrivals from

South America (now coming from new destinations, such as Bolivia) and

Morocco. Despite the relevance of inflows from ex-colonies, all these

countries have experienced some diversification of the flows, mainly due

to the arrivals of Eastern Europeans, which are particularly relevant in the

cases of the two Iberian countries There are large numbers of Romanians

and Bulgarians in Spain and very high inflows of Ukrainians, Romanians

and Moldavians in Portugal, (particularly in the turn of the 20th Century).

In France and the United Kingdom, Chinese immigration is on the

increase although this may involve both direct flows from Asia and

circulation from other countries of Europe where the economic

conjuncture is less favourable to business success.

iv) A “cluster” of states where the composition of the migratory stocks and

flows seems more diversified. 

A first sub-group of this cluster is made up of Sweden and Denmark, where

immigration from other Nordic states is combined with relevant numbers

immigrating from Asia (the “traditional” flows from Iran, Iraq and Turkey

are apparently declining but immigration from China and Thailand is

rising slowly) and a growing presence of Eastern Europeans (Poles,

Ukrainians), more visible in the case of Denmark.

Within this group, Italy is a single cluster where the flows associated to

older immigration waves (e.g. North Africans and Chinese) or specific

conjuncture situations (Serbians) are declining, but new flows have

clearly emerged in first years of the 21st century (e.g. Eastern Europeans
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Figure 3.6a: Foreign Born Population (thousands)
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from Romania, Ukraine and Albania; Brazilians).

v) Finally, the Netherlands display a particular situation that combines old

colonial ties (less visible than those countries included in group (iii)) with

consolidated communities, labour migration from Morocco and Turkey,

immigrant flows from several EU Member States and the more recent

waves from Eastern Europe. Recently it has become clear that there is a

decline of the flows associated to the traditional and more relevant

immigrant groups (Moroccans, Turks and Surinamese). On the other

hand, the number of Chinese and Eastern Europeans (e.g. Poles) has

increased since the beginning of the 21st century. In addition to these

immigrant groups, the Netherlands continues to attract citizens from the

EU neighbouring countries. 

To conclude, we would like to discuss a few ideas that are associated

with the origins of non EU foreigners and the process of diversification that

has taken place within the last 10 years.

Firstly, the number Eastern European migrants (Ukrainians, Moldavians,

and Albanians) has risen significantly, particularly in the Southern European

States but also in other countries. The most recent trends show that the

Central European countries will become an important destination for those

immigrants. Actually, this can already be observed in states such as the

Czech Republic or Hungary.

Secondly, despite the relevance of the long established immigrant

communities (Maghreb groups, Turks, Chinese and others), the flows of

Sub-Saharan Africans and South Americans are progressively becoming

greater. Flows from Sub-Saharan Africa are particularly visible in countries

such as Portugal, France and to a lesser extent Belgium, but they are also

becoming more visible in other places (e.g. Spain). For South Americans,

Iberian countries are major destinations, but for countries like Italy, France

and even the UK register increasing numbers of people from this

geographical origin.

Demographic features of foreign population in EU

countries

Although men still make up the majority of migrants in several EU countries,

a process of feminization has taken place since the beginning of the 1990s.

Actually, in the non EU migration flows of 2004 (Table 3. 7), eight out of

fifteen countries, showed that over 50% were female immigrants. This

happens in countries where family reunion represents almost half of the

immigrants, such as the Netherlands (Snell et al., 2005) or Sweden (Hagos,

2005), but also in countries with other immigration profiles such as Cyprus

or Portugal. However, in countries where labour migration is a recent

phenomena (e.g., Slovakian or Slovenia), the percentage of male

immigrants is much higher (over 60%) and apparently increasing (See Table

3. 7).

Globally, the percentage of women in the European migration stocks is

higher than in the world’s migration stocks (Figure 3.7). By looking at the

immigration flows that reach the EU countries, one can see that the trend is

the same each year, as we observe in Table 3.7. In conclusion, it is

important that women’s health requirements have a place in the EU health

policy agenda.

In terms of age structures, youth is the main distinct characteristic of the

foreign populations settled in the various EU countries. Due to this, the

contribution of the foreigners to the growth of European population is both

direct (via migration) and indirect (via natural growth). Actually, Table 3.8
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Table 3.6: Distribution of the stock of foreign population by great regions of origin in selected EU countries (2001 or the most approximate year) 

Europe EU(15) Central and Other Africa Americas Asia Oceania Foreigners stock Total
Eastern Europe Europe

Germany 79.5 25.8 20.1 33.2 4.3 3.1 11.9 0.2 7229508
Austria 63.0 45.2 753528
Belgium(1) 79.8 70.9 16.7 2.9 0.4 0.1 815128
Denmark 57.8 21.9 6.2 21.4 9.7 4.3 25.9 0.5 252990
Spain 33.9 19.5 13.4 0.3 19.1 41.6 4.7 0.1 2755045
Finland 67.3 10.1 44.1 4.6 8.7 4.0 18.1 0.6 104528
France 47.7 36.6 3.7 6.4 43.5 2.5 6.2 0.1 3263186
Italy 32.2 11.9 9.8 9.5 35.8 10.6 21.1 0.3 1294893
Luxembourg 95.0 85.6 5.9 2.5 1.7 1.4 1.6 0.1 161925
Netherlands 50.1 29.7 4.2 15.4 17.8 5.7 9.2 0.6 697908
Portugal(2) 37.7 17.7 19.3 0.7 36.4 18.4 5.3 0.1 432022
United Kingdom 46.0 37.4 5.2 2.8 12.7 10.9 24.3 4.3 2297947
Sweden 66.7 39.3 11.0 8.2 5.0 6.4 19.9 0.5 472843
(1) Data for the continent distribution - 2002. EU15 comprehends also the EFTA countries.
(2) Source: SOPEMI National Report 2006.

For sources, see Salt and Almeida (2006

Table 3.7: Percentage of women in migration flows - 1995, 2000 and 2004

1995 2000 2004

Total Non-EU Total Non-EU Total Non-EU
foreigner foreigner foreigner foreigner foreigner foreigner

Germany (1)    40.9 38.4 42.3 41.3 41.6 44.5
Austria --- --- 46.7 49.8 45.2 46.5
Belgium (2)     50.2 52.2 49.5 51.0 --- ---
Cyprus --- --- 50.7 57.4 52.3 65.1
Denmark 49.4 49.2 50.4 52.0 49.6 53.3
Slovakia (2)    --- --- 47.7 48.2 39.1 40.7
Slovenia --- --- 28.9 28.5 26.4 23.3
Spain 49.2 50.7 46.4 46.2 45.3 44.9
Finland 50.8 --- 50.3 54.7 50.2 52.1
Ireland 52.9 --- 49.7 --- 44.1 ---
Italy 51.5 54.3 47.0 47.1 --- ---
Latvia --- --- 47.5 48.6 40.3 45.7
Lithuania --- --- 51.7 52.0 46.6 42.7
Luxembourg  48.3 56.6 45.1 57.6 44.7 51.7
Netherlands  46.4 47.0 48.1 49.8 50.9 54.8
Portugal 49.4 51.2 49.4 49.0 54.1 56.0
United 
Kingdom 46.9 48.7 47.5 51.4 49.7 51.0
Sweden             51.7 55.2 49.8 52.7 50.4 53.1
Total (A) 44.0 42.7 45.5 45.7 --- ---

Total (B) --- --- 45.2 45.5 45.5 46.8

(A) Countries with data for both 1995 and 2000.
(B) Countries with data for both 2000 and 2004.
(1) Data for 1994, 2001 and 2004.
(2) Data for 1995, 2001 and 2004.
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shows the over-representation of working age people (always over 74%

except in the case of Netherlands), that reaches values over 80% in recent

immigration countries (Portugal, Spain, Italy and even Ireland). 

The percentage of elderly is always very low (with the relative

exception of Hungary) (Table 3.8), especially if we compare it with

the situation of the autochthonous population that reaches ageing

indices over 100%6 in the majority of the countries and dependency

rates frequently four or five times higher.

In several countries, the number of youths (younger than 14 years

old) among foreigners is also low due to the number of recent

immigrants that are composed of young adults with no or few

children. The possibilities of naturalisation given to young immigrant

children and especially to children with foreign parents born in the

destination countries that follow the right of blood principle,

contribute to reduce the number of foreign children and teenagers.

The young age structure of the foreign population and the fact that

fertility behaviour is higher than the behaviour of autochthonous

populations (Table 3.10) are the main explanations for the numbers

of births from foreign mothers. Although in the majority of the

countries, the absolute contribution of foreigners to the total births is

relatively small7, the percentage of these births is normally higher

than the percentage of the total foreigners in the population of these

countries (Germany is the exception) (See Tables 3.3 and 3.9). In

addition, the relationship between births of foreigners’ to the total

population dynamics of the EU countries is emphasised by the low

mortality of the foreign populations. This means that the natural

growth of immigrant populations is much higher than the natural

growth of autochthonous populations (Haug et al, 2002).

Finally, it is important to stress that the number of foreigners’

children is increasing in the new immigration countries of southern

Europe and also in France.

The future of European demography – the impacts of

migration

Increasingly migration is seen to be the main element of EU population

dynamics. It represented around 85% of the total growth that occurred in

the 27 member-states between 1998 and 2005 (Table 3.11).

However, the situation of the EU (15) and the New Member States

Challenges for health in the age of migration

(NMS), with the exception of Malta and Cyprus, is distinct. In the first group,

both natural change and net migration are positive, though the latter one is

almost twice higher. In some countries (e.g.; Spain, Austria or Sweden) net

migration corresponds to more than 90% of the total growth. In other

(Germany but also the Southern European States with low fertility rates

such as Italy and Greece), population growth is only due to migration

inflows because natural growth has already reached negative values.

Among Central and Eastern European Member States (with the exception

of Malta and Cyprus that display a situation similar to some Western

European States, such as Ireland or the UK) we may identify three distinct

situations:
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Figure 3.7: Percentage of women international migrants - 1990-2000

6 Foreigners in Hungary and Italy also display ageing indices over 100% but theses values are
associated, especially in the Italian case, with very low percentages of young and old people.

7 On this subject (for the example of France) see Heran and Pison (2007)

Table 3.8: Age structures (%) and age indicators of foreign population in selected EU countries

0-14 15-64 65 and OAD
years years plus AI          R TDR

Stocks
Germany(2004)(2) 18.2 75.8 6.0 33.0     7.9 31.9
Spain (2003) 12.2 82.2 5.6 45.9      6.8 21.7
Greece (2001 Census) 18.0 79.2 2.8 15.8      3.6 26.3
Hungary (2004)(3) 10.0 79.7 10.3 103.0   12.9 25.5
Italy (2003) (2) (4) 4.2 90.8 5.0 119.0    5.5 10.1
Netherlands(1) 28.9 68.6 2.6 9.0        3.8 45.9
Portugal(2001) 13.9 81.2 4.9 35.3      6.0 23.2

Inflows
Finland (1995-2001) 21.0 75.1 3.9 18.6      5.2 33.2
Ireland(2005) 6.5 92.4 1.1 16.9      1.2 8.2
Poland(2004) 19.2 74.0 6.8 35.7      9.3 35.2
United Kingdom(2003) 7.5 90.6 1.9 25.0      2.1 10.4

Sources: National SOPEMI Reports and data from National Statistics.
1) Foreigners=Non native Non-Western population; 
(2) 1st age group - 0-17
(3) 3rd age group - >=60
(4) Distribution of people with stay permits.

Table 3.9: Births of foreign and national parents in selected EU countries – 2001-2005

2000 2001 2002 2003 2004 2005

Germany
Nationals (abs.) 716766 690302 676421 667366 669408
Foreigners (abs.) 50205 44173 42829 39355 36214
% foreigners in total 6.5 6.0 6.0 5.6 5.1
Austria
Nationals (abs.) 65800 68500 68000 69900
Foreigners (abs.) 9700 9900 9100 9100
% foreigners in total 12.8 12.6 11.8 11.5
Belgium
Nationals (abs.) 106660 106243 104284 104947 107895 109881
Foreigners (abs.) 8223 7929 6941 7202 7723 8121
% foreigners in total 7.2 6.9 6.2 6.4 6.7 6.9
France (1) (2)
Nationals (abs.) 669683 680045
Foreigners (abs.) 75108 94310
% foreigners in total 10.1 12.2
Spain
Nationals (abs.) 403098 372786 368559 382557
Foreigners (abs.) 26644 33476 43469 53306
% foreigners in total 6.2 8.24 10.55 12.23 13.78%
Luxembourg
Nationals (abs.) 2533 2403
Foreigners (abs.) 2919 2968
% foreigners in total 53.5 55.3
Portugal(1)
Nationals (abs.) 114188 106880 106704 104510 100863
Foreigners (abs.) 5872 5939 7742 8077 8490
% foreigners in total 4.9 5.3 6.8 7.2 7.8
(1) Children with a foreign mother.
(2) Data for 2000 are from 1999.
Sources: SOPEMI-OECD national reports (various years). For France, Heran and Pison (2007).



� Countries where both components of population evolution are negative,

and act as the main source of workers within the EU: the Baltic States,

Bulgaria and Romania.

� Countries with positive natural growth but negative net migration (Poland

and Slovakia). Both countries are also important source of workers for

the EU, especially Poland where the surplus of outflows completely

covers the slightly positive natural change leading to a very negative

absolute population variation (the 3rd of the EU countries in the period

1998-2005, after Romania and Bulgaria).

� Countries where the transition from emigration to immigration is in a

more advanced stage, already displaying a net migration surplus (Czech

Republic, Hungary and Slovenia). In Slovenia the positive net migration is

sufficient to compensate the negative natural change, yet in Hungary and

the Czech Republic it only attenuates the natural changes losses. In these

two countries the result is still a yearly negative variation of the

population.

Using EUROSTAT data, we can get an insight into the probable impact of

migration of how the EU’s population will evolve in future years. 

Although ageing will take place in all scenarios, the “no migration”

projection involves the quickest and the most intense ageing process (Table

3.12). According to this scenario, not only will the global population of the

EU countries decline after 2010, but also the number of old and very old

people will reach very high values (6% of population will be over 80 years

old and almost one and a half times more over 65 years old to under 15

year old). (See Table 3.12 and Figures 3.8a, 3.8b and 3.8c). According to this

scenario, the age structure of EU(15) will continue to be older than the age

structure of the 12 NMS, but the ageing scenario will be on the increase,

especially in the young age groups due to low fertility and the effects of out-

migration; resulting in a lower percentage of under 14’s, by 2010. Despite

the increase in the demographic age in all EU countries, EU (15) States will

keep their position as the oldest ones, in terms of the top groups of the

demographic pyramids.

The demographic projections that involve positive net migration point to

a continuous and sustained growth of the EU population (Figures 3.8a to

3.8c), despite the decline registered in the NMS (12). This demonstrates a

positive net migration of around 1.5 million people each is dependent on

volumes of immigrants’ entries being close to the ones observed at present

and is crucial in preventing the decline of the EU population. In addition, if

we also have the goal of softening the ageing process of EU’s demography,

as reflected in the “younger age projection” results, pro-active parenthood

policies be developed  as well as the number of immigrants must increase

to ensure an annual net migration balance of close to 2 million people for

the entire European Union. For the moment, this seems to be the only

strategy to ensure the stabilization of the young population in the EU (15)

and its growth in the NMS (12).

In the short and medium term, a sustainable evolution of the EU

population (soft growth and relatively controlled ageing) depends on a

positive net migration balance that is based on a significant yearly volume of

foreigners entries; probably more than 2.5 million, in order to compensate

the out-migration of EU space.
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Table 3.10: Total Fertility Rates for selected EU countries (nationals and foreigners) 2000 to 2004

2000 2001 2002 2003 2004

Austria
Foreigners 1.99 2.06 1.95 2.04
Nationals 1.24 1.3 1.29 1.33

France
Foreigners 2.8 .. .. .. 3.29
Nationals 1.72 .. .. .. 1.8

Luxembourg
Foreigners 1.9 1.76 1.68 1.78 1.92
Nationals 1.7 1.6 1.61 1.56 1.57

Portugal
Foreigners 2.38
Nationals 1.42

Spain
Foreigners 2.16 1.92 1.79 1.76 1.71
Nationals 1.2 1.2 1.2 1.2 1.3
Sources: SOPEMI-OECD national reports (various years). For France, Heran and Pison (2007).

Table 3.11: Components of population evolution – 1998-2005

Population Natural Net Contribution of 
change change migration migration to pop. 

change

EU (27 countries) 11926752 1774519 10149623 85,1
EU (15 countries) 14356897 3055387 11300297 78.7
NMS (12 countries) -2430145 -1280868 -1150674 47.4 (-)
Belgium 319061 79708 239353 75.0
Bulgaria -564423 -351023 -213300 37.8 (-)
Czech Republic -47976 -122.740 74664 60.8      

(+compensation) 
Denmark 132519 61723 70796 53.4
Germany 380624 -835581 1216105 319.5
Estonia -48385 -41659 -7800 16.1 (-)
Ireland 515387 225734 289653 56.2
Greece 316855 -5046 321788 101.6
Spain 4118808 365754 3752954 91.1
France 2951287 2022434 928853 31.5
Italy 1843366 -211434 2054800 111.5
Cyprus 91247 24802 66445 72.8
Latvia -126213 -101370 -23379 18.5 (-)
Lithuania -158973 -66779 -92194 58.0 (-)
Luxembourg 37400 13424 23976 64.1
Hungary -203161 -318191 115030 36.2 (+compensation)
Malta 27879 6000 17517 62.8
Netherlands 679978 477162 202816 29.8
Austria 294803 14377 280126 95.0
Poland -502953 4407 -507960 101.0 (-)
Portugal 459907 58325 401582 87.3
Romania -915839 -320010 -595829 65.1 (-)
Slovenia 18425 -6900 26955 146.3
Slovakia 1772 12595 -10823 85.9 (-compensation)
Finland 108248 64875 43373 40.1
Sweden 200182 10032 189350 94.6
United Kingdom 1998472 713900 1284772 64.3
Source: Eurostat.
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The particularly vulnerable populations

Asylum seekers and refugees

Despite the decline in the number of asylum seekers requesting entry to the

EU member states after 2002, the total number of requests presented yearly

is still interesting (over 200 000), especially in the EU(15) members states.

Nevertheless, some countries (e.g. Cyprus, Greece and Austria – SOPEMI

2007) experience pressure in terms of the arrival of asylum seeker; a

situation that requires an initial health screening, and specific health support

on arrival. In 2005, France was the EU country that received the largest

number of requests for asylum followed by the United Kingdom and

Germany.

The total refugee population of the EU (27) in 2005, reached a value of

1.5 million. Germany made up almost half of the total EU (27) refugee

population; with more than 0.7 million refugees. The United Kingdom,

France and The Netherlands are the other countries with large volumes of

refugee populations. In the Nordic countries (Sweden and Denmark),

refugees also constitute a sizeable population, in relative terms (Figure

3.10). In some EU countries, most of the refugees are recognised under the

terms of the 1951 Geneva Convention, but in the majority of the states

temporary and more vulnerable forms of protection dominate (Figure 3.11). 

Human trafficking and smuggling

Challenges for health in the age of migration

Data on people smuggled and trafficked9 into the EU in the past years is very

limited. Salt (2005) estimates this value, observing  different groups of

trafficked people (everybody, only women or both women and children).

By using the data mentioned and the EUROPOL estimates for 2000, it is

estimated that between 400 and 500 thousand people are trafficked per year

into EU. To combat human trafficking a police dimension is added,

associated with persecution and criminalisation of the traffickers, but also a

human dimension, where health assistance to the victims, both

psychological and physical (e.g. monitoring sexually transmitted diseases,

recovering from violence and assault), must be provided.

Irregular migrants

Population Estimates for European Union (15 countries)
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8 For the relatively successful example of France , see  Heran and Pison (2007).

Table 3.12: Estimated evolution of the basic demographic indicators of EU population – 2010 and 2020

Younger Ager Projection

2004 2010 2020

Indicators EU(27) EU(15) NMS(12) EU(27) EU(15) NMS(12) EU(27) EU(15) NMS(12)

≤14 years (%) 16.3 16.3 16.4 15.8 16.0 15.2 16.5 16.3 16.9
≥65 years (%) 16.4 17.0 14.1 17.3 18.0 14.6 19.7 20.2 17.6
≥80 years (%) 3.9 4.3 2.6 4.6 4.9 3.3 5.4 5.8 3.9
Total dependency rate 48.7 50.0 43.9 49.5 51.4 42.4 56.7 57.7 52.7
Old-age dependency rate 24.4 25.5 20.2 25.8 27.2 20.8 30.9 31.9 26.9
Very old age dependency rate 5.8 6.4 3.7 6.8 7.4 4.7 8.5 9.1 5.9
Ageing Index 100.4 104.5 85.5 109.3 112.5 96.0 119.8 123.8 104.2

No migration projection

2004 2010 2020

Indicators EU(27) EU(15) NMS(12) EU(27) EU(15) NMS(12) EU(27) EU(15) NMS(12)
≤14 years (%) 16.3 16.3 16.4 15.4 15.6 14.5 14.6 14.6 14.4
≥65 years (%) 16.4 17.0 14.1 17.6 18.4 14.7 21.0 21.8 18.3
≥80 years (%) 3.9 4.3 2.6 4.7 5.1 3.4 5.9 6.4 4.2
Total dependency rate 48.7 50.0 43.9 49.3 51.6 41.4 55.3 57.1 48.8
Old-age dependency rate 24.4 25.5 20.2 26.4 27.9 20.8 32.7 34.2 27.3
Very old age dependency rate 5.8 6.4 3.7 7.0 7.7 4.7 9.2 10.0 6.2
Ageing Index 100.4 104.5 85.5 114.8 118.1 101.4 144.5 149.1 127.0
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Although Nation-States tend to deny the existence of irregular immigrants, the

Southern European countries who have introduced schemes to regularize the

foreigners under certain conditions and laws (SOPEMI 2006; Malheiros 2007)

show how significant this population is in EU countries. Data published

(SOPEMI 2006) reveals that the percentage of irregular immigrants in these

countries are between 1 and 4% of the total population (Table 3.13).

As we have seen in previous chapters, irregular foreigners supposedly

have no formal rights in destination societies. However, in respect to human

rights principles, destination countries need to guarantee some basic rights

to irregular migrants, even if they face expulsion penalties when detected by

national authorities. Among these basic rights, health is ranked very high,

not only because of the health requirements of the irregular foreigners  but

also because of their responsibility to protect the general public.

Vulnerable social conditions of immigrant populations;

labour market and housing

The social conditions of the majority of immigrants in destination societies,

both in productive and reproductive spheres, is crucial in understanding

their health determinants and health status. Indicators for almost all major

destination countries show that immigrants face harder conditions than

nationals not only in labour market but also in other domains of social life,

such as housing.

Labour market insertion

Data in Tables 3.14 and 3.15 illustrates how much of a disadvantage

foreigners and foreign-born populations in selected EU countries are in the

labour market. Firstly, in the most recent EU immigration countries of

Southern and Central Europe (and also in Luxembourg) the labour market

participation rate for foreigners is higher than the one for nationals. The

consolidation of immigrants’ communities due to family reunion and ageing

leads to a reduction in labour market participation rates, as we see in the

old immigration countries of the European Union (See Table 3.14). 

Secondly, in most countries, the unemployment rate of foreigners is much

higher than the unemployment rate for nationals. Actually, in the majority of

the old immigration countries the unemployment percentages for foreigners

are double the ones for nationals, with the exception of the UK.

Finally, and despite the growth of the tertiary sector and the growing

relevance of highly skilled immigrants in developed countries (SOPEMI,

2007) the stocks of foreigners and their offspring (the foreign-born

populations) continue to be an over-represented in work that is risky. For

example, the construction sector is a sector with high risk to accidents and

9 out of 15 EU selected countries have number of male foreign born

migrants working in this sector. (See Table 3.15).

Housing access and housing exclusion 

Comprehensive data on the housing conditions that foreigners and

immigrants live in the EU countries is very limited. There are several studies

the housing exclusion of immigrant populations (Kempen and Özüekren,

1998; Kohlbacher and Reeger, 2006; Arbaci, 2007; Arbaci and Malheiros,
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Figure 10: Total refugee populations in European Union - 2005 
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Figure 11: Distribution of refugee population in the EU countries by legal status - 2005

9. In simple terms smuggling corresponds to the process of “helping” people to cross international
borders without the knowledge of national authorities and disrespecting the necessary formal
procedures. Trafficking is the process of enabling people to cross illegally international borders
with the purpose of exploiting them in the countries of destination. Although trafficking is
frequently associated to sexual exploitation of women and children, it involves several other
forms of labour market exploitation.

Table 3.13: Estimates of unauthorized immigrant population - 2005

n %

Greece 370000 3.4
Italy 700000 1.2
Netherlands 177500 1.1
Portugal 185000 1.8
Spain 690000 1.6

Source: SOPEMI-OECD, International Migration Outlook - 2006
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forthcoming.) but these tend to use different methodologies and frequently

focus on spatial segregation rather than on the housing market and quality

of housing. Additionally, several studies target only immigrants and

foreigners living in the big cities and do not take into consideration the

remaining areas of the countries. Despite the overrepresentation of

foreigners and immigrants in big cities in most EU destination States

(Malheiros, 2001; White, 2002), in several countries (e.g. Spain, Greece, the

United Kingdom) it is possible to identify clusters of immigrants in rural

areas, either due to the peripheral location of asylum seekers’ camps or to

the presence of foreign workers in agricultural areas.

The European Network Against Racism and Discrimination (RAXEN),

which has representation in every EU member-state, analyses the

discriminatory attitudes to access to the housing market in the various EU

countries. Although this information displays some form of systematisation,

Challenges for health in the age of migration

the key issue is housing discrimination and not housing conditions,

although these are also mentioned in the reports10.

After considering all the data available, the various studies show that

Non-EU immigrants experience harsher housing conditions than nationals

in terms of over-crowding, comfort levels and even accessibility to urban

resources. For instance, in the Netherlands, the ethnic minorities reveal

levels of housing satisfaction between 0.5 and 1.0 points lower than

nationals in a scale ranging between 1 and 9 (Verweij, 2007). In France,

higher occupation densities, poorer levels of comfort and worse dwelling

types are mentioned in the report on discrimination into access to housing

elaborated by Ebermeyer (2003). In Milan, 34% of Non-Western foreigners

live in precarious housing, compared to 3% of the total resident population.

In the Lisbon Metropolitan Area, the situation is similar, if not worse, with

9% of the PALOP foreigners lived in shanties in 2001 compared with  1% of

the nationals. Between 64% and 65% of Eastern Europeans and the PALOP

nationals, inhabited overcrowded dwellings, a value trice the one observed

in the case of Portuguese citizens (Arbaci and Malheiros, forthcoming.).

In some countries (e.g. the Netherlands) the housing situation of the

immigrants seems to be improving, but in some of the cities of Southern

European like Portugal, Spain, Greece and Italy,, current mechanisms of

housing differentiation seem to amplify the residential exclusion of

immigrants, in terms of access to tenures and housing quality. Poor living

conditions, over-crowding or settlement and sub-standard housing, has

been identified in several of the Southern European EU cities and

metropolises, especially for the most recent immigrant waves. It can be

argued that this is just a transitory process, associated with the recent

character of these migrants as well as home-oriented strategies, which lead

to a “disinvestment” in comfort assets in the host country. However, the

relatively limited improvements observed in most of the housing trajectories

of the immigrants, as well as the high level of exploitation immigrants are

exposed to and limits in gaining bank loans, lead us to assume that the

present housing market strategies are the driven mechanism for the

increasing inequality in the housing access (Arbaci, 2007; Arbaci and

Malheiros, forth.).  

Final remarks

The analysis of the EU immigration flows and also of the demographic

features of foreigners (especially Non-EU(27)) and foreign-born populations,

points to a set of basic elements that have be stressed, especially if we want

to establish a bridge between immigration and health, as  is the goal of the

present report.

The first key point, is that immigration flows to the EU are not expected

to decline in the short and medium term, namely because EU demographic

dynamics relies on a yearly net migration surplus of at least 1.5 million

people. If slackening of ageing trends is also envisaged, the migration

surplus is supposed to increase to values closer to 2 million per year.

This global picture obviously hides the internal differences that exist

between the various EU Member States. As we have seen in Sections 3.2

and 3.3, the countries of North and North Western Europe that once

constituted the old immigration core of the EU (with the exception of the

United Kingdom), are now receiving lower flows of immigrants and asylum

seekers, although they still remain the major EU recipients for the latter kind

of flows. In these countries, the stocks of foreigners and foreign-born

populations are among the highest in the EU, but this is due to the

Table 3.14: Labour market situation 2004

Participation Rate Unemployment Rate

Nationals Foreigners Nationals Foreigners
Austria 70.4 68.6 4.5 11.5

Belgium 65.8 59.8 6.7 15.9

Czech Republic 69.9 70.6 8.3 5.6
Denmark 79.8 53.6 5.1 12.5

Finland 76.4 69.8 10.2 25.6

France 69.8 64.8 9.2 18.5

Germany 72.9 64.3 10.1 18

Greece 66.1 72.9 10.4 9.3
Hungary (1) 60.1 64.8

Ireland 68.8 64.8 4.4 6.8

Italy (2) 63.1 73.5 8.2 10.8

Luxembourg 61.6 68.9 3 7

Netherlands 77.4 60.5 4.4 10

Portugal 72.7 75.6 6.6 13.3

Slovak Rep. (1) 69.7 83.6

Spain 67.8 77.6 10.9 13.4

Sweden 78.3 68.1 6.3 16.2

United Kingdom 81.4 79.3 4.5 7.5

AVERAGE 70.7 69.0 7.1 12.6

Source: SOPEMI_OECD, International Migration Outlook, 2006
(1) National Sopemi Reports.
(2) ISTAT - Rilevazione Sulle Forze di Lavoro. 

Table 3.15: 15 Foreign born in selected activity sectors (2003-2004 average) 

Mining, 
Manufacturing, Hotels,
Energy Construction        Restaurants

Austria 22.3 8.8 12

Belgium 17.3 6.9 7.4

Czech Republic 29.9 8.8 4.6

Finland 20.1 5.1 8.9

France 14.6 10.3 5.9

Germany 32 6.4 7.6

Greece 16.3 27.3 9.2

Hungary(3) 28.2 31.2 14.7
Ireland 16.6 8.4 13.2
Italy(2) 24.2 15.3 16.6

Luxembourg 10.5 16 6

Netherlands (1) 20.4 4.5 8.2

Spain 13.6 16.3 12

Sweden 17.2 2.7 6.6

United Kingdom 11.8 4.3 9
AVERAGE 19.7 11.5 9.5

(1) Data for 2002.
(2) Sources: National Sopemi Report; ISTAT - Rilevazione Sulle Forze di Lavoro. Only non-EU borned.
(3) Source: National SOPEMI Report. Foreign citizens; hotels, restaurants and trade.
Source: SOPEMI_OECD, International Migration Outlook, 2006
Note: In bold - values over the average national percentages.

10. See, for instance, the report for France made by Ebermeyer (2003) or Bencinni and Cerretelli
(2005) for Italy. 



consolidation of the old migration waves, which aggregate family members

who have arrived due to reunification processes and also children born in

the destination countries. 

Southern European countries (Portugal, Spain, Italy Greece and also

Cyprus) as well as Ireland have become major recipients of immigration in

the last 15-20 years. In some cases (e.g. Spain, Cyprus), the number of

foreigners in these countries has already reached percentages closer to the

ones of the old immigration countries.

The majority of Central European Member States still display negative net

balances. However, the number of immigrants will certainly increase, once

the process of economic transition has stabilised and the economic growth

required creates unfulfilled labour market gaps that can only be satisfied

through the use of foreign labour. Apparently, this process is already taking

place in countries like the Czech Republic, Hungary or Slovenia.

The result is that immigration will become a greater matter of concern for

all EU Member States in the near future.

In addition to the differences shared by the various EU countries in terms

of international migration flows, the areas of recruitment are also different,

reflecting distinct geographical positions, geo-strategical options and past

relations, for instance of colonial type. This makes a common policy for

recruitment difficult and shows that the health determinants of immigrant

populations in the various EU countries, is very different due to both the

internal features of the destination place and specificities of the various

foreign groups. This means that EU and national policies targeting

immigrants’ access to health have common elements, but also specificities

in terms of language uses and cultural approaches. However, today, despite

these internal EU differences, nowadays global trends point to a higher

presence of Eastern European immigrants (Ukrainians, Moldavians,

Albanians…), but also of Latin Americans (especially in Spain, Portugal and

Italy), Sub-Saharan Africans, Chinese and Indians (SOPEMI, 2007). All in all,

diversity seems to be the ruling norm.

In looking at non-EU populations’ demographic structures, youth and

progressive feminisation are key elements. In the majority of the countries,

foreign women display higher fertility rates than national ones, even if their

contribution to global births is relatively reduced in the majority of the

countries.

Finally, the health problems and the use of health systems and health

facilities by immigrants is largely the result of the characteristics of their

flows and of their living conditions in the host societies. As we have seen in

Sections 3.4 and 3.5, significant percentages of the foreign and foreign-born

population have experienced a difficult plight, namely asylum seekers and

trafficked people. In addition, their presence in the host countries as

irregular immigrants limits their citizenship and prevents full access to the

many spheres of social life including health. When considering just regular

immigrants, the labour market and housing standards shared by these

populations are normally below the ones of the autochthonous citizens,

contributing to an increased risk to accidents and also of health problems

aggravated by environmental conditions. �
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Table A: Acquisition of Citizenship(1) 

1999 2000 2001 2002 2003 2004

Germany 143120 186688 180349 154547 140731 127153
Austria 25032 24320 31731 36382 45112 41645
Belgium 24196 62082 62160 46417 33709 34754
Bulgaria(2) 1463 1323 1897 3046 4324 5664
Cyprus 97 296 126 247
Denmark 12416 18811 11902 17300 6583 14976
Slovakia 2886 3484 3492 4016
Slovenia 2337 2102 1346 2808 3306 3333
Spain 16384 16743 16743 21805 26517 38220
Estonia 4534 3425 3090 4091 3706 6543
Finland 4730 2977 2720 3049 4526 6880
France 94002 141456 121631 122834 139938 168826
Greece(3) 807 1896
Hungary 6066 5393 8430 3369 5261 5432
Ireland 1433 1143 2817 3784
Italy 11335 9563 10382 10685 13406 11934
Latvia 12914 13482 9947 9421 9951 17178
Lithuania 567 490 507 : 471 610
Luxembourg 549 684 496 754 785 841
Malta(4) 142 330 1201 756
Netherlands 62090 49968 46667 45321 28799 26171
Poland 1000 975 1070 1182 1653 1937
Portugal 584 1143 1419 255 2479 1346
United Kingdom 54902 82210 89785 120125 124295 140740
Romania 247 382 363 242 139 282
Czech Republic 7309 8335 6321 3261 2199 5020
Sweden 37777 43474 36399 37792 33222 28893
EU (27 countries) 526033 677795 652259 649052 636747 696178
EU (15 countries) 489357 641262 615201 617266 600102 646163
NMS (12 countries) 36676 36533 37058 31786 36645 50015

Source: Eurostat completed with data from national SOPEMI reports.
(1) For 1998, does not include data to Slovakia, Czech Republic, Bulgaria, Latvia and Cyprus. For 1999 and 2000 doesn't
comprehend data for Slovakia and Cyprus.
(1) For 2001 doesn't include data to Cyprus and Greece. For to 2002 data to Ireland, Greece and Lithuania are missing.
(1) For 2003, data for Malta and Ireland are missing.
(1) For 2004, the figures do not include data to Cyprus, Greece and Ireland.
(2) Data from the National SOPEMI report.
(3) Data for 1999 refers to 1998.
(4) Data from Amore, K. (2005) - Active Civic Participation of Immigrants in Malta. Country Report for the European
Research Project POLITIS. University of Oldenburg. From 1998 onwards, years are accounted between September and
August.

Table B: Austria

1995 1999/2000 2004/2005

n % n % n %
Germany ----- ----- 7.6 10.9 14.5 13.8
Serbia and Montenegro ----- ----- 9.9 14.3 11.1 10.6
Turkey ----- ----- 7.1 10.3 7.8 7.4
Poland ----- ----- 4.3 6.2 7.2 6.8
Romania ----- ----- 1.9 2.7 5.3 5.0
Bósnia and 
Herzegovina ----- ----- 4.1 5.9 4.9 4.6
Slovak Republic ----- ----- 1.9 2.7 3.6 3.4
Hungary ----- ----- 2.4 3.5 3.3 3.2
Croatia ----- ----- 4.0 5.8 2.8 2.6
Macedonia ----- ----- 1.0 1.4 1.5 1.4
Other countries ----- ----- 25.1 36.3 43.4 41.2
Total ----- ----- 69.2 100.0 105.2 100.0
n in thousands of people
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Table C: Belgium

1995 1999/2000 2004/2005

n % n % n %
France 6.2 11.7 8.0 13.9 10.0 13.3
Netherlands 6.5 12.2 6.7 11.6 9.4 12.6
Morocco 3.6 6.8 5.3 9.2 7.6 10.1
Poland 0.8 1.5 1.1 2.0 4.1 5.5
Germany 3.1 5.9 3.1 5.3 3.3 4.4
Turkey 2.5 4.7 2.5 4.4 3.3 4.4
United States 3.0 5.7 2.8 4.9 2.5 3.3
United Kingdom 2.8 5.2 3.1 5.4 2.3 3.0
Italy 2.6 4.8 2.6 4.5 2.4 3.2
Portugal 1.7 3.2 1.3 2.3 1.9 2.5
Other countries 20.3 38.2 20.9 36.4 28.1 37.5
Total 53.1 100.0 57.5 100.0 74.9 100.0
n in thousands of people

Table D: Czech Republic

1995 1999/2000 2004/2005

n % n % n %
Ukraine 0.7 11.2 1.3 24.5 20.1 36.7
Slovak Republic 2.6 43.6 1.4 24.6 12.5 22.9
Viet Nam 0.4 6.1 0.5 9.4 4.7 8.6
Russian Federation 0.3 4.6 0.5 9.5 2.6 4.8
Poland 0.2 3.6 0.1 1.9 1.5 2.8
Germany 0.3 4.8 0.2 2.8 1.4 2.5
Moldova 0.0 0.1 0.1 1.0 1.4 2.5
United States 0.2 3.4 0.1 2.0 1.0 1.9
Bulgaria 0.1 1.5 0.1 2.1 0.7 1.3
Belarus 0.0 0.3 0.1 1.9 0.6 1.2
Other countries 1.2 20.9 1.1 20.2 8.1 14.9
Total 5.9 100.0 5.5 100.0 54.7 100.0
n in thousands of people

Table E: Denamrk

1995 1999/2000 2004/2005

n % n % n %
China .. .. 0.6 2.7 1.3 6.9
Norway 0.9 2.8 1.2 5.7 1.3 6.7
Iceland 1.2 3.8 0.8 3.6 1.1 6.0
Germany 1.0 3.2 0.9 4.2 1.0 5.6
Sweden 0.8 2.4 0.9 4.3 0.8 4.5
Poland 0.3 0.8 0.3 1.6 0.7 3.8
United Kingdom 0.9 2.7 0.8 3.5 0.7 3.6
United States 0.6 1.8 0.6 2.7 0.6 3.3
Ukraine .. .. 0.2 1.0 0.6 3.1
Iraq 1.0 3.0 2.4 10.9 0.4 2.1
Other countries 26.2 79.3 12.9 59.8 10.2 54.3
Total 33.0 100.0 21.6 100.0 18.8 100.0
n in thousands of people

Table F: Finland

1995 1999/2000 2004/2005

n % n % n %
Russian Federation 2.0 26.8 2.4 27.7 2.0 16.7
Estonia 1.0 13.0 0.6 7.3 1.8 14.9
Sweden 0.6 8.2 0.7 8.1 0.7 5.7
China 0.1 1.9 0.2 2.3 0.5 4.3
Thailand 0.1 1.4 0.2 1.8 0.4 3.3
Germany 0.2 2.3 0.2 2.3 0.3 2.5
Iraq 0.2 2.8 0.3 3.4 0.2 1.4
United States 0.2 2.2 0.2 2.7 0.3 2.3
Iran 0.1 1.7 0.2 2.8 0.2 1.8
Somalia 0.3 4.3 0.2 1.8 0.3 2.5
Other countries 2.6 35.5 3.4 39.8 5.4 44.7
Total 7.3 100.0 8.5 100.0 12.1 100.0
n in thousands of people
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Table G: France

1995 1999/2000 2004/2005

n % n % n %
Algeria 8.4 17.1 11.9 14.0 25.6 19.1
Morocco 6.6 13.5 15.5 18.2 20.8 15.5
Turkey 3.6 7.5 6.2 7.2 8.9 6.6
Tunisia 1.9 3.9 4.8 5.6 8.3 6.2
Congo 0.3 0.6 1.6 1.9 3.9 2.9
Russian Federation 0.6 1.3 1.1 1.2 2.9 2.2
China 0.8 1.7 1.7 2.0 2.8 2.1
Cameroun 0.8 1.6 1.6 1.8 4.1 3.1
United States 2.4 5.0 2.6 3.1 2.5 1.9
Senegal 0.7 1.5 1.9 2.2 2.4 1.8
Other countries 22.5 46.1 36.4 42.7 52.1 38.8
Total 48.8 100.0 85.3 100.0 134.4 100.0
n in thousands of people

Table H: Germany

1995 1999/2000 2004/2005

n % n % n %
Poland 87.2 11.1 73.2 11.1 136.4 23.1
Turkey 73.6 9.3 48.1 7.3 39.3 6.7
Russian Federation 33.0 4.2 29.9 4.5 25.8 4.4
Romania 24.8 3.1 21.5 3.3 23.4 4.0
Serbia and Montenegro 54.1 6.9 60.4 9.1 19.6 3.3
Italy 48.0 6.1 33.8 5.1 18.9 3.2
Hungary 18.8 2.4 15.5 2.3 18.0 3.0
United States 16.0 2.0 17.1 2.6 15.2 2.6
Ukraine 15.4 2.0 16.7 2.5 13.0 2.2
Greece 20.3 2.6 17.5 2.6 9.6 1.6
Other countries 397.2 50.4 327.6 49.5 271.5 46.0
Total 788.3 100.0 661.4 100.0 590.7 100.0
n in thousands of people

Table I: Hungary

1995 1999/2000 2004/2005

n % n % n %
Romania 5.1 36.4 8.4 41.4 10.6 57.7
Ukraine 1.3 9.5 2.4 12.0 2.3 12.3
Serbia and Montenegro 1.3 9.3 2.1 10.6 1.2 6.5
China 1.2 8.6 1.1 5.6 0.6 3.5
United States 0.5 3.3 0.4 2.0 0.3 1.6
Viet Nam 0.1 1.0 0.3 1.4 0.2 1.2
Israel 0.2 1.3 0.2 1.1 0.2 1.1
Russian Federation 0.5 3.7 0.4 1.8 0.2 1.1
Germany 0.4 2.9 0.8 4.0 0.4 1.9
Japan 0.1 0.7 0.2 0.8 0.2 0.9
Other countries 3.3 23.4 3.9 19.4 2.3 12.2
Total 14.0 100.0 20.2 100.0 18.5 100.0
n in thousands of people

Table J: Italy

1995 1999/2000 2004/2005

n % n % n %
Romania ----- ----- 20.8 7.7 31.2 19.5
Albania ----- ----- 34.2 12.7 14.8 9.3
Morocco ----- ----- 24.8 9.2 12.3 7.7
Poland ----- ----- 6.9 2.5 7.1 4.5
Ukraine ----- ----- 3.4 1.2 5.6 3.5
China ----- ----- 13.2 4.9 5.3 3.3
United States ----- ----- 6.4 2.4 4.0 2.5
Brazil ----- ----- 3.6 1.3 4.0 2.5
Serbia and Montenegro ----- ----- 14.9 5.5 3.1 2.0
Tunisia ----- ----- 6.3 2.3 3.0 1.9
Other countries ----- ----- 135.4 50.2 69.3 43.4
Total ----- ----- 269.8 100.0 159.7 100.0
n in thousands of people
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Table K: Luxembourg

1995 1999/2000 2004/2005

n % n % n %
Portugal 2.4 25.1 2.1 18.8 3.2 25.6
France 1.5 15.2 2.2 19.7 2.0 15.8
Belgium 0.9 9.9 1.3 11.7 1.0 8.2
Germany 0.6 6.6 0.7 5.9 0.7 5.7
Italy 0.5 5.4 0.6 5.2 0.5 3.9
United States 0.3 2.8 0.3 2.2 0.2 1.5
Netherlands 0.3 3.1 0.2 2.0 0.2 1.4
Spain 0.1 1.3 0.1 1.2 0.2 1.3
Other countries 2.9 30.7 3.8 33.2 4.5 36.2
Total 9.6 100.0 11.3 100.0 12.4 67.2
n in thousands of people

Table L: The Netherlands

1995 1999/2000 2004/2005

n % n % n %
Germany 5.7 7.4 4.7 5.5 5.6 8.7
Poland 1.4 1.8 1.1 1.3 5.1 7.9
Turkey 6.4 8.3 4.4 5.1 3.6 5.6
United Kingdom 4.3 5.6 5.4 6.4 3.4 5.3
Morocco 4.3 5.5 4.3 5.1 2.7 4.2
China 1.3 1.7 1.5 1.8 3.0 4.6
United States 3.1 4.1 3.4 4.0 2.4 3.7
Suriname 2.8 3.6 1.9 2.3 1.6 2.5
France 1.7 2.2 2.1 2.5 1.8 2.8
Belgium 1.9 2.5 2.0 2.3 1.4 2.2
Other countries 44.2 57.3 54.1 63.7 33.7 52.4
Total 77.2 100.0 84.9 100.0 64.3 100.0
n in thousands of people

Table M: Poland

1995 1999/2000 2004/2005

n % n % n %
Ukraine ----- ----- 3.0 18.0 10.0 26.5
Belarus ----- ----- 0.7 4.5 2.4 6.4
Viet Nam ----- ----- 1.4 8.1 2.1 5.5
Germany ----- ----- 0.7 4.4 4.1 11.0
Russian Federation ----- ----- 1.1 6.8 2.0 5.2
Armenia ----- ----- 0.7 4.1 1.8 4.7
France ----- ----- 0.7 4.3 1.3 3.5
United States ----- ----- 0.6 3.8 0.9 2.3
United Kingdom ----- ----- 0.5 2.7 0.9 2.5
India ----- ----- 0.3 2.0 0.7 1.8
Other countries ----- ----- 6.8 41.2 11.5 30.5
Total ----- ----- 16.6 100.0 37.7 100.0
n in thousands of people

Table N: Portugal

1995 1999/2000 2004/2005

n % n % n %
Brazil 0.7 14.6 14.1 16.9 12.0 38.4
Cape Verde 0.3 5.9 5.6 6.7 3.3 10.6
United Kingdom 0.7 13.6 0.8 1.0 1.1 3.5
Angola 0.3 5.7 5.1 6.1 1.2 3.7
Ukraine ----- ----- 22.8 27.2 1.8 5.6
Guinea-Bissau 0.1 2.6 3.4 4.0 1.1 3.4
Moldova ----- ----- 5.1 6.0 1.8 5.6
Spain 0.3 6.4 1.2 1.5 0.6 2.0
Romania ----- ----- 3.9 4.7 0.8 2.6
S.Tome and Principe ----- ----- 1.6 1.9 0.8 2.6
Other countries 2.6 51.2 20.1 24.1 6.8 22.0
Total 5.0 100.0 83.7 100.0 31.1 100.0
n in thousands of people
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Table O: Spain

1995 1999/2000 2004/2005

n % n % n %
Romania ----- ----- 9.6 4.5 91.7 13.8
Morocco ----- ----- 26.6 12.4 64.1 9.6
United Kingdom ----- ----- 9.4 4.4 43.0 6.5
Bolivia ----- ----- 1.9 0.9 36.8 5.5
Argentina ----- ----- 4.3 2.0 23.5 3.5
Bulgaria ----- ----- 3.6 1.7 16.7 2.5
Colombia ----- ----- 26.8 12.5 18.6 2.8
China ----- ----- 3.2 1.5 14.6 2.2
Peru ----- ----- 4.5 2.1 15.0 2.3
Ecuador ----- ----- 50.1 23.3 11.8 1.8
Other countries ----- ----- 75.0 34.9 328.6 49.5
Total ----- ----- 215.0 100.0 664.3 100.0
n in thousands of people

Table P: Sweden

1995 1999/2000 2004/2005

n % n % n %
Denmark 1.8 4.9 1.3 3.7 3.9 7.8
Iraq 2.3 6.3 5.5 16.0 2.9 5.8
Finland 2.8 7.8 3.4 9.8 2.9 5.8
Norway 1.7 4.7 2.0 5.8 2.5 5.1
Poland 0.9 2.5 0.7 1.9 2.9 5.9
Thailand 0.6 1.6 0.7 2.0 2.1 4.2
Germany 0.8 2.1 1.1 3.2 1.9 3.9
China 0.5 1.5 0.8 2.3 1.6 3.3
Iran 1.1 2.9 1.0 3.0 1.3 2.6
Turkey 1.1 3.1 0.8 2.3 1.1 2.3
Other countries 22.6 62.5 17.3 50.1 26.4 53.4
Total 36.1 100.0 34.6 100.0 49.5 100.0
n in thousands of people

Table Q: United Kingdom

1995 1999/2000 2004/2005

n % n % n %
Australia 12.0 8.0 28.6 10.9 ----- -----
China 5.0 3.3 18.5 7.0 ----- -----
France 12.0 8.0 15.4 5.9 ----- -----
Germany 5.0 3.3 13.7 5.2 ----- -----
India 6.0 4.0 16.6 6.3 ----- -----
South Africa 3.0 2.0 13.7 5.2 ----- -----
United States 11.0 7.3 13.5 5.1 ----- -----
Philippines 1.0 0.7 8.8 3.4 ----- -----
New Zealand 8.0 5.3 12.0 4.5 ----- -----
Pakistan 4.0 2.7 9.5 3.6 ----- -----
Other countries 83.0 55.3 113.0 42.9 ----- -----
Total 150.0 100.0 263.3 100.0 ----- -----
n in thousands of people
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Communicable 
diseases  

C
ommunicable diseases have long ranked high as both a real and

perceived problem in the context of migration and the relationship

between the movement of people and the risk of communicable

diseases has been known if not necessarily understood for a long time.  At

different times in history it has also given rise to responses such as the

forced expulsion of suspected carriers, quarantine and in the contemporary

setting, health screening.  The Old Testament of the Christian Bible refers to

people with leprosy having to live outside the camp and away from others,

and in the 14th century fear of the plague brought about a series of

reactions, some more extreme than others that involved the social isolation

of people suspected to be infected with the disease (Sehdev, 2002).  In

Reggio, Italy, there were moves to isolate people with plague by simply

casting them outside city walls to die or recover spontaneously, and in

Ragusa, Croatia, there were moves to establish special houses outside the

city walls for local people and visitors suspected of having the disease.  In

1377, the Great Council of the city of Padua in Italy passed a “trentino” or

thirty-day isolation law that prohibited the entry of people from plague

infected areas for a period of a month and forbade any contact with those

people by city dwellers.  Not long afterwards, the “trentino” law was

changed to cover a “quarantino” or forty-day period (ibid.), a concept and

practice that has remained to this date and been extended at different times

to cover diseases such as yellow fever and tuberculosis.    

Tuberculosis

In 1993, the World Health Organization declared Tuberculosis (TB) a global

emergency and reported that in 1992 it had been the direct cause of 1.7

million deaths around the world (WHO, 2006).   In the face of the resilience

of the disease WHO reappraised its strategy in 2000 and set new targets that

included identifying more than 70% of new cases and curing at least 85% of

detected infections by 2005 (de Colombani et al., 2004).  The global Stop TB

Partnership created that same year set itself the goal of eliminating TB as a

global public health problem by 2050 (Stop TB Partnership, 2006).  While

progress towards this goal has been evident, there were nevertheless 8.9

million new cases of TB in 2004 and in Africa the pace of spread continued

relatively unabated in concert with that of HIV (WHO, 2006).  

Tuberculosis in Europe

Although the trend has not been consistent throughout the whole of

Europe, the last 50 years have seen the incidence and prevalence of TB fall

significantly in most of what were the original EU countries.  In 1974 the

average incidence rate of TB in nine of what became EU countries was
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Figure 1: Estimated Tuberculosis-related deaths (all forms, world-wide), 1990-2004
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Figure 3: Trends in notified tuberlosis cases in the 10 new EU member states, 1980-2004 

Data source: WHO Global TB Database, 2006 Data source: WHO, 2006
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34.80 per 100 000 (WHO, 1997); by 1997 it had fallen to 17.4 cases per 100

000 and to 12.8 per 100 000 in 2004 (EuroTB, 2006).  

The pace of progress has not been consistent throughout Europe,

however, and in Portugal and Spain (among the EU-15) and in the latest 10

countries (except Cyprus and Malta) the pace of the fall in new cases has

been less evident and TB remains a constant challenge. 

Tuberculosis in the context of migration in the EU

Tuberculosis is essentially a disease of poverty and thrives in settings

characterised by poor nutrition, overcrowding, and poor health care.  The

incidence of new cases of tuberculosis has nevertheless risen in many parts

of the EU just at a time when most socio-economic indicators have been

improving dramatically in at least the original 15 EU countries.  Much of the

reported increase in tuberculosis has occurred in time concert with the

arrival of people arriving from other poorer parts of the world such as

Indian Sub-Continent, parts of Latin America, the Pacific and more recently,

Eastern Europe (Ruiz Manzano, 2000: EuroTB et al., 2006; WHO, 2006b).

In countries such as Denmark, France, Germany, Luxembourg and the UK

foreign-born people now constitute the core of all reported new cases of

tuberculosis (Coker et al., 2006; Coombes, 2004) and overall, new cases

among foreign-born people are close to  making up 31% of all cases in

Western Europe (EU plus Andorra, Iceland, Israel, Monaco, Norway, San

Marino, and Switzerland) in 2003 (Infuso and Falzon, 2005).  

In Germany in 2005 foreign-born people accounted for 43% of all notified

cases of tuberculosis and their infection rate was more than 5 times higher

than among German nationals (EuroTB 2006).  Data for 2002 indicate that

children of immigrants were nine times more likely to be infected than

German children, corroborating earlier observations that TB among

migrants is now affecting an increasingly younger age group (Huismann et

al., 1997).  A similar picture has emerged in the Netherlands where the

percentage of cases among non-Dutch residents rose from approximately

30% in 1980 to almost 60% in 1997 and where it is estimated that 17% of the

cases reported between 1993 and 1995 resulted from active transmission

from non-Dutch residents (Wolleswinkel-van den Bosch et al., 2002).  Data

from Spain and Italy indicate much the same trend; 25-34% of all cases of

tuberculosis in Spain involve migrants (Iñigo et al., 2006; Moreno et al.,

2004) and in Italy notifications of tuberculosis in the region of Liguria have

also been linked to migration from non-EU countries (Crimi et al., 2005;

Scotto et al., 2005).  In France, where the national tuberculosis incidence

rate in 2004 was 4.9 per 100 000 among French citizens it was 73.6 per 100

000 among non-French residents, and among people aged 25-39 years the

rate was 107.2 per 100 000 (Che & Bitar, 2006).

Data for the UK where in 1983 the National Survey of Tuberculosis

Notifications in England and Wales had already indicated that migrants from

some parts of the world were at a higher risk of developing tuberculosis

than nationals were, now indicate the trend has continued (Sheldon et al.,

1993; Mangtani et al., 1995; Tocque et al., 2001; Sing et al., 2006).  In 2003,

London accounted for 45% of all TB cases in the UK, and that recently

arrived immigrants made up a large proportion of these cases (283 per 100

000 among black Africans, and 141 per 100 000 among Pakistanis and

Indians) compared to “whites” (8 cases per 100 000) Anderson et al., 2006).

On the other hand Sing et al found that people of Indian, Pakistani and

Bangladeshi origin but born in the UK were much less likely to develop TB

(Sing et al., 2006).  In Ireland, data that included country of birth

information show that 33% of all new tuberculosis cases notified in 2005

involved people born abroad; 44% were born in Asia, 22% in Africa, and

20% in other parts of Europe (HPSC, 2006b).  

In Denmark where there has also been a reported increase of new

tuberculosis cases migrants in 2005 accounted for 61% of all notified cases.

The most affected were people from Somalia and Pakistan who respectively

accounted for 37% and 10% of all cases among foreign nationals (SSI,

2006).  Similarly in Belgium, earlier reports indicated that the prevalence of

tuberculosis among migrants was considerably higher than among Belgian

nationals, (Uydebrouck & Gyselen, 1992) and a 1997 study found that the

incidence rate of tuberculosis among asylum seekers was 30 times higher

than among the indigenous population (van den Brande et al., 1997).  

Multi-drug resistant tuberculosis

Despite the growing prominence of tuberculosis in general in the EU, it is

probably the multi-drug-resistant form of the disease (MDR-TB) that is being

increasingly reported in some parts of Europe that will constitute the real

threat in the future.  WHO estimates that worldwide as many as 50 million

Figure 4: Tuberculosis incidence in major immigration source countries* (2004)

Data source: World Health
Organization, 2006-11-28

* over 50,000 residents in 2005 in EU
countries, according to Eurostat 2006.
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people may be infected with drug resistant forms of the disease which are

resistant to two or more of the primary drugs currently being used in

treating tuberculosis (isoniazied and rifampin).  Extensively drug-resistant

TB (XDR TB) is also resistant to some second-line drugs (fluoroquinolone

and at least one of three injectable drugs).  Multi-drug-resistant TB is thus

difficult and costly to treat, and can be fatal (American Lung Association,

2007).  It is fast becoming a problem in Central and Eastern Europe and the

Baltic States (Infuso and Falzon, 2005) with potential implications for a

movement of the disease to other parts of Europe (BBC, 2006).  In Portugal

immigrants originating predominantly from Angola and Cabo Verde and for

the most part living in slums account for a large proportion of all MDRTB

and AIDS cases (Rifes and VIllar, 2003).

Tuberculosis and HIV/AIDS

Tuberculosis is a serious health problem in its own right.  In the context of

HIV/AIDS, however, it has become one of the most likely causes of death in

HIV-infected people.  Between 1990 and 2005 the incidence of tuberculosis

in sub-Saharan Africa tripled in countries with a high HIV prevalence and by

2005, the region accounted for an estimated 80% of all TB cases among

HIV-positive people worldwide.  Countries of Eastern Europe are facing a

similar epidemic, and in 2005 there were an estimated 170,000 new cases of

HIV-related TB in Russia alone.  In the UK, where TB has been dubbed “the

disease that never went away”, and where 8,113 new cases were reported

in 20056 it was estimated that 10% of all cases in London were HIV co-

infections7.   Tuberculosis has also become a common HIV-related infection

in Spain, Portugal and Italy (Iñigo et al 2006; Hayward et al 2003), and in the

Catalonia region of Spain, it is the most important co-infection (Godoy et al

2004).  

Tuberculosis and urban centres

A 1999-2000 study of tuberculosis in several Western Europe found the

disease to be more urban based with significantly higher TB rates in cities

than country averages; it was almost twice as high in Brussels, Copenhagen,

Paris, Thessalonica, Milan, Amsterdam, The Hague and London than in the

rest of the countries concerned (Hayward et al., 2003).  To what extent this

is a function of more heterogenous populations and a broader range of

different socio-economic backgrounds, a tendency for crowding and

overcrowding is not clear, but urban populations are certainly more at risk

of tuberculosis than rural ones, a fact that suggests that historical patterns of

tuberculosis have not changed fundamentally.

Tuberculosis, poverty and migration 

Tuberculosis has always been a disease of poverty and although throughout

history it has not only been the poor that have suffered from TB, it is the

poor that have consistently been the most vulnerable.  Thus today at a time

when the overall health and welfare of people in the richer countries has

improved significantly, it is those who are moving from poor countries and

backgrounds that are most likely to be arriving with personal histories of

poverty and all it signifies in terms of poor nutrition and poor access to

health care services.  

The reality, however, is more complex and for some migrants the

problem is not only one of pre-migration health history as much as the

socioeconomic conditions under which they are compelled to move, and

the conditions in which they re-settle and work (de Jong & Wesenbeek,

1997; Hammer, 1994; Gliber, 1997; Van den Brande et al., 1997; Bericht der

Beauftragten der Bundesregierung f_r die Belange der Ausländer, 1995;

Scotto et al., 2005; Moreno et al., 2004).  Indeed in some instances it is quite

possible that the first exposure some migrants (and refugees and asylum

seekers) have to diseases of poverty is in the resource-rich countries they

move to in order to improve their situation.  

The role of poverty in terms of poor housing and overcrowding emerges

consistently today just as it has always done.  In 1996 ethnic minority people

in the UK were five times more likely to live in overcrowded conditions (Atri

et al., 1996) and migrants, especially undocumented ones, also represent an

increasing proportion of Europe’s homeless population.  Many live in highly

unstable conditions, have to change residence frequently because of costs,

and move from one overcrowded house to another.  When unable to afford

to pay for even those conditions they become homeless or have to resort to

shelters or squatting (PICUM, 2004).  In Denmark a study by the City

Council found that over a third of the city’s homeless were migrants or

refugees (Copenhagen Post Online, 2004).  For clandestine migrants the

problem of housing can be even more precarious than for other types of

migrants because homeless shelters in Europe tend to require “guests” to

have a residence permit and a minimum income, and make exceptions only

in the most sensitive cases such as unaccompanied minors, sick persons,

divorced women, or victims of trafficking (PICUM, 2004).  

An in-depth study of TB risk factors in Cologne (Kistemann et al., 2002)

found TB rates to be more strongly correlated to poverty than to countries of

origin and the pattern of TB in those countries and concluded that material

deprivation was far more a determinant than country of origin.  The study

highlighted the importance of living conditions after migration and found

that inadequate housing conditions together with a variety of other

conditions such as physical and psychological stress, poor nutrition, and

drug abuse were all implicated in weakening the immunity and increasing

susceptibility to a range of diseases including tuberculosis.  Poor housing

and social conditions had also been highlighted by Italian health authorities

as potential sites for the emergence of chronic and drug-resistant TB earlier

and references had been made to incidence rates of 1-3 per 100 000 in

economically poor parts of major cities (Carchedi & Picciolini, 1995), with

higher rates among migrants being attributed to poor hygienic living

conditions (Scotto et al., 2005).  Similarly in the port city of Genoa, one of

the gateways to Italy and the European Union for many migrants from

South America, Africa, Eastern Europe and Asia, poor and unhealthy living

conditions were identified as candidate conditions for tuberculosis

reactivation or re-infection (Crimi et al., 2005).  In Naples a study similarly

found that the incidence of TB in the city had far more to do with poverty

than with immigration (Ponticiello et al., 2005) and that the migrant

population (estimated at about 20% illegal) constituted only a very small

proportion of all reported cases of tuberculosis.  In northern Italy where a

tuberculosis incidence rate of 240 per 100000 was reported among a

community of Senegalese immigrants (16 times higher than the regional

rate and higher than the rates reported from most low income countries

around the study period) living conditions associated with migration and

In Portugal immigrants originating
predominantly from Angola and Cabo
Verde and for the most part living in
slums account for a large proportion
of all MDRTB and AIDS cases
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resettlement were also highlighted as key factors (Scolari et al., 1999).  

In Spain high rates of tuberculosis among sub-Saharan, North-African,

Eastern-European, and Asian immigrants have been attributed to the sub-

standard living conditions, especially where severe overcrowding, frequent

changes of address and high turnover of housemates, poor nutrition, and a

generally stressful environment have been involved (Moreno et al., 2004;

García de Olalla et al., 2003; Rivas Clementea et al., 2000).  In some cases

poor living conditions have resulted from blatant exploitation by employers.

An early report on migrant workers in the agricultural region of Almeria

found that 85% of them were living in makeshift accommodation that was

highly overcrowded and suffered constant exposure to pesticides.  Over 75%

of the accommodation available to migrant workers at that time had no

running water or toilet facilities, 70% no electricity, 95% no heating or air

conditioning, and 65% had no refuse collection (CITE, as cited in Gaspar,

1995).  Supporting these findings, an earlier report on living conditions

among people from Cape Verde in Lisbon (Almeida & Thomas, 1996) found

that most housing was illegally built by migrants themselves on land that

had not been allocated or equipped for housing.  Over a third of the houses

had no piped water; 19% had no separate kitchen area and 13% had no

bathroom or toilet facilities.  In 26% of the houses there was no organised

waste (sewage) disposal system and 13% had no electricity.  A 1991 study of

TB had found that 13% of the 622 new cases of TB were among migrants

living in this area.  The situation does not appear to have changed

significantly in the past decade (Gardete & Antunes, 1993), as in 2000

immigrants in the country were reported to have a TB incidence rate 3.6

times higher than the global incidence (Rifes and Villar, 2003).  The

incidence and prevalence of TB in France has been declining consistently

(Valin et al., 2005) but rates among the most deprived remain high.  Much

the same picture emerges in France where in 2004 foreign-born people in

France constituted up to 62% of all new TB cases among people without a

permanent home.  The incidence of new cases was as high as 220 per 100

000 among homeless people and in 2003, in Paris was as high as 400 per

100 000 (Antoun and Mallet, 2005).  Needless to say, nutritional and hygienic

living conditions among this group, so dramatically overrepresented among

TB patients and of which immigrants make-up about half, are dramatically

lower than the standard conditions in their host country.  Severely

overcrowded, poorly ventilated shelters and poor nutrition and hygiene have

been identified as presenting a serious risk for TB outbreaks in France (Valin

et al., 2005).  In Paris, where the rate of new cases of tuberculosis in 2004

was 34.9 per 100 000 (nearly four times the national average), the rate

among foreign-born residents was estimated to be  157.7 per 100 000 (Che

and Bitar, 2006).  Migrants from high tuberculosis prevalence areas, sub-

Saharan African youth, homeless people and those living in precarious

socioeconomic conditions were especially vulnerable (Che et al., 2004;

Emanuelli and Grosset, 2005). 

The findings concerning the relative role of poverty are further

corroborated by data from a number of Baltic countries with high endemic

rates of tuberculosis that indicate that the risk of pulmonary TB among

migrants is equal or in many cases significantly lower than for the native

population, and that the main risk factors for the disease were low socio-

economic status, poor education, unemployment, poor living conditions,

homelessness and imprisonment (Tekkel et al., 2002).

Tuberculosis care and access

Timely diagnosis and treatment of tuberculosis remains the challenge

everywhere and providing diagnostic and treatment services to migrant

populations, including clandestine immigrants, has been identified as an

“essential [element] of the legal framework” for tuberculosis control and

elimination (Broekmans et al., 2002).  Promoting diagnostic and treatment

services for migrants as well as for other potentially marginalized groups

often calls for free or certainly low cost access.  Universal free treatment is

not in itself sufficient, however.  As with other areas of health and health

care, a number of factors often constrain the rational use of services by

marginalized groups.  Problems of language, culture, unfamiliarity with the

health care system, and the fear of losing jobs or being expelled from the

country if reported to be infected can all be important barriers to the

effective use of tuberculosis and other health care services (Van den Brande

et al., 1997; Carballo et al, 2003).  In some cases people coming from high

tuberculosis prevalence areas may also have learned to adapt to their

disease and not necessarily see it in the same way, or as having as much

importance as people in receiving countries do.  Certainly the pattern of use

of tuberculosis treatment opportunities by migrants is likely to differ from

that of national populations.  From the Netherlands there are data to the

effect that migrants and asylum seekers are significantly more likely to

default on their treatment regimes than the general population (Borgdorff et

al., 2000; Brewin et al., 2006) and this is likely to be indicative of a more

widespread phenomenon.

Screening for tuberculosis

Concern about the possible link between migration and tuberculosis has

prompted a number of approaches to the problem, and screening has been

increasingly seen as one of the ways in which it might be possible to

identify and act on cases early (Khanal, 2005).  Screening for diseases such

as TB can benefit immigrants as well as other people if and when it leads to

timely and effective curative and preventive interventions, but the fact

remains that the demand for more screening has often been motivated by

fears that migrants might be a source of infection to the larger community

rather than by a genuine interest in the well-being of the migrants

themselves (Coker, 2004).   Attitudes and practices with respect to screening

nevertheless vary a great deal within the EU as well as in other parts of the

world.  Within the EU there 10 countries have specific screening

programmes (Belgium, Czech Republic, Denmark, France, Greece, Latvia,

Malta, the Netherlands, Portugal, and the UK) and five of these (Czech

Republic, France, Latvia, Malta, and the Netherlands) require screening of

refugees and asylum seekers.  Five other countries, Austria, Hungary, Italy,

Poland, and Spain, do not have specific tuberculosis screening programmes

(Coker et al., 2004) even though health groups in those countries have

called for generalized screening after arrival as a way of ensuring early

identification and treatment of people with tuberculosis (Moreno et al.,

2004).  Elsewhere in the EU a number of screening facilities have been

established following recommendations from a Task Force of Union Against

Tuberculosis and Lung Disease (IUATLD) that selected foreign-born people

be systematically screened  (Coker et al., 2006).  

Examples of tuberculosis screening

Not all screening policies and practices are alike.  Systematic screening

programmes that target asylum seekers and migrants from high tuberculosis

prevalence countries are in place in Belgium (FARES, 2005) and Denmark

where TB screening of refugees and asylum seekers is done on arrival

(Lillebaek et al., 2002) but on a purely ”encouraged” basis.  Since 1999 all

foreigners entering France for over four months have been  required to

undergo a clinical examination that includes chest radiography (Conseil

Supérieur d’Hygiène Publique de France, 2005) and mobile radiological

screening units for homeless and migrant shelters are set up annually in

Challenges for health in the age of migration
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Paris (Valin et al., 2005) as a way of reaching out to undocumented

migrants.  Extension of the programme to other parts of France has been

recommended (Che and Bitar, 2006) but as not yet been instituted.  Since

2000 the German Asylum Seekers Assistance Law and the Infectious

Diseases Law has required that all refugees and asylum seekers over the age

of 15 be screened on entry (Diel et al., 2004) despite growing evidence that

tuberculosis may also be affecting younger age migrants and children of

migrants.  In Greece, where all migrants undergo compulsory chest

radiography screening when applying for or renewing a permanent

residence permit (Magkanas et al., 2005) the practice of routine screening

has been questioned on the grounds that it may be overexposing people to

radiation exposure while incurring significant and possibly unnecessary

costs to the state.  Indeed, the study by Magkanas and colleagues (ibid)

found that 94.7% of all asymptomatic persons who were screened

presented normal CXRs.  In the Netherlands, migrants from high prevalence

countries, including foreign students, planning to stay for periods of longer

than three months must undergo periodic screening for tuberculosis (Verver

et al., 2002); citizens from the EU, Switzerland, Israel, Surinam, the US,

Canada, New Zealand, Australia and Japan are exempt (Coker et al., 2006).  

In Spain there is no official systematic screening procedure for

immigrants but mandatory health checkups, which include TB screening,

were integrated into at least one extraordinary regularization process in

Valencia in 2001 (Ramos et al., 2003).  High prevalence of TB among

immigrants has however led to calls for applying screening to all immigrants

from high-prevalence areas (Roca et al., 2002).  As of July 2005 the

government of the United Kingdom implemented a new policy requiring all

individuals wishing to enter the UK for a stay longer than six months and

coming from countries with high rates of TB (starting in October 2005 with

Bangladesh, Sudan, Tanzania, Thailand, and Cambodia and planned to

continue to other high risk countries during 2006-2007) to present a

certificate, obtained in the home country, showing that they are free from

infectious TB (UK Visas, 2006).  This new policy is explicitly intended to

ease the practical burden of being referred to the Port Medical Inspector

upon arrival, as was the previous procedure.  This is intended to help

decrease the cost of port-of-entry examination, and treatment in the UK

since people infected prior to travelling to the UK will now have to receive

treatment in their countries of origin).  Otherwise, common practice

involves chest-radiograph screening of incomers who present symptoms of

TB at the port of entry where the port medical inspector is in a position to

decide that it is “undesirable for medical reasons to admit a passenger if the

person were found or suspected to be suffering from pulmonary

tuberculosis” (UK Home Office 2006).  Where the person is allowed entry,

local tuberculosis services are informed of his or her arrival and the

newcomer is invited to attend follow-up treatment; to date, however, only

about 1 in 6 of them do attend (Coker et al., 2006). 

Pros and cons of tuberculosis screening

The question of how best to manage the issue of infectious disease

screening of newcomers arriving from high prevalence countries in low-

prevalence countries continues to be the subject of debate.  Much of the

debate has focused around the effectiveness of screening and the type of

measures used.  Thus although arrival screening is seen as resulting in the

early detection of tuberculosis cases and fewer hospital admissions (Verver

et al., 2002), many of the screening procedures currently in use, especially

those involving chest radiography, have been criticized because they either

fail to provide the degree of decisive evidence that is called for (Coker, 2004)

or because of they are not cost-effective (Dasgupta and Menzies, 2005).

Chest radiography, which is the most common tool in screening, has also

been questioned because its numerous false-positives provoke unnecessary

costs for the health care system and unwarranted concern to the individuals

involved (Dasgupta and Menzies, 2005; Coker, 2003) and because it only

detects abnormalities in an estimated 10-20% of individuals who have a

latent infection  (Dasgupta and Menzies, 2005; Khanal 2005).  

Similarly, although some have argued that screening on arrival probably

leads to lowered risk of transmission of infection (Verver et al., 2002), the

extent of this, especially in the case of transmission to the wider public, has

been questioned.  For while most cases detected in low-incidence countries

are among foreign-born individuals, the increased incidence of tuberculosis

in this population has not resulted in any statistically visible corresponding

increase in incidence in the host population (Dasgupta and Menzies, 2005,

Lillebaek et al., 2005). 

The policy of pre-entry screening has been questioned because it tends to

only target certain groups, generally applicants for permanent residence and

short-term migrants, including tourists, students and short-term workers are

typically not covered irrespective of where they are arriving from (Dasgupta

and Menzies, 2005).  One-time screening at, or soon after entry, moreover

does not pick up the infections that occur when nationals or migrants travel

to high tuberculosis prevalence areas for tourism or short-term visit to see

family in countries of origin.  While conclusive data are still scarce, it

appears that the risk of infection, especially among children of migrants on

short-duration trips is high (Ormerod et al., 2001; Bothamley et al., 2002).  

Tuberculosis screening options

It has been argued that a more effective way of tracing both latent infection

and active TB would be to promote voluntary screening of identified high-

risk immigrant groups at regular intervals (Lillebaek et al., 2002).  This is

already done in the Netherlands, where migrants who are screened on entry

are also invited to attend half-yearly voluntary screenings for the following

Challenges for health in the age of migration

Table 1:

Country Specific screening Legally required Who is screened

Austria No - -
Belgium Yes No Ref, AS
Cyprus ? ?
Czech Republic Yes Yes Ref, AS
Denmark Yes No Ref, AS
Estonia ? ?
Finland Yes
France Yes Yes Ref, AS, FW
Germany Yes Yes Ref, AS
Greece Yes No Ref, AS, Immig
Hungary No - -
Ireland ? ?
Italy No - -
Latvia Yes Yes Ref, AS
Lithuania ? ?
Luxembourg ? ?
Malta Yes Yes Ref, AS, II, Stud
The Netherlands Yes Yes Ref, AS, Immig
Poland No - -
Portugal Yes No Refugees
Slovakia ? ?
Slovenia ? ?
Spain No - -
Sweden ? ?
United Kingdom Yes Yes 

(for pre-entry) Ref, AS, FW, Stud

* Ref: Refugees; AS: Asylum Seekers; Immig: Immigrants; II: Illegal Immigrants; Stud: Students;
FW: Foreign Workers
(Table information compiled from multiple sources)
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two years (Verver et al., 2002).  Alternatively, and in relation to the lack of

divergence found between TB incidence rates among new and non-new

entrants, it has been suggested that screening at the port of entry, which

involves extensive resource investment, could be replaced by screening in

general practice, which is cheaper (Bothamley et al., 2002) or by contact-

tracing, which is also less costly than port-of-entry screening (Dasgupta and

Menzies, 2005).  

Regardless of efficiency, concerns have arisen about how screening of

migrants can infringe on human rights and be a source of discrimination

and a reason why migrants might reject screening or hide symptoms

(Sommerfeld in Khanal, 2005).  A study of how TB screening is perceived by

asylum seekers in east London nevertheless found that  hardly any of the

participants were opposed to screening per se.  Almost none found it

unfairly aimed at migrants and none feared that it might jeopardize their

asylum application.  In general, screening was perceived as beneficial and

tolerable, and in some cases a ”privilege,“ and socially responsible (Brewin

et al., 2006).  Concerns have also been expressed at the possibility that

screening may not always lead to treatment and contribute to the reduction

of tuberculosis in a community (Magkanas et al., 2005).  

Hepatitis A

Hepatitis A (HAV) is common in environments characterized by poor

sanitation and crowding.  It is typically transmitted through faeces-

contaminated food and water, but can also be transmitted through blood

and sexual contact (WHO, 2000).  HAV is endemic in most developing

countries, but is also widespread in parts of South and South-Eastern

Europe where hygienic conditions are substandard.  Outbreaks however

continue to occur throughout Europe and Bulgaria recently experienced an

HAV outbreak in the Plovdiv area.  Outbreaks related to transmission

through homosexual sexual contact, through intravenous drug use or

infected food have been reported in countries, such as Denmark in 2004

(Mazick et al., 2005), Germany in 2004 (Schenkel et al., 2006), the UK in

2003 (HPA, 2003), Italy in 2002 (Scapa et al., 2005) and Luxembourg in 2000

(Hemmer, 2000).  Baltic members of the EU are in the process of

transitioning towards intermediate HAV endemicity, which has shifted the

character of the disease to a more western EU “model” involving injecting

drug users (Tallo et al., 2003).  While eastern EU countries experienced a

similar transition in the mid 1990s (Tallo et al., 2003), poor hygienic

conditions still exist in some regions and could lead to other outbreaks as

was the case in Hungary in 2003-4 (Reuter et al., 2006).  

In addition to traditional problems of hygiene and sanitation, growing

migration from high HAV prevalence areas represents an additional risk

factor for outbreaks (Reuter et al., 2006).  A growth in international travel to

and from areas where HAV is endemic especially in the absence of

prophylaxis could prompt more cases in the EU.  People visiting high

prevalence areas are estimated to develop symptomatic hepatitis A at the

rate of 3-6 cases per 1000 people per month of stay and in the case of

people exposed to especially poor hygienic conditions the rate may increase

up to 20 per 1000 per month of stay (Schwanig, 1997).  Travel-related

infections have most recently been noted among Danish travellers returning

from Turkey (Howitz et al., 2005) and German tourists returning from Egypt

(Frank and Stark, 2004).

Migrants and especially the children of migrants living in the EU may be

especially vulnerable when they travel to their countries of origin for

holidays.  In the Netherlands children of migrants who had visited HAV

endemic countries such as Morocco and Turkey were found to be the

principal importers of the disease into four cities in the Netherlands (van

Gorkom et al., 1998).  Cases of HAV infection have also been found among

children of Moroccan origin living in Spain who had visited Morocco for

holidays (Llach-Berné et al., 2006).  Sources of HAV infection in low

prevalence areas of Hungary have also been related to migration from high

prevalence areas such as China and countries of the former Yugoslavia

(Reuter et al., 2006).

Hepatitis B

It is estimated that over 350 million people worldwide are chronically

infected with the Hepatitis B virus (HBV), the most serious strain of viral

hepatitis.  Chronic infection with hepatitis B can lead to progressive liver

disease, cirrhosis or primary hepatocellular carcinoma.  The Viral Hepatitis

Board estimates that approximately 850 000 people die each year from HBV

and approximately 10 000 die each year from liver cirrhosis, 50% of which

cases are sequelae of hepatitis B.  Just as with tuberculosis, hepatitis B is

common in environments of chronic poverty and is endemic in much of

Africa, Asia, Latin America, where up to 8-10% of national populations are

chronically infected, and parts of Eastern and Central Europe.  Easily carried

by infected people, hepatitis B poses a serious public health problem.  It is

transmitted through blood and body fluids, unprotected sexual contact, and

from mother to baby at birth (WHO, 2000) and  is highly infectious (50-100

times more so than HIV).  With less than 1% of national populations

affected, hepatitis B is much less prevalent in the EU than it is in the

developing world (WHO, 2000) and its incidence in the EU has been falling

for over a decade.  The overall prevalence of HBV nevertheless rose slightly

with the 2004 EU enlargement, but even so the incidence of new cases

remains relatively low (3.49 cases per 100 000).

Migration into the EU from high HBV-prevalence countries seems to have

had a mixed impact on HBV prevalence in the EU, and HBV cases among

migrants are attributed both to infection at the country of origin and to living

conditions in the destination country.  In the UK, migration is not considered

to have importantly affected the epidemiology of acute HBV infections even

though new chronic infections occur in immigrants who were infected in

their countries of origin and could not be protected by UK vaccination

policies (HPA, 2006).  In Italy, a study of hospitalized migrants in 2002 found

that viral hepatitis infections, most frequently HBV, were mainly found

among Eastern European migrants and attributed to a mix of unhealthy

living conditions and lack of or incomplete vaccination in their country of

origin (Scotto, 2005). In some Nordic countries (Denmark, Norway, Sweden

and Finland) most cases of HBV carriers are among migrants from highly

endemic countries who were infected before migration; the trend of chronic

carriers and new migrant entrances are therefore usually parallel (Blystad et

al., 2005).  Almost all (99%) of notified mother-to-child HBV infections tend

to be among migrant children.  Overall number of carriers does not seem to

have been affected by the increase in migration from high endemicity areas

(Cowan, 2005).  Similarly in Sweden 88% of chronic infections are among

individuals of foreign origin who had acquired the infection at their country

of origin (SIIDC, 2002), and in the Netherlands 76% of all chronic HBV

carriers in 2003 were born abroad (van de Laar et al., 2005).

The growing role of tourism in the spread of hepatits A and B cannot be

over-estimated  (HPA, 2006).  Between 2003-2004, 14.5% of HBV infection

cases in France were in people who had acquired the infection while

travelling to high endemicity areas (VHPB 2005) and in Germany, it is

calculated that travellers to/from endemic areas are at a 10-15% risk of HBV

infection; the monthly incidence of symptomatic infection is calculated to be

25 per 100 000 travellers (VHPB 2004).  Similarly in a region of the United

Kingdom travellers accounted for 6% of all reported cases of hepatitis B in
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1981, and 12% in the period 1990-94 (Boxall, 1996).  Nor should the

growing role of sexual tourism in hepatitis B spread be overlooked.  It is

estimated that between 5-50% of short-term travellers from different

European countries engage in casual sex abroad, and the number is even

higher among long-term travellers (Matteelli and Carosi, 2001).

The possible contribution to the spread of HBV by sex workers coming

from high HBV prevalence areas is not known with any precision but in

2000 the Viral Hepatitis Prevention Board (Antwerp, Belgium) reviewed a

number of previously-published studies and found HBV prevalence rates

significantly higher among migrant than national sex workers (VHPV, 2000).

An HBV vaccination programme for sex workers carried out in Belgium in

1999-2000 found HBV markers in 55.9%, 26.1% and 18.5% of sub-Saharan

African Eastern European, and North African sex workers respectively,

against a much lower 5.3% among Belgian sex workers (Mak et al., 2003)

and a Spanish study of STD markers among sex workers found a rate of

3.5% positive tests among migrant sex workers, compared to the higher

6.1% rate found by another survey of sex workers in general (Gutierrez et

al., 2004).

HIV/AIDS

Few communicable diseases have provoked the degree of public and

political concern as HIV/AIDS has done since 1981.  Within the EU HIV/AIDS

continues to be a public health threat.  Despite the fact that great progress

has been made in prevention, new infections continue to be reported and

the numbers of AIDS cases continues to grow with more accessible and

effective ARV treatment (EuroHIV, 2006).  The pandemic has provoked

widespread social as well as medical problems, and action has been

required to prevent or respond to discrimination and rejection of infected

people (Dray-Spira and Lert, 2003).  Fears about the importation of HIV by

visitors, tourists, migrants have also led to demands for screening (cf.

Cocker, 2003, 2004).   According to the December 2006 AIDS Epidemic

Update, the number of people living with HIV worldwide is approximately

39.5 million.  Approximately 740 000 of them live in Western and Central

Europe (UNAIDS/WHO 2006).  The significance of HIV infections continues

to rise in Western Europe, where the number of new cases of HIV has

almost doubled from 42 cases per million population in 1998 to 74 cases

per million in 2005.  It is also important to note that estimates of

undiagnosed cases range as high as 30% in the EU, and that the lack of

national HIV reporting systems in countries such as Italy and Spain (Hamers

et al., 2006) and inconsistent reporting in France, Italy, Malta, the

Netherlands, Portugal and Spain all affect the possibility of arriving at precise

estimates (EuroHIV, 2006).

The leading routes of transmission in the western part of the WHO

European Region (where the EU-15 countries are located) is heterosexual

contact (55%), followed by sex between men (34%), injecting drug use

(IDU) (10%), and then mother-to-child and other transmission routes.  In

Central Europe, where the epidemic remains low and stable in comparison

to the West, the main routes of transmission vary considerably between

countries.  Heterosexual contact is the main route of transmission in Cyprus

and Slovakia, while sex between men is the main route in Slovenia, Croatia,

the Czech Republic and Hungary.  Only in Poland is IDU the main route of

transmission. While heterosexual contact is the main route of HIV

transmission in Western and Central Europe, almost half (46%) of new

heterosexually acquired infections reported in 2005 were acquired outside

the EU by migrants from countries with generalized HIV epidemics. This

means that, within the EU, the main form of “indigenous” transmission

continues to be sex between men (EuroHIV 2006, Hamers et al., 2006).

To the East where the three EU Baltic states lie, IDU remains the main

route of transmission, and Estonia has the largest rate of infections per

million population (EuroHIV, 2006).  In neighbouring Eastern Europe and

Central Asia, where the number of people living with HIV has increased by

more than 20% since 2004, as many as 1.7 million people are living with

HIV.  In Latin America, South and South East Asia and sub-Saharan Africa,

also important migrant source countries, the equivalent numbers of

infection are estimated to be 1.7, 7.8 and 24.7 million, respectively

(UNAIDS/WHO 2006).

Some migrant populations are highly represented among new cases of

HIV in the EU.  In 2005 about half (46%) of all heterosexually acquired

infections (amounting to over half of total infections) in Western and

Central Europe were among migrants from countries with a high HIV/AIDS

prevalence, and had acquired the virus outside the EU (EuroHIV, 2006,

Hamers et al., 2006).  This may well reflect a wider trajectory of the

HIV/AIDS epidemic in the context of migration (Hamers and Downs, 2004),

and has led the European WHO Regional Office among others to consider

most heterosexually transmitted infections in Western and Central Europe

as ”imported” by both migrants and Europeans who travel abroad and

acquire the infection in high-prevalence countries ((Elam et al., 2006;

WHO/Europe, 2006b).

Throughout much of Western Europe the emerging picture suggests that

migrants are now disproportionately represented in the overall HIV

pandemic.  In the UK 70% all new HIV infections diagnosed in 2004

involved people born outside the UK, and of those 70%, most (90%) were

born in sub-Saharan Africa.  The majority (85%) of those infections,

moreover, were acquired in Africa (HPA, 2006).  In Luxembourg, where the

number of new HIV infections is also increasing as much as 84% of all

infections reported in 2005 involved foreign-born residents (EuroHIV, 2006);

of these the proportion (45%) of individuals originating in Western Europe

and from sub-Saharan Africa (40%) were essentially equivalent (Hemmer et

al., 2006).  A similar picture is seen in Belgium, where since the beginning

of the pandemic foreign-born people have come to account for 60.3% of

HIV cases (where nationality is known) since the beginning of the epidemic

until 2005.  Among non-Belgians known to have acquired HIV during the

period 2003-2005, and whose nationality was known (96.7%), a large
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Figure 5: Proportion of new HIV infections in population, by nationality, 2005

Adapted from data from EuroHIV 2006.
Notes: No data available for Austria, Cyprus, Estonia, Italy, the
Netherlands, and Spain.
Origin of infected person is by nationality for all countries except for
Lithuania, Portugal, and UK, where origin was determined by place of
birth.
Non-residents excluded in Germany, foreigners excluded in Slovakia.
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proportion (76.5%) were of sub-Saharan African origin (Sasse and Defraye,

2006).  Although the situation in France is less marked, foreign-born people

account for almost half of all new HIV infections and there is evidence that

the trend toward greater risk of women being infected is growing (InVS,

2006; Nielsen and Lazarus, 2006).  Much the same scenario is evolving in

the Netherlands where migrants have come to account for 42% of all HIV

cases and where people from sub-Saharan Africa are the most represented

(23% of new infections), followed by Caribbeans and Latin Americans,

Surinamese and Antilleans.  In 2002 migrants from high-prevalence

countries in Germany made up (after men who have sex with men), the

second largest group (21%) of new cases of HIV (Hamouda and Marcus,

2003) and by the end of 2004 they accounted for about 20% of all cases

(Nielsen and Lazarus, 2006).  Much the same trend has been observed in

Sweden where more than 75% of all heterosexually transmitted HIV

infections are thought to have been acquired abroad and where in 2001

42% of all heterosexually transmitted HIV infections were among people of

African descent.  HIV incidence (new cases) has been relatively stable in

Denmark for the past 10 years, but by the end of 2003 the prevalence of HIV

among immigrants (0.34%) was almost four times higher than among

native Danish people and approximately over a third (37%) of all new HIV

infections and half of all heterosexually-transmitted cases in 2003 were

diagnosed among migrants, mostly from sub-Saharan Africa (Lazarus et al.,

2006).  The contribution of migrants to the incidence/prevalence of HIV in

Finland is lower than in other Nordic countries, but nevertheless amounted

to 26% of all reported cases by the end of 2004 (Nielsen and Lazarus, 2006),

and in Ireland, 42% of all new infections (where country of origin was

known) in 2005 were among people from sub-Saharan Africa (HSPC, 2006).

Spanish nationals still account for most cases of HIV/AIDS in Spain but

foreign-born people are increasingly making up the new HIV infections

being reported and in 2003 43% of them were among voluntarily-tested

patients from abroad, most of them from Latin America.  Unlike the

situation with migrants from sub-Saharan Africa, the most frequent route of

transmission was unprotected sex between men, poverty, prostitution, and

drug abuse emerged as possibly even more determinant than country of

origin (ISCIII, 2004).  Poor access to health services is also becoming more

evident as a complicating factor in the management and the outcome of

HIV infection among migrants (Ministerio de Sanidad y Consumo, 2002).

By 2000 6% of all AIDS cases involved foreign-born residents: 41% came

from Europe, 25% from Latin America, 20% from sub-Saharan Africa, and

9% from North Africa  (EPI-VIH Study Group, 2002).  The presence of

migrants originating from Latin America among cases of HIV is also evident

in Italy where in 2002 a study of 46 Italian infectious disease clinics reported

that migrant admissions constituted 16.76% of all new cases (Scotto et al.,

2005).  National statistics from 2003 corroborated that of all new HIV

infections, 20% were among foreign-born residents (Nielsen and Lazarus,

2006) and that earlier trends reported by Giuliani et al. (2004) have

continued relatively unchanged.

Among the new EU members, data on the contribution of migrant

populations to the HIV/AIDS epidemic are largely unavailable.  This may

reflect a lack of differentiation by country of origin in national health

statistics, little research in this area, or a simply a lower relevance of migrant

populations to the problem of HIV/AIDS with comparison to west and north

EU countries.  Data available from the Czech Republic, however, indicate

that almost a quarter of all HIV cases reported by the end of 2004 were

attributed to foreign citizens and in Malta 3 out of 15 HIV cases reported in

2004 were also among foreign-born temporary residents who subsequently

left (Nielsen and Lazarus, 2006).  From Cyprus there are reports that the

number of sero-positive foreign-born women is increasing (Nielsen and

Lazarus, 2006) but information on countries or regions of origin is poor.

Simply originating from high-HIV prevalence areas, however, does not in

itself explain the entire risk exposure of migrants to HIV; instead, the

conditions under which people move, the length of time they spend getting

to final destinations, the countries they pass through and their lifestyles once

in host countries all seem to be also implicated in the vulnerability of

migrants to HIV infection (Garcia de Olalla et al., 2000; Hamers and Downs,

2004; Saracino et al., 2005).  Many migrants spend considerable months and

sometimes years reaching their final destinations and enter into social and

sexual relationships along the way or are placed in situations of almost

forced vulnerability to HIV exposure.  In the case of women there may also

be rape, sexual abuse and exploitation (EPI-VIH Study Group, 2002) and

because of difficulties in accessing social support and employment, female

migrants may also be more inclined than nationals to turn to commercial
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Figure 6: : Overview of HIV prevalence in major migration source countries* (2003) 

ICMH 2007
Data source: World Health
Organization, 2006

* over 50,000 residents in 2005 in
EU countries, according to
Eurostat 2006.
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sex work and hence be placed at increased risk of STIs and HIV infection

(Manfredi et al., 2003). 

For a variety of social and cultural as well as other background

experiences, patterns of condom use, just as patterns of family planning;

with casual and regular partners tend be poor among migrants, some of

whom come from backgrounds where there is not a tradition of such use or

live in situations where they are unaware of what services are available

(Carballo et al., 2003; van de Laar et al., 2005).

HIV and its care and treatment 

The dynamics of HIV diagnosis, disease progression and care and treatment

among migrants can be complex.  For a variety of reasons, not least of

which the fear of being reported and rejected, migrants have a tendency to

present late for diagnosis or are diagnosed as part of other medical

examinations.  Late access to treatment can seriously affect the progression

of the disease and delay access to and use of antiretroviral therapy

(Saracino et al., 2005) and the social condition and poverty that is common

place in the context of migration, especially clandestine migration can have

important negative consequences for the course of HIV infection (Dray-Spira

and Lert, 2003).  At the same time the stress associated with poverty,

loneliness, fear and insecurity as well as poor social insertion and feelings of

exclusion can negatively affect the course of the infection and treatment

outcomes (Dray-Spira and Lert, 2003; Zaccarelli et al., 2004). Migrants

infected with HIV may also present more complex complications and/or co-

infections to HIV, such as MDRTB-co-infection (Gushulack and MacPherson,

2006).   

Late diagnosis of HIV in migrants can also be an incidental function of

policies.  In the UK more resources have so far been channelled into

prevention measures among gay-men than African collectives, even though

the latter present higher rates of HIV infection and the policy of dispersing

asylum seekers out of London may also have contributed to the lack of a

community support and motivation to seek HIV testing  (Elam et al., 2006).

In Germany, a survey on health care and social services available to

migrants found most migrants in the survey to be poorly informed on

HIV/AIDS and infection risk.  Only 24% were aware of the availability of free,

anonymous HIV testing and most female immigrants had only received

information about HIV/AIDS from personal contacts and not any

institutional attempt to reach them with information (Steffan et al.,  2005).

And despite the near universality of access to health care in Western Europe

and the fact that HIV/AIDS treatment is available free of charge to most HIV-

infected people who are aware of their sero-status, universal health care

alone is not sufficient to ensure that all groups have equal access to care.

Politico-legal as well as other factors may limit access to care and treatment

by illegal immigrants (Hamers and Downs, 2004).  Language barriers, social

and cultural attitudes, feelings of social exclusion or stigma, may deter

people from knowing about or reaching to health services.  In the UK, HIV-

associated stigma and discrimination is seen as a deterrent to HIV testing

and care among Africans (Elam et al., 2006) and there have been calls for

more to be done to tailor services to them (Kesby et al., 2003).   Similar

calls have been made within the EC (cf. Hamers and Downs, 2004;

Commission of the European Communities, 2005).  

Screening for HIV

In general, the issue of generalized HIV testing for immigrant and refugees

coming into the EU does not appear to have become the cause of much

debate, but in the UK media pressure to screen immigrants and asylum

seekers and refuse entry to those infected led to the establishment of an
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inquiry into the issue of migration and HIV by the All-Party Parliamentary

Group on AIDS or APPGA (Cocker, 2003).  APPGA concluded and

recommended against mandatory HIV testing upon entry into the UK,

arguing that to do so would breach international obligations and human

rights, and that there is no evidence that such procedures would in fact

effectively protect public health (APPGA, 2003).  In some instances

demands for HIV screening of migrants have also been precipitated as a

way of tackling the alleged rise in ”health tourism” by infected people from

developing countries who come to Europe to receive HIV/AIDS care

(APPGA, 2003) but though research has revealed that treatment is rarely the

reason for migration because most sero-positive migrants only find out

about their HIV status during pregnancy or when they become symptomatic

and already in host countries (Garcia de Olalla et al.,  2000); Hamers and

Downs, 2004).  A French study of HIV-infected sub-Saharan African patients

in hospitals in the Paris area found that only 10% of the HIV patients had

come to France specifically for medical reasons (Lot et al., 2004).

The effectiveness of one-time screening at point of entry is relatively low

and its implications for confidentiality and discrimination are significant.

Thus although compulsory HIV/AIDS testing has become mandatory in

Canada (Garmaise, 2003) and the United States of America (US Citizenship

and Immigration Services, 2006), there is no uniform policy or procedure in

countries of the EU.  Sweden has a policy of systematic but voluntary HIV

testing of migrants and refugees (Nielsen and Lazarus, 2006); Cyprus

requires an HIV test of all people wanting to enter the country to work or

study; Greece requires a test of women intending to work in the country as

legal prostitutes; Hungary tests all people intending to stay for over a year;

Lithuania requires a test as a prerequisite for applying for a residence permit

and reserves the right to exclude foreigners considered a ”public health

threat”; Slovakia requires a test in order to obtain residency status but has

no exclusion clause.  In the UK people can be required to undergo HIV

testing if they appear to be in ill-health and the authorities reserve the right

to deny entry (US Department of State, 2006) even though HIV/AIDS

diagnosis is not in itself considered sufficient to reject a person’s entry into

the country.  The determining factor appears to be determination of the

treatment costs that could be involved later (UK Home Office 2006).  

HIV and migrant sex workers

Migrant women do not by any means have a monopoly on commercial sex

work, but poverty and social vulnerability to abuse make them also more

vulnerable to trafficking and being forced or encouraged into this domain of

work.   A study of free, confidential and non-document-requiring HIV testing

clinics in Spain highlighted the high proportion of the women who were sex

workers and the fact of these, 85% were of non-Spanish origin, most of

them from Latin America (EPI-VIH Study Group, 2002).  Although the study

may not be representative because such clinics may attract migrant sex

workers who are afraid to seek diagnosis and treatment elsewhere, it is

nevertheless indicative of what may be a growing phenomenon.  TAMPEP,

the European Network for HIV/STI Prevention and Health Promotion among

Migrant Sex Workers has reported that, as the numbers of new sex workers

in the EU is in constant increase, so is the number of nationalities of sex

workers in some countries of the EU, accounting for over 70% of all sex

workers, including over 80% in Spain and up to 85% in Finland.  Eastern-EU

countries represent both origin and destination areas and the number of

Bulgarian and Romanian female sex workers in EU countries has increased

significantly, and migrant sex workers in the EU have also been observed to

be highly mobile, both between and within countries, suggesting that they

are being moved by pimps and traffickers (TAMPEP, 2004). Repression of



(mostly Thailand), and western and southern Europe (SIIDC, 2002) as a

result of tourism.  In the Netherlands the reported rate of STIs among

migrants (36%) is higher than that of the Dutch population (31%) and in

general migrants are disproportionately represented in the overall

epidemiology of STIs.  Among females the migrants from Surinam and the

Dutch Antilles account for 21% and 12% of all cases of female gonorrhoea

and chlamydia, respectively.  Men from Surinam and the Dutch Antilles

account for 14% and 17% of all chlamydia and gonorrhoea (van de Laar et

al.,  2005).  Much the same type of picture is emerging in Spain where a

study of human papillomavirus (HPV) infection found prevalence rates of

high risk HPV in Latin American women ranging from 21%-27% among sub-

groups and up to three times higher than the prevalence rate among

Spanish women (8%) with serious implications for the development of

cervical cancer. (González et al., 2006).

Black Caribbeans have been reported to present the highest rates of

bacterial STI infection in the UK (Low, 2004) and in Greece a seven-year

cross-sectional hospital based study in the Athens area found that infection

rates of herpes genitalis among migrant women were five times higher than

among Greek women.  This is all the more serious given the fact that herpes

genitalis infection increases the probability of HIV-co-infection by 8.7 times

in women.  (Kyriakis et al.,  2003).  The fact that male migrants seem to be

especially vulnerable to STIs (Garcia de Olalla et al., 2000) may be linked to

the fact that migrants are increasingly coming alone and in the case of men

may have a higher tendency to resort to serial casual sexual relationships,

including with commercial sex workers (Giuliani et al.,  2004) who cater to

relatively large numbers of “single” men.  In Belgium STI morbidity is higher

among unmarried male migrants than it is among Belgium males (De

Muynck, 1997) and in the Netherlands male migrants more frequently have

a history of STI than do Dutch males (van de Laar et al., 2005).  Information

on the STI situation in the Russian Federation ten years ago pointed to a

growing problem possibly as a result of the social and economic upheaval

taking place and the disorganisation of health care services; the estimated

proportion of people with sexually transmitted infections of one kind or

another rose from almost 0% to 30% between 1989 and 1993 (Tichonova,

1997).  The growing problem of trafficking of women (IOM, 1996) and the

movement of sex workers from the Russian Federation is thus a serious

concern (Smacchia et al., 2000).  While some migrants may indeed be

arriving with previously acquired STIs (Smacchia et al., 2004) not all

reported cases are necessarily imported and may easily reflect (just as do

other communicable diseases) the lifestyle, socioeconomic conditions and

poor access to health care that is often typical of migrant populations (Roca

et al., 2002; Eurostat, 2002; Giuliani et al., 2004). 

A study of sexual risk behaviour among Surinamese, Antillean and sub-

Saharan immigrants in Amsterdam, the Netherlands found that ethnic

minority people (especially men) had a higher number of sexual partners, a

more frequent rate of concurrent relationships, and were more likely to have

already been diagnosed with STIs than were individuals of Dutch origin.

With regards to condom use, consistent use was common only in 77% of

casual partnerships, and in 23% of stable/primary partnerships, and in

general men used them more often than women. Moreover, condom use

was positively correlated with younger age, having a partner of Dutch origin,

having already had an HIV test, feeling more in control of their sexual

behaviour, and having greater knowledge of HIV/AIDS (Wiggers et al., 2003).

Knowledge about HIV and STIs and risky behaviour

Given the heterogeneity of their backgrounds, it is not surprising that

knowledge about HIV and attitudes to potentially risky behaviour varies

sex work, making it go “underground” or become highly mobile increases

the difficulty in reaching sex workers with HIV information, testing and

treatment (Thomas et al., 2006).  

Contrary to popular belief, many migrant sex workers take up the

profession for the first time after migrating.  A study in Spain found that

93.3% of migrant sex workers who participated in the study had began sex

work after coming to Spain (Belza et al., 2004) and to have lower levels of

health information and knowledge than local sex workers (Smacchia et al.,

2000).  Even so the likelihood of their being vectors of sexually transmitted

infections is at times low.  A study of migrant sex workers in Madrid found

very low levels of HIV infection and a 98% rate of condom use in

commercial vaginal and anal intercourse (Belza et al., 2004).  

Male migrant sex workers also represent a large portion of the sex worker

population in many EU countries.  Over 70% of male sex workers reached

by a study in Antwerp (1999-2004) were of non-Belgian nationality and

originated mainly from Western Europe and South America (Leuridan et al.,

2005).  Similarly a Spanish study of HIV prevalence among male sex

workers found that 67% were foreign-born, most of them from Latin

America (Belza, 2006).  In the UK, over 60% of male sex workers covered in

a 10-year study at a clinical service facility for male sex workers in London

were also foreign-born, again primarily from western Europe and Latin

America (Sethi et al.,  2006).  An HIV counseling and testing centre in Rome

found a prevalence of HIV infection of 16.7% in 2002-3 among male to

female transsexual immigrants, most of whom had been engaged in

commercial sex work and were of Latin American origin (Zaccarelli et al.,

2004).  Indeed a number of studies have shown that male migrant sex

workers are more at risk of STIs and HIV and are more likely to practice

risky sexual behaviour than female sex workers (Leuridan et al., 2005;

Ziersch et al., 2000; Belza, 2006; Sethi at al., 2006).  The fact that there are

few health care services or health promotion initiatives aimed specifically at

them, their vulnerability is high  (Sethi et al., 2006).  

Sexually transmitted infections

Although bacterial sexually transmitted infections (STIs) no longer pose the

threat they used to do, the fact that they are known to enhance efficiency of

HIV transmission from one person to another, and indeed can be surrogate

markers of HIV, has heightened concern about them. (WHO/Europe, 2006d;

Smacchia et al., 2000).  In a number of European countries, incidence rates

of syphilis, gonorrhoea, hepatitis B, hepatitis C, Chlamydia, herpes simplex

and human papilloma virus have been on the rise for some time and the

reported incidence of syphilis in particular has been increasing rapidly in

most western and central European countries (WHO/Europe, 2006b).  Most

notably, Denmark has reported a three-fold increase in syphilis cases

between 1994 and 2004, and Ireland experienced an outbreak in 2000

(Nielsen and Lazarus, 2006) as did Belgium, France, Luxembourg and the

UK in recent years (Eurostat, 2002).  

As with HIV, migrant populations in many EU countries are associated

with rates of STIs that are disproportionably high with respect to the share

of population they represent.  In Italy, from 1991 to 2001 11.2% of newly

diagnosed STIs were diagnosed in non-Italian patients; about half of them

were from Africa (Giuliani et al., 2004).  In Sweden, where there has been

an overall decrease in STI incidence, the contribution of cases among

foreign-born people was reported to be increasing (Janson, Svensson &

Ekblad, 1997) and in 2000 migrants and asylum seekers, mostly from Asia

and Eastern Europe, accounted for at least half of all the cases of syphilis.

The proportion of gonorrhoeal infections acquired abroad (41%) is rising

with respect to infections acquired domestically (53%), most of them in Asia

Challenges for health in the age of migration
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considerably.  A Danish study of the Somali, the largest African immigrant

group in the country, and Sudanese migrants in Denmark found low levels

of general and transmission-related HIV/AIDS knowledge (Lazarus et al.,

2006).  HIV/AIDS knowledge was associated with education level, and

women had an ever lower level of knowledge than the average, as well as a

more reduced power to promote condom use in their sexual relationships.

This is highly significant in terms of HIV prevention, since many of the

respondents had never received any information on the disease in Denmark,

and counselling services for minorities are only available in the two largest

cities in the country.  Turkish and Moroccan young people in the

Netherlands, for example, are reported to know little about STIs and have

limited access to the type of sexual education that might help them to

prevent exposure (de Jong & Wesenbeek, 1997).

In Rome, Italy, a study of migrant male to female transsexuals, most of

them of Latin American origin and having been involved in commercial sex

work, found that, while regular condom use is increasingly common and

has reached a 76.8% rate, new HIV infections are still high and related to

cases of non-regular condom use (Zaccarelli et al., 2004).  In Spain, female

migrant sex workers have been reported to use condoms almost all (98%)

of the time during commercial vaginal and anal intercourse (Belza et al.,

2004) but among male migrant sex workers it is much less inconsistent in

both both private and commercial sex, and is significantly lower than

among Spanish male sex workers (Belza et al.,  2001).  A particularly high

frequency of condom failure was found among both male and female

migrant sex workers, which may be related to inappropriate knowledge of

condom and lubricant use (Belza et al., 2001; Belza et al., 2004). 

Parasitic infections

A variety of parasitic infections have always been associated with the

movement of people.  Others are now becoming so.  Malaria was

successfully eradicated from Europe as the result of a campaign launched in

the late 1950s, but the reappearance of the disease in countries of the

former Soviet Union which have been characterized by political-economic

instability, massive population movement, and numerous development

projects suggests that malaria could become a problem in some parts of

Europe.  In recent years cases of “imported” malaria have been reported

from Greece, Italy, Germany, and Spain, and by the year 2000 there were 15

000 cases of imported malaria in the EU.  Malaria also continues to be

present in Turkey (WHO/Europe, 2006c).  The growth of intercontinental

travel including tourist travel to tropical and subtropical areas, and the

increasing geographical scope of contemporary population movement from

high endemicity countries to the EU has also made malaria a more visible

problem in some EU countries.  Altogether there was an eightfold increase

in “imported” malaria cases in Europe between 1970-1999, with France, the

UK, Germany, and Italy having the largest numbers of cases (Sabatinelli et

al., 2001). 

While conceding that a major reappearance of malaria in Northern

Europe is highly unlikely, WHO continues to assert the very real risk posed

by the disease for the Mediterranean region, a claim substantiated by both

the rising number of overall diagnoses as well as several recent outbreaks

(WHO Europe, 1998).  There were 2882 reported cases in the EU in 1981,

9200 in 1991, 12 328 in 1997 and 13 986 by 2003 (WHO Europe, 1998,

Eurostat 2002) with relatively high incidences of the disease in France, the

Netherlands, Denmark, the UK, and Belgium, 

Leishmaniasis is endemic in countries in Africa, Asia, Europe, and North

and South America, and about 12 million people are thought to be affected

by the disease (WHO, 2000c).  In Europe, visceral and cutaneous
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leishmaniasis has gradually become a frequent HIV co-infection, with

highest incidence rates reported in Italy, Greece, Portugal and Spain

(Eurostat, 2002).  It is possible that the disease may have spread into

southern European countries partly as a result of human migration.  The

leishmania/HIV-coinfection is considered as especially threatening in south-

western Europe, where most cases are currently being reported.  By 2000,

Spain, France, Italy and Portugal reported 49%, 15%, 13.5% and 7% of

worldwide cases, respectively (WHO, 2000c).

Infectious diseases and travel

Although migration in the traditional sense continues to be highlighted in

most contemporary discussions about the risk of infections diseases, tourist

and business travel now constitutes an additional and possibly increasingly

important “vehicle” for exposure to “new” infections.  Travel to high-

endemicity areas, both by migrants returning to their homelands for

holidays, or by European-born citizens travelling for tourism, business, or

humanitarian purposes, is placing people at risk of various infectious

diseases to which they are normally not exposed.  This is especially the case

when prophylaxis instructions are either not available or followed by people

on the move.  

Over 30 000 travellers from industrialized countries are affected by

malaria every year as a result of travel to high endemicity areas (Solsona

and de Balanzó, 2006) despite the fact that most countries issue regular

warnings to tourist and business men concerning the risks involved and

ways of avoiding them.  In the case of tuberculosis, non-immune individuals

are at a 3% annual risk of infection when staying in an endemic country for

over six months (Singh et al., 2006).  The effect of return visits by migrant

tourists to their country of origin is less clear, but certainly the risk to the

children who accompany them is high.  A longitudinal of ISC (Indian,

Pakistani and Bangladeshi) origin patients in the UK found that about 12.8%

of TB infections had been acquired through contacts during visits to the

Indian Subcontinent (Ormerod et al., 2001).  On the other hand a more

recent case-control study has however shown that the association between

return visits and TB infection is very weak at best, probably due to the

protective effect of neonatal BCG (Singh et al., 2006).

Concern about the spread of TB during air travel has also been present

during the past decade and has been most recently re-awakened in the

wake of a passenger from the USA who travelled extensively while infected

with multi-drug resistant tuberculosis.  As a result of a number of infections

during long-duration travels in the early 1990s, WHO has issued guidelines

for the prevention of tuberculosis in air travel and in 2005 the guidelines

were revised and brought more in line with recent epidemiological

developments and new knowledge (WHO, 2006c).  In order to reduce the

potential effect of these infections, some argue for providing health advice

and international vaccination for migrants who return to their country of

origin for visits after a more or less prolonged stay in Europe (Roca et al.,

2002).  

The increasing popularity of tourism that may include sexual liaisons

(whether explicitly sex tourism or not) also deserves to be taken into

account.  Reports from Switzerland suggest that tourism is an important

factor, and as many as 25% of STI patients who were contacted, reported

that they had been infected while outside Switzerland (Bischoff, Loutan &

Burgi, 1997).  This picture is corroborated by studies in the UK that found

significantly higher rates of infection among travellers to Poland and Russia

(Smacchia et al.,  2000) and that have again highlighted, risk-taking and

acceptance where sexually transmitted infections are concerned  (Gushulak

and MacPherson, 2006).  Travel promotes sexual promiscuity and casual



sexual relationships either incidentally or intentionally when travellers

escape the “standard” norms and behaviours of their societies (Matteelli and

Carosi, 2001). While new sexual relationships are most likely to be

entertained by those engaging in “sex tourism” (travel for the specific

purpose of seeking sexual encounters),  new sexual relationships arise

during all forms of travel, mostly among young (18-34) travellers, those who

travel alone, and those who go on long trips.  It has been reported that as

many as 39% of Finns going on round-the-world trips engaged in new

sexual relationships (Richens, 2006).

It is also important to consider the effect of mobility within the EU and

the Schengen Area at large.  The Schengen treaty has facilitated massive and

rapid movement within the EU area  and with obvious significance for the

epidemiology of infectious diseases (Smacchia et al., 2000).  

Summary

The relationship between the movement of people and infectious diseases

is a complex one that belies any simple conclusion.  That people

everywhere have the capacity to move with selected diseases has long been

evident and remains beyond question.  At the same time sufficient is known

about the conditions that facilitate the development and spread of certain

diseases to argue that it is not always the movement of people itself but

rather the conditions under which people move and the conditions in which

they live when they re-settle in host countries.  The picture that is now

emerging in the EU area is one in which all these factors are coming

together perniciously to create new patterns of exposure and risk.

In the case of tuberculosis, hepatitis, HIV and other sexually transmitted

infections the evidence clearly points to a mix of past health history,

including poor access to quality health care, and the conditions in which

some migrants, especially illegal ones, live in host countries.  This is not to

diminish the importance of the epidemiological situation that is emerging in

the EU, for it is indeed a serious one with potentially far-reaching

implications.  Those implications, however, are probably more of a cost of

care nature than of a threat to host societies.  To date there is little to

suggest that the diseases that newcomers bring or acquire are spreading to

the populations that host them.  The extent to which migrants mix and the

ways in which they interact (or do not interact) with host communities

probably precludes any real spread outwards from migrant “communities”.  

This is both an advantage and a problem because what it fundamentally

suggests is that the social insertion if not integration of migrants in the EU

countries remains poor and that most migrants remain peripheral to their

host social circles and hence to services, information, knowledge and

customs that might alleviate their risk of exposure to many of the infections

referred to here. 

Given that migration into and within the European Union will inevitably

continue and probably increase It is inevitable that some infectious diseases

will be carried with people moving into it.  Unless steps are taken quickly

and comprehensively to address the living conditions of migrants of all

kinds, the access they have to preventative as well as curative care, and the

extent to which services are tailored to their very unique albeit often simple

and straightforward needs, the potential for even greater and more costly

problems will continue to grow.  There is no immutable need for migrants

to live in conditions where they are exposed to preventable infectious

diseases, and certainly those that have historically been associated with if

not defined by poverty.

TB is only one of the many problems that call for more attention.  Some

countries are already screening for TB and other infectious diseases, but

screening is unlikely in itself to resolve the dilemma, especially if it is done at

entry as opposed to prior to departure from countries of origin.   A far more

effective approach will be to work with sending countries to improve their

own health care systems and eventually, their social and economic

conditions.  As they do, the need to leave in search of better things will also

diminish.  Once in host countries other things can also be done.  Providing

better information, education and periodic screening coverage to migrants

and their families through the workplace, school health programmes, ethnic

clubs and informal networks would go far to improve the situation.  Doing

more to ensure that the living and working conditions of migrant workers

are themselves not conducive to the spread of infectious diseases will be

another important step.  The time has also certainly come for EU-wide

infectious disease programmes that provide policies and plans for

coordinated immunisation programmes and other actions designed to

improve the public health of the many, including people on the move

Because so many migrants and ethnic minorities are often poorly

informed, come from different backgrounds with different languages and

cultural attitudes to health and disease, far more could be done to sensitize

health and social services staff to those needs and the public health

advantages of meeting them.  At the same time the health care systems of

the EU also need to begin exploring better and more efficient ways of

systematically gathering and pooling infectious disease data and information

and using it to define and refine policies and programmes that provide

universal coverage. �
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Non - communicable
diseases

N
on-communicable diseases are fast becoming a public health

problem in both developed and developing countries.  Globally they

account for over a half of all the deaths that occur each year and in

the EU they by far outstrip communicable diseases in terms of incidence

and prevalence and the care and treatment they call for.  In developing

countries, where infectious diseases continue to be a challenge, non-

communicable diseases are presenting a double burden and migration may

be impacting on the on the overall epidemiology of non-communicable

diseases everywhere.

Cardiovascular diseases

Of all the non-communicable diseases currently affecting EU countries, the

most significant in terms of their overall health and socioeconomic impact

are the cardiovascular diseases (CVD) that are both disabling and costly-to-

manage.  In Europe they have become the leading cause of morbidity and

mortality, accounting for approximately 50% of all reported deaths in the

region (EuroStat, 2002) and about a third of all disabilities.  In Eastern

Europe they account for more than 60% of all mortality and in Western

European countries for 35% (WHO 2002).  

It is not clear if and to what extent CHD rates among migrants are higher

than they are in their countries of origin (Gadd et al., 2006) but CHD has

certainly become a major problem among some foreign born groups (and

in some cases their offspring) in the EU.  Turkish migrants are reported to

have one of the highest rates of ischemic heart disease in Europe (Uitewaal

et al., 2004) despite the fact that Mediterranean populations, of which they

are one, typically have a low incidence of this disease.  In the Netherlands,

Turkish male migrants have a higher risk of fatal stroke incidents than Dutch

males even though their levels of blood pressure tend to be lower than in

similar populations in Turkey (Agyemang et al., 2006).  A similar situation is

reported in Sweden where male migrants irrespective of origin are at greater

risk of CHD than Swedish-born men.  High rates of CHD related mortality in

Sweden have long been associated with Finnish male migrants and with

females coming from Denmark (Järhult et al., 1992) and emerging patterns

of CVD among South Asian and southern European migrants suggest that

they too are now beginning to be at higher risk than Swedes (Gadd et al.,

2006)

In the United Kingdom where people of Caribbean origin appear to be

twice as likely as their “white” host population to suffer from stroke

(Stewart, 1999), people of South Asian origin, especially Indian, including

men in low age groups (20-29), also seem to be more prone to coronary

heart disease than their “white” host population (Balajaran & Raleigh, 1992;

McKeigue et al., 1993; McKeigue & Sevak, 1994; Chaturvedi et al., 1996;

Britton et al., 2004).  Indeed on the whole men and women of South Asian

origin (Indian, Pakistani, Bangladeshi, Sri-Lankan) have 36% and 46% higher

coronary heart disease mortality rates than British men and women of

European and other backgrounds (BMJ, 2003).  People of South Asian

origin are also more likely to be admitted to hospital for heart failure and

are less likely to survive when they have myocardial infarctions (Wilkinson

et al., 1996, Blackledge et al., 2003).  Differences in cardiovascular risk

factors have also been observed between South Asian children and those of

European descent (Whincup et al., 2002) and suggest that the problem is

likely to be long lasting unless steps are taken to break the cycle of factors

affecting the disease.  

Candidate factors affecting CVD in migrants and ethnic minorities

A range of candidate factors merit consideration in this emerging

epidemiology of CVD in migrants.  First of all the complex nature of

migration and resettlement and the social and psychological conditions

surrounding it such as poor socioeconomic status, challenging everyday

living and working conditions, alterations in family life and chronic stress

related to insecurity and homesickness may all be implicated (Pudaric et al.,

2000) and certainly deserve note.  Poor dietary adaptation, including

inappropriate use of fast foods and subsequent obesity also need to be

taken into account as does poor access to health care services and their

under-utilisation if and when they are available.  Just as is the case in other

diseases and health problems, socioeconomic background also plays a key

role in determining the success of treatment as well as the timely diagnosis

of CVD (Plouin, 2006) and appears to be a factor in what are generally

worse outcomes when CVD incidents do occur in migrants (Van den Born

et al., 2006).

Diabetes 

Diabetes is rapidly assuming pandemic proportions everywhere in the

world and producing serious public health and clinical management

implications.  In addition to being an important risk factor for coronary

heart disease and stroke, diabetes can be highly disabling and if not

managed well, a significant cause of mortality.  In many parts of the EU the

available data suggest that migrants may be more at risk of developing type

2 diabetes than non-migrants and also be at greater risk of serious

outcomes if and when they do develop the disease.  In the Netherlands, for

example, Turkish migrants have a prevalence rate of type 2 diabetes that is

almost twice that of the general population (Uitwaal et al., 2005) and first

generation Surinamese Indo-Asian migrants are eight times more at risk.

They are also at a 40 times higher risk of end stage renal failure than the

general population (Chandie Shaw et al., 2002) and up to three times more

likely to die of diabetes-related problems (Stirbu et al., 2006).  In Norway
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(Oslo) where a similar picture has emerged, type 2 diabetes among South

Asian women is almost nine times higher (27.9%) than among western

women, and three times higher (14.9%) among South Asian men than

among western men.  In the UK some ethnic minorities, especially South

Asian ones, have a 2-4 times higher incidence of diabetes than the host

“white population” (Riste et al., 2001; Whincup et al., 2002; BMJ 2003

Oldroyd et al., 2005).

It is noteworthy that similar findings have been reported in other parts of

the world such as Australia where Greek and Italian migrants tend to be

twice more likely as the host population to develop type 2 diabetes even

after adjusting for risk factors such as obesity, smoking, and family history

(Hodge et al., 2004).  The change from a Mediterranean diet that tends to

be rich in vegetables and cereals, to an Australian diet that is higher in meat

and fat content has been highlighted as a possible factor (Kouris-Blazos et

al., 1996).  In Brazil, a 1996 study found that rates of diabetes among the

Japanese-Brazilian population were 1.5 to 2.0 times higher than that of the

general Brazilian population and similar to rates of Japanese migrants in

Seattle (Franco LJ, 1996). 

Obesity can sat times be linked to type 2 diabetes.  Measured in terms of

body mass index (BMI), has been reported to be positively associated with

diabetes in migrants in the Netherlands (Dijkstra et al., 2001).  Studies of

obesity in Sweden have also reported a higher tendency to obesity among

migrant women than among non-migrant women (Gadd et al., 2005) as a

result of rapid switching from traditional diets rich in vegetables and fruits to

more meat and dairy-based, or even fast-food oriented diets.  Physical

inactivity associated with new and possibly restricted levels of social and

occupational activity may also be a factor.  However, the acceptance of

obesity and hence the lack of any attempt to forestall it or fight it, may also

be the result of migrants conscious or unconscious desire to make up for

past food insufficiencies and also see in weight gain an illustration of

“success”.  Not all types of obesity affect type 2 diabetes in the same way,

however, and it is abdominal obesity, which is more common among South

Asian populations, that appears to be especially risky (Fall, 2001).  

Implications for co-morbidity with diabetes do not always follow the

directions that might be anticipated given all of the above.  Thus while type

2 diabetes is usually a predictor and key risk factor for coronary heart

diseases among people of South Asian background, it does not appear to

be as important a factor in CHD among British Caribbean migrant stock

(Karmi, 1995; Chaturvedi, 1996) as hypertension is.  Nor are the trends

described above necessarily uniform across the EU; in Sweden, for

example, rates for type 2 diabetes do not differ significantly between

Swedes and migrants (Wändell 1999; Hjelm et al., 2002).

Candidate factors affecting type 2 diabetes in migrants and ethnic

minorities

Many factors may be involved in the onset of type 2 diabetes in migrant

populations.  As well as the “thrifty genotype” hypothesis proposed by

Weiss et al., 1984, and Brown et al., 2000, other processes such as radical

lifestyle changes associated with “modernization” and urbanization have

been posited as possible links (Fall, 2001; McDonald and Kennedy, 2005).

Poverty also deserves to be considered with respect to migrants and other

socially excluded people (Riste et al., 2001) because they may be inclined to

cope with poverty through the use of cheap fast foods.  It is often more

expensive for them to find and procure the foods they were used to than it

is to buy fast foods.  Migrants are also more likely to take on two or more

(low paying) jobs in order to support themselves and find themselves with

little time to prepare food at home.  

Some studies have also suggested that type 2 diabetes may be linked to

stress that migrants experience, including the stress involved in leaving

families, moving under precarious conditions and then having to adapt to

new and what are often harsh social conditions in their new settings (Bulik,

1987; Friis et al., 1998; Hyman, 2001; Tull and Chambers, 2001; Terán et al.,

2002; Rock, 2003; Spitzer, 2003).  Acute psychological stress has been

shown to be associated with altered glucose concentrations and to affect

the hypothalamic-pituitary-adrenal axis (Bjõrntorp et al., 1999; Tull and

Chambers, 2001; Kordella, 2005; Wiesli et al., 2005) as well as metabolic

changes that in turn affect insulin resistance and increase abdominal obesity

(Alleyne and LaPoint, 2004).  It has also been suggested that heavy use of

alcohol as a way of coping with stress (Rock, 2000) may partly explain high

rates of diabetes rates among certain migrant populations (Friis et al., 1998;

Matuk, 1996).  Physiological and psychological links between diabetes and

depression have also been referred to recently (Laurencin et al., 2005) and

may be associated with an increased risk of mortality, complications, and

disability (Heuer and Lausch, 2006).  

The physical environments into which migrants (and poor people in

general) move can also play an adverse role if it inhibits access to spaces

where people can walk and exercise (Samuels et al., 2004: Brody et al.,

2001) and in the case of migrants living in poor areas of cities it may be

especially critical.  Migrants may also delay seeking care for diabetes for a

variety of reasons; some of them may simply not know what types of health

care services are available; others may fear or mistrust medical institutions

or face substantial barriers in trying to access the facilities that are available

to them (Grubbs and Frank, 2004; Chin and Chesla, 2004).  Barriers can

include the lack of proximate transportation and difficulties of language

(Uitewaal et al., 2005), excessive cost of care and of a nutritionally balanced

diet, and difficulty in arranging appointment times (Samuels et al., 2004).  In

some countries, most notably the United States, the generalized lack of

health insurance among some ethnic minorities is associated with people

with diabetes having poor glycemic control and then negative diabetes

outcomes (Brody et al., 2001; Blen et al., 1997; Delamater et al., 1999).

Unfortunately diabetes prevention and education efforts often fail to meet

the specific needs of ethnic populations (Samuels et al., 2004) or simply

overlook them.  A survey of eating habits and attitudes to dietary advice by

Caribbean migrants in South London highlighted a number of serious

shortcomings including the fact that the food categories used in dietary

counselling tended to be considered confusing, and the foods

recommended were seen as too little, too English, too boring or culturally

inappropriate (Scott and Rajan, 2000).  

Furthermore the chronic nature of diabetes calls for special attention and

in particular the capacity of patients to manage their own diabetic

condition, undertake appropriate self-care measures.  This in turn invariably

calls for support by family and friends.  Those who are at the greatest risk

for diabetes, however, are often the same people who have the least access

to quality care and are also least able to self-manage disease (Arcury et al.,

2005) and often do not have family and close friends around them because

they have had to migrate alone.  Although culture does not entirely define

how illness and health are seen, it too can be a potentially negative factor,

providing a backdrop against which individuals often interpret symptoms

and illness in ways that may influence their decision-making as to if and

when to seek care (Chesla et al., 2000).  

Inherited diseases 

The migration of people from different regions of the world has also meant

the importation of selected genetic diseases.  Sickle-cell anaemia and
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thalassaemia stand out as two of the ones most important ones.  More

typically seen in Africa, the Caribbean and Mediterranean regions, these

blood disorders are now becoming more evident throughout the EU.

Sickle-cell anaemia, which can be especially damaging to the physiological

and psychological well-being of children (Heijboer et al., 1999) is now

affecting more than 6000 people in the UK; and between 75 and 300 babies

are estimated to be affected by the disease annually (Karmi, 1995).

Thalassemia, which is primarily a blood disease found in people in the

Mediterranean region, is also being seen in the UK among migrants and

ethnic minorities of Middle Eastern and Cypriot origin, and there is

increasing evidence that it is relatively common among migrants of

Pakistani, Chinese and Bangladeshi origin.  A high prevalence of sickle-cell

anaemia has also been reported in migrant populations in Portugal

(Carreiro et al., 1996) and Italy where sickle-cell haemoglobin (HbS) is

already endemic.  A 2001 survey found that 18% of patients with the disease

had non-Italian parents (up from 6.3% in 1994), of whom 83% originated

from sub-Saharan Africa.  The actual figure may be much higher because of

the under-reporting that is common among illegal migrants and/or those

who do not seek medical care because of cultural reasons (Russo-Mancuso

et al., 2003).  Sickle cell disease (SCD) has also become relatively common

in Belgium and France as a result of migration (de Montalembert et al.,

2005).  

The implications of thalassemia and sickle-cell anaemia for iron

deficiency management have been raised in the context of health care

services in the Netherlands and the need for new approaches to be taken to

migrant health (de Jong & Wesenbeek, 1997).  In the Netherlands, it has

been estimated that of about 150 000 carriers of hemoglobinopathies, at

least 100 000 are recent migrants from Morocco and the former Dutch

Caribbean colonies (Giordano et al., 2005) and Turkey (Gurgey et al., 1996;

Tuzmen et al., 1996; Keskin et al., 1996).  Although the extent of the

thalassemia and sickle-cell anaemia problem in other EU countries is not

currently clear, the geographical specificity and hereditary nature of these

diseases suggests both are likely to be present in communities where there

are large numbers of migrants from the Mediterranean Basin, the Caribbean

and Africa where it has also been suggested it provides some defence

against malaria (Giordano et al., 2005; Aidoo et al., 2002; de Franceschi et

al., 2005).

Candidate factors affecting inherited blood disorders in migrants

and ethnic minorities

The children of partners who are both carriers of sickle cell disease have a

25% chance of being affected, and in the context of migration when both

partners belong to a same ethnic group with high SCD prevalence, the risk

of transmission to the foetus is as high as it would be in the country of

origin (Giordano et al., 2005).  The risk is nevertheless “diluted” if and when

one of the partners is of North European origin (ibid) and with time and

further and more complete “integration” of migrants, the disease could

possible be attenuated.

Screening for inherited blood disorders 

The growing incidence/prevalence of sickle cell disorders in the context of

migration has led to calls for pregnant women originating from countries

with a high prevalence of sickle cell disorders to be routinely screened as

part of their antenatal care.  There is reason to believe that many migrants

from high endemicity countries accept this as a positive option and indeed

often seek information and guidance on pregnancy termination if and when

there is a positive diagnosis (Giordano et al., 2005).  Neonatal screening for

these disorders is already widespread in some parts of the EU such as the

UK, Belgium and France (de Montalembert et al., 2005).  Antenatal

screening for hereditary blood disorders is not without its ethical

implications, however.  Blood disorders carry with them the potential for

stigma and discrimination for both parents and children, and are also likely

to impose serious questions with respect to child bearing and the availability

of family planning.  

Cancer

The incidence and prevalence of cancer of most types is increasing

everywhere, and as the population of the EU ages, so the incidence and

prevalence of cancer will probably grow in concert with that trend.  Cancer

of the breast is the most common female cancer worldwide and is now the

second leading cause of death among women in the EU.  Earlier studies in

other parts of the world suggest that epidemiological patterns of female

breast cancer may be influenced by population movement (Geddes et al.,

1993; Nilsson et al., 1993; Wanner et al., 1995).  Breast cancer-related

mortality among Italian female immigrants in Australia and Canada, and

Asian women in the USA tends to be lower than among native-born

women, and in the UK rates for cancer of the breast, uterus and ovary have

also tended to be lower among Italian-born women than among UK

“nationals”.  Italian female migrants in Scotland also appear to have lower

rates of digestive tract cancers.  Their rates of stomach cancer, on the other

hand, tend to be higher. 

Time sequence data nevertheless indicate that with time, patterns of

breast cancer among migrant cohorts gradually approximate those of host

communities, especially in the case of women who migrated early in life.

These temporal changes may be linked to a number of factors, but two of

the main ones appear to be the changes that take place in fertility and child

nurturing behaviour.  Thus as migrant women in post-industrial countries

begin to adopt the dominant norms and postpone, or abstain altogether

from child-bearing, their risk of breast cancer increases accordingly, just as it

does for other women (Geddes et al., 1993).  This process has been

observed in the UK where South Asians have lower rates of both breast and

lung cancer than the overall population (Smith et al., 2003A).  South Asian

women also appear to have better breast cancer survival rates than host

counterparts (dos Santos Silva et al., 2003), but this “ethnic gap” may be

disappearing.  Thus while cancer incidence rates for the overall population

have been falling steadily in recent years there is growing evidence that

cancer may be becoming more common in people of Asian origin (Smith et

al., 2003B).              

Lung cancer mortality rates for both women and men also appear to be

affected by ethnic background; in the UK they are significantly lower among

people born in Italy.  However, in contrast to the situation in the USA, rates

Thalassemia, which is primarily a
blood disease found in people in
the Mediterranean region, is also
being seen in the UK among
migrants and ethnic minorities of
Middle Eastern and Cypriot origin
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of cancer of the intestine, breast, prostate and other sites do not appear to

change among first generation Asian and African immigrants and contrary

to the trend in other parts of the EU a study in Sweden found approximately

the same incidence rates of cancer among the children of immigrants as

among native Swedes (Hemminki, 2002).  Primary liver cancer has been

found to be disproportionately present among first generation migrants in

England and Wales (Haworth et al., 1999) and male migrants from India,

Bangladesh and East Africa appear to be far more at risk of cirrhosis-related

mortality.  Indeed almost all migrant groups, irrespective of sex, especially

Bangladeshis and African-Caribbeans, seem to be at high risk of liver cancer

mortality.  The aetiology of the disease is complex; it includes factors such

as viral infection, lifestyle, environmental conditions, and heavy alcohol

consumption, but chronic hepatitis B and C, both of which are strongly

related to liver cancer, may be the most important factors in these groups.

On the other hand among first generation Irish and Scottish people who

also suffer from excess cirrhosis-related mortality but who have a low

incidence and prevalence of hepatitis B and C, high alcohol consumption is

probably a more important factor (Haworth et al., 1999).

Candidate factors affecting cancer among migrants and ethnic

minorities

Within EU countries – just as in other parts of the world – migrants are

often relegated to low status and high-risk occupations that may increase

the possibility of chronic exposure to environmental risks.  In agricultural

settings and work, for example, poorly educated and  insufficiently informed

and protected migrants may be exposed to high doses of pesticides and

other chemical products as part of their jobs and the fact that migrants are

often expected to live “on-site” in poorly ventilated shelters.  Exposure to

carcinogenic agents in other industries also needs to be considered,

especially where migrant labour situations are seasonal, relatively

unstructured and poorly supervised.  

Reproductive health

In many EU countries reproductive health among migrant populations has

become a major public health challenge (Carballo et al., 2003).  Findings

from a number of studies suggest that pregnancy-related

morbidity/complications tend to be higher among migrants and ethnic

minorities than among other women.  There is also evidence that pregnancy

outcomes may also be less good and that the incidence of pre-term and

low-birth-weight babies tends to be higher in migrant populations.  Adjusted

mean birth weights for every major British minority group in the UK were

reported to be lower than for the “white” host population (Harding et al.,

2004) and low birth-weight infants (less than 2500 grammes) born to

migrant mothers far exceeded the proportion born to mothers of European

descent.  UK Office of Population Censuses and Surveys data suggest that

babies of Asian mothers generally tend to have lower birth-weights than

other ethnic groups and indicate that both peri and post-neonatal mortality

rates tend to be higher among babies born to women who were born in

Pakistan and the Caribbean (ibid.).  

Earlier data from Belgium indicated that in 1983 the highest perinatal and

infant mortality rates were for babies born of women arriving from Morocco

and Turkey and that ten years later there had been little improvement in the

Turkish migrant population where high perinatal and infant mortality rates

continued to persist and were still up to 3.5 times higher than for Belgian

babies (Carballo, Divino and Zeric, 1998).  Higher rates of perinatal and

neonatal mortality have also been reported among foreign-born groups in

Germany, and again have tended to be especially high among Turkish

people (ibid).  Ten years ago when the rate of perinatal mortality for babies

born to German mothers was 5.2% it was 7% for non-nationals and the

incidence of congenital problems and of maternal mortality was also higher

(Weilandt et al., 1995).  And although infant mortality rates among non-

Germans dropped in concert with national averages, rates among non-

Germans nevertheless remained significantly higher than for the German

population as a whole (Huismann et al., 1997).  High rates of pregnancy-

related problems have also been reported among migrant groups in Spain,

although there is considerable variation among migrant groups; pregnancy

outcome profiles for women from the Philippines and Morocco, for

example, tended to be more consistent with those for the Spanish

population as a whole but worse for others, especially women originating

from sub-Saharan Africa (Carballo, Divino and Zeric, 1998).  A not dissimilar

picture is reported from Sweden where Finnish women living in Sweden

have a higher incidence of miscarriages than either native Swedes or Finns

living in Finland (Gissler et al., 2003).  In Spain low birth weight and

complications of delivery have been reported to be more common among

migrants, especially among women coming from sub-Saharan Africa and

Central and South America.  Rates of pre-maturity on the other hand do not

seem to differ significantly between migrant and non-migrant mothers

(differs slightly by origin) extreme pre-maturity is much more common

among the former (de la Torre et al., 2006) and when it occurs, is associated

with problems such as genito-urinary infections, uterine over-distension and

alterations, cervical insufficiency, placenta-related problems and stress (de la

Torre et al., 2006).  

Awareness and use of family planning services is a common problem

among migrants in many EU countries, and is especially pronounced

among migrants arriving from countries where such services have not been

widely available and where to date there has been little promotion of family

planning (Carballo et al., 2004).  One of the results of this is the large

number of migrant women who have to resort to abortion.  In Norway

abortion rates are significantly higher among non-western women (Eskild et

al., 2002; Ackerhans, 2003) and in Sweden first generation migrants

represent a disproportionate share of all adolescents seeking abortion

(Helström et al., 2006).  Similarly, in Switzerland and in the Lazio region of

Italy, studies have shown that the likelihood of induced abortion is

approximately three times higher among foreign-born women than among

the native populace (Carballo et al., 2004).  The abortion-seeking “gap”

between non-nationals and nationals is especially large in Spain where the

rate of abortions among migrant women (30 per 1000) is up to five times

higher than among Spanish women (6 per 1000) thus constituting 40-50%

of all abortions in the country (Save the Children, 2006).  Migrant women in

Spain have also been reported to present higher rates of sexually

transmitted diseases, as well as anaemia, than nationals (Save the Children,
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2006), a fact that may be related to the growing number of trafficked

women in commercial sex work.

Candidate factors affecting reproductive health in migrants and

ethnic minorities

Reproductive health tends to be heavily influenced by social environmental

factors.  In some cases it is as “simple” as poor use of reproductive health

care services by migrants because they either do not know what services

are available or do not believe they have the right to use them.  In many

other cases it is more a question of unfamiliarity with services that are

specifically designated to reproductive health and also possibly not being

sensitive to the need reproductive health care.  Migrant women are also

more likely to be unaware of the existence of structured prenatal care,

which may not exist at their countries of origin, and as a result they may

only seek health care late on in pregnancy (Save the Children, 2006).  If and

when they are with partners, moreover, they may come from cultures that

do not encourage women to seek reproductive health care without the

explicit permission of their partners, and only if it can be provided be female

health workers, a condition that may not always be easy to meet.  If and

when migrants do access reproductive health care these services, however,

problems of language and cultural differences often leave them dis-satisfied

with the type of care they receive.  A study of patients at a Berlin

gynaecological hospital found that Turkish women were “markedly less

satisfied” than native Germans with the quality of the services that they were

afforded (Borde et al., 2002) and a more recent study by Carballo et al.

(2004) highlighted the misunderstandings that often characterize the

relationship between health staff and migrant patients.  Other factors tend to

be more complex and involve a mix of socio-demographic, cultural and

economic issues.  Throughout the EU the number of women migrating

alone is increasing rapidly.  Their social condition is often precarious and

the nature of their migration is also often one of exposure to a variety of

risks including sexual abuse and exploitation, including sexual exploitation

in the domestic services they typically orient towards (Carballo et al., 2004).

Their vulnerability extends to not always being free to seek care if and when

they need it because their work schedules and employment conditions do

not provide them with the time to seek care (Carballo et al., 2004; de la

Torre et al., 2006).  Prenatal exposure of pregnant women to hazardous

materials and substances is not uncommon in agricultural work and can

have serious consequences for foetal development and health (Cooper et

al., 2001).  Culture and beliefs about health and health care also play an

important role in defining how and what women feel they are able to do to

promote and protect their health.  A study of Somali migrants in Sweden

found that they frequently reduced their food intake so as to lower the

weight of the foetus and avoid the possibility of difficult deliveries (Essen et

al., 2000).  

Nutrition

At a time when increasing attention is being given to breastfeeding as a

critical source of immunological defence against a number of potentially

debilitating childhood diseases and a facilitator of psychological bonding

between infant and mother, migrant women may be at especially high risk

of not initiating or continuing breastfeeding.  Stress and the lack of social

support are known to interfere with the letdown reflex and the capacity of

mothers to breastfeed successfully.  Advertising of breast-milk substitutes

and the lack of active breast milk promotion by health care staff can equally

introduce doubts into mothers about the quality of their milk and the

modern relevance of breast-feeding.  In the case of Vietnamese women

arriving in the UK (Sharma et al., 1994) many appeared to lack the self-

confidence to initiate or maintain prolonged breast-feeding even though

they came from backgrounds in which it would have been normal for them

to breastfeed.  This appears to especially the case if they are not living in

Vietnamese communities and cannot benefit from traditional role models

and interactive support.  Similar problems, together with unjustified

assumptions by local health care staff in the UK that Bangladeshi women

would persist with traditional breastfeeding patterns irrespective of whether

they received encouragement, reduced their period of lactation (Carballo et

al., 1998).  In Spain, infant feeding problems, including inappropriate use of

breast-milk substitutes and poor weaning practices have been linked to

vitamin deficiency rickets and ferropenic anaemia in infants (Teixidor et al.,

1993).  

Over the last ten years studies have referred to problems of specific

nutritional deficiencies among migrants.  Problems of vitamin D deficiency

were reported among migrant children in the Netherlands (Meulmeister,

1990) together with protein-energy malnutrition, and in Norway 83% of

children treated for nutritional rickets in 1998 and 1999 were of migrant

families (Brunvand & Brunvatne, 2001).  A high prevalence of vitamin

deficiency has been 

reported in migrants in Denmark (Pedersen et al., 2003) and vitamin D

deficiency has even been linked to the high prevalence of TB in London’s

Gurjarati population (Wilkinson et al., 2000).  The long-term implications of

protein-energy malnutrition and micronutrient deficiencies acquired in

refugee camps, including vitamin A and iron deficiency (Toole, 1992) merits

consideration given the large number of refugees and asylum seekers in EU

countries.  In Sweden under-nutrition stunting and anaemia are frequent

problems among refugee children (Janson, Svensson & Ekblad, 1997) and a

study of undocumented migrant adolescents from Algeria and Morocco in

Zaragoza, Spain, found widespread nutritional deficiencies, including low

iron reserves (Olivan Gonzalvo, 2004).

At another level of malnutrition, a high prevalence of obesity and related

health problems has been observed in the UK`s Asian population.  A study

of young people (4-18) found that children of Asian origin were almost four

times more likely to be obese than “white” children (Jebb et al., 2004) and

in Germany children of non-German background obesity has been

highlighted (Huismann et. al., 1997).  Migrant children and women in the

Netherlands have also been found to be at a higher risk of being overweight

than their Dutch counterparts (Brussaard et al., 2001).  A Swedish study

found obesity to be 40% more common in foreign-born Europeans than in

native Swedes, especially in the case of women from the former Yugoslavia,

southern Europe, Hungary and Finland (Lahmann et al., 2000).  

Candidate factors affecting nutrition in migrants and ethnic

minorities

Dietary habits are among the most culturally defined of all behaviours

(McDonald and Kennedy, 2005).  In the case of people moving from one

sociocultural environment to another, the interruption and forced change in

dietary habits can be both psychologically and physically disruptive,

especially when the changes are rapid, or when the need to adapt to new

restrictions and demands is an inflexible one.  This has been highlighted in

the aetiology of obesity and type 2 diabetes as well as other conditions.

Obesity and overweight status among migrant children and adolescents has

been linked by at least one study to the process of “role reversal” that often

affects migrating families (Unger et al., 2004) who saw that as migrant

children and adolescents become more adept at “navigating” the host

system and culture, parental authority is sometimes eroded leaving more
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room for migrant youth to control lifestyle and food habits and choose

unhealthy food and exercising options.  There is also the reality that migrant

parents from poor countries often purposely encourage their children to eat

more as compensation for what they were not able to give their children or

receive themselves in their countries of origin.  The reliance on fast foods

may also be a reflection of the many low paying jobs that many migrants

have to take in order to survive economically and the fact that there is little

time available to them to be home preparing fresh foods.  The fact that

migrant mothers are often unable to take the type of maternity leave

required for good breastfeeding or to work in settings with crèches

(Carballo et al., 2003; de la Torre et al., 2006) is also a factor in

breastfeeding.

A rapidly changing scenario

Over the course of the past 20 years many of the countries that now make up

the EU have gone from being net exporters of human resources to net

receivers of new people.  This is not to say that these countries are no longer

countries of emigration, for indeed significant numbers of people are still

moving out of them and going to either other parts of the EU or to other

parts of the world.  But they are now doing so at a far lower pace than

before and certainly at a lower rate than the number of people coming into

the region.  The transition to “receiving country” status has not been an easy

one for European countries and in many respects European countries have

been caught seemingly by surprise and ill-prepared institutionally and socio-

psychologically for this new status.  Certainly very few of them have

developed forward looking comprehensive policies to deal with in-migration

and even fewer have introduced programmes designed to facilitate the social

insertion and integration of newcomers.  The implications for public health

of this neglect have been and will continue to be far-reaching for years to

come.

Migration as a response to push and pull factors

Migration has always been an obvious and natural answer to the push of

poverty and the pull of labour demand.  Today in a world of growing

interdependence in which some regions are lagging further behind others in

terms of their economic growth and quality of life, the push of chronic

poverty is becoming even more evident than it was before, and more people

than ever are being forced to look for alternatives in distant market places.

The process is being abetted by the massive outreach capacity of global

media operations that provide people in the smallest villages everywhere

with information and ideas about what life could be like if only they moved.

The presence of a rapidly improving transportation system is making that

movement all the more feasible.  Meanwhile the demand for migrants of

different types is also remaining constant.  Indeed in many places it is

increasing in part because the changes that have taken place in fertility and

longevity in many EU countries are now prompting a demand for “new

blood” to fill the demographic and social gap – and hence social security gap

– that could threaten future quality of life in these post-industrial settings.  

Policy and planning gaps

Despite the centrality of migration in this changing global equation and

despite its importance for sustained development of EU countries, there has

been a distinct lack of planning for migration and/or for the absorption of

migrants.  Today this lack of planning is helping to raise difficult questions

about social insertion and economic absorption and in some settings is

igniting age-old phobias about the newcomers and what they represent.

Today’s migrants thus risk moving into social and political environments that

are far less welcoming than they were even twenty years ago and that are

making the well being of migrants precarious.  As a result of this as well as

other aspects of the migration process, including their pre-migration medical

history, the health of migrants risks being adversely affected.  The process is

not being helped by the fact that most EU countries actively discourage if not

prevent migrants moving with their families, and this too is producing gender

biased populations and creating situations in which family health is placed at

risk.  

A changing epidemiology

What the implications of all this will ultimately be for health and well being,

health care and health systems in the EU remains to be seen, but thus far the

data point  to the fact that the epidemiology of diseases and other health

problems in the EU could change as a result of in-migration.  

Communicable diseases

From the perspective of communicable diseases the emerging picture

suggests that migrants, especially those coming from poor countries, have a

higher risk of developing classic diseases of poverty such as tuberculosis than

other people in the community.  They also appear to be increasingly at

higher risk of acquiring sexually transmitted infections and HIV/AIDS.  The

situation, however, is not as straightforward as it might seem.  There is a

high degree of variability within the overall migrant population and not all

migrants are by any means at equal risk.  In the case of the communicable

diseases that are most common in migrant populations, for example,

migrants coming from countries and backgrounds with a high prevalence of

those diseases are more at risk than those coming from low prevalence

areas.  This is true of tuberculosis, hepatitis, HIV/AIDS and possibly other

infections as well.  

Non-communicable diseases

Although the history of the health response to migrants has traditionally been

one of communicable diseases, the emerging picture in the EU (and

elsewhere too) suggests that non-communicable diseases and chronic health

problems are fast becoming as, if not more, serious a challenge for migrants.

Over the last decade it has become apparent for example that depending on

countries of origin, ethnic background, and quality of adaptation to new

environments, some migrants have a far higher risk than host populations of

developing cardiovascular disease, hypertension, stroke, and type-2 diabetes.

Reproductive health

Throughout much of the EU there is also evidence that the reproductive

health of migrants is suffering and becoming increasingly problematic for

both public health and clinical medicine.  In the case of women and their

offspring, for example, pregnancy and pregnancy outcome, as well as

gynecological health in general have become highly fragile.  They tend to

have more difficult pregnancies and worse outcomes of pregnancies than

non-migrant women.  They are also far more likely to have unwanted

pregnancies and resort to interruptions of those pregnancies far more

frequently than host population women.  The sexual health of migrants is

also becoming a worrisome aspect of the migration process because rates of

sexually transmitted infections, including HIV, among some groups of

migrants are often considerably higher than those of nationals of similar

ages.

Mental health

Migration is never an easy psychosocial process and it should not be
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surprising that the history of migration has always been replete with

references to mental health insults and problems.  Contemporary migration

to the EU is no exception to this, and in most of the countries for which

there are good data it is clear that migrants are more at risk of a variety of

serious mental health and psychosocial problems than non-migrants.  In

some cases their reported rates of suicide and/or attempted suicide, as well

as of depression and psychoses, are higher than among non-migrants. 

Occupational health

In most EU countries migrants now account for a disproportionately high

number of all the occupational accidents and diseases that are reported.  A

number of reasons can be proposed to account for this, including their

social and educational background, the type of occupations they go into (at

least when they first arrive), the lack of training/briefing they receive, their

lack of familiarity with selected tools, machinery.  Poor occupational health,

including high risk of accidents, is a serious problem in itself, but in contexts

where migrants are not able to (for whatever reason) access the type of

remedial care they need, there is a serious risk that the outcome of these

accidents of occupational diseases will be serious, if only because there is

limited access to and use of professional care and treatment.

The environment of migrant health

Explaining the differences between migrants’ and non-migrants’ health and

well being, or understanding the fragility of migrant health in general is not

easy.  But a number of situational elements deserve to be considered in this

equation.  

Complexity of migration 

First of all, the process of migration has never been a simple one and in

today’s world when families are rarely able to move as units and when the

social and political environment of migration is clouded with political, social

and economic contradictions of demand, need, push and attraction, it has

become even less easy than it used to be.  On the one hand there is the push

of poverty, personal frustration, lack of opportunity and at times political

insecurity.  At the same time there is a growing global culture of television and

film that is constantly exporting images of what the wealth of “neighbours” is

like and suggesting that it is there to be shared.  Once migrants leave home

and arrive in their destination countries however, the reality is often one of

poor jobs, poor housing, inadequate salaries and unwelcoming attitudes.

Meanwhile the physical conditions under which migrants are able to move

are often dangerous and the process of moving is risky in many ways

including from the point of view of personal abuse and exploitation.  

Complexity of arrival

Arrival in new social settings can be difficult for migrants, especially if and

when there is a perception that they are unwanted.  Migrants often arrive

with profound feelings of homesickness, guilt at leaving relatives behind,

and with anxiety about the future and their capacity to meet expectations

and responsibilities to those left behind.  The challenge of cultural and

social adaptation is often made all the more difficult when there are no

facilitating programmes and when the origins and education of migrants

does not lend itself to a rapid accommodation to new languages and

customs.    

Living and working conditions

The living and working environments that migrants are oriented into often

place them at high risk of new infections, reactivation of pre-existing ones

and stress.  Indeed for many migrants the exposure to diseases typically

associated with poverty often occurs in the well-to-do EU countries into

which they move and in which they are housed in old, poorly equipped,

overcrowded conditions that offer neither privacy nor freedom from forced

exposure to the illnesses of others.  In the case of low-income migrants who

today constitute the majority, the mix of job insecurity, low salaries, and the

multiple jobs taken on in order to survive and send remittances back to

families is not easy to deal with without undermining health and well-being.  

Marginalization and health care

The social and economic marginalization of migrants and their real or

perceived social exclusion can play an important negative role in both their

exposure to the risk of diseases, their lack of information about how they

might avoid infection, and their access to the health and social services that

might be useful in dealing with the problems they encounter.  If and where

there are no attempts to reach out to migrants, there is evidence that they

are not able to use whatever health care services are available effectively.

From the perspective of the overall public health of receiving communities

this is neither good for migrants nor for the communities hosting them.  

Responding to opportunitities and responsibilities

To date there has been few systematic attempts in the EU to take up the

issue of migrant health or to design and provide services specifically tailored

around their migrants.  Nor have there been many out-reach programmes

that have taken into account the unique constraints that the working and

living conditions of migrants often impose on health care seeking behaviour.

Thus as we move into what promises to be a highly dynamic 21st century in

terms of population movement and in which societies everywhere, but

certainly in Europe, are likely to become increasingly complex in terms of

their social, demographic, cultural and health profiles, the EU and its

member states are being presented at one and the same time with immense

opportunities for sustained growth and yet many new tasks and

responsibilities.  None will be more important than ensuring the social

insertion of its new residents and ensuring their good health.  For if this is to

happen, it will necessitate a new vision of public health and a better and

more sympathetic willingness to address the nexus of migration and health

in pro-active constructive ways.  To date there has been an unspoken

assumption that migrants are no different from host populations in terms of

their health and health needs; and while this has been a sound ethical

policy and practice from the point of view of not creating even greater

resistance to newcomers, it has negated the reality of multi-cultural health,

different health backgrounds and profiles, and post-migration adaptation as

central determinants of health.  It may be placing millions of people,

migrants and hosts, in unnecessarily precarious situations.   

Public health means health for all 

The emerging public health paradigm and challenge in the EU is not only

one of simply promoting and protecting the health and well being of

migrants. Rather it is one of a new vision of public health in which the

multi-cultural and constantly evolving nature of contemporary society is

recognized for what it is, namely an opportunity and a challenge. Today’s

and tomorrow’s public health will have to respond more than ever before

to the basic principle of public health, namely that health for all is not a

romantic ideal, but rather a sine qua non of sustainable development.

Health for all can be achieved but in an arena of rapidly changing diversity it
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will have to be sought with more commitment and vigour than it has been

to date.  

So what specifically can be done

If the goal of health for all, including that of migrants, is to be achieved and

if the contribution that good public health can make to development is to

be realized, a number of steps will have to be taken quickly and

comprehensively by the EU and all its member states.  

� More knowledge is urgently required about the dynamics of health and

well being of migrants and ethnic minorities in Europe.  To this end it is

urgent that countries take steps to understand the dynamics of migration

and resettlement as it affects the health of migrants in their settings.

While special surveys will help in this regard, routine surveillance of the

health of migrants of all types will go much further towards providing the

basis of evidence that policy-makers and planners can use in defining

national and EU-wide strategies and refining these over time as the

situation changes.   

∑

� Rational and coherent policies on migration into and within the EU

are long overdue.  While it is increasingly evident that many if not most

EU countries will continue to need migrants for many decades to come,

there are genuine and justified concerns about the number of migrants

the EU countries can absorb at any given time, and the occupational

backgrounds ideally required.  At the same time there is an urgent need

to ensure that the process of migration and settlement (no matter how

brief it may be) is not injurious to the health of migrants and by extension

the health of hosts.  Well founded, evidence-based policies could go far in

alleviating many of the concerns that are emerging in the area of public

health because they will ideally address the conditions under which

newcomers move and are expected to live and work once they arrive.

They are policies that should be developed at an EU level and once

ratified by member states, should constitute the basis for EU-wide

planning for the movement of people within and into the EU, their social

and economic absorption, their human rights and especially their right to

health.     

� Shared sender-receiving country policies are urgently called for

because responsibility for the health of migrants cannot and should not

only be the responsibility of receiving countries.  Much more must be

done to create shared (sending and receiving countries) approaches to

the promotion and protection of the health of migrants and their care.  If

this is done it could go far to strengthen the health care systems of the

sending as well as receiving countries. 

� Innovative insurance and health care financing schemes are

called for, especially given the growing body of evidence that migrants are

just if not more susceptible than host populations to diseases and

accidents that can imply costly care.  New ways of financing the health

care of migrants should involve a mix of employers, public and private

insurance, local cooperative migrant associations, states and migrants.

Schemes of this kind would go far in addressing the fear among many

migrants that they cannot afford care and hence their necessary denial of

problems until it is too late.

� Migrant friendly social insertion policies that acknowledge the

central social and economic importance of migration and contribution of

migrants are long overdue.  They should at the same time recognize the

challenges faced by migrants in terms of health and social insertion and

should hence seek to provide them with the opportunities, incentives and

protection for social insertion.  Migrant policies that visibly seek to

address issues such as working conditions, minimum wages, housing,

family rights and access to care will go far in ensuring a sound footing for

health and social good of the many, not only the migrants.

� Migrant relevant health care and social services that take into

account the special needs of migrants are largely missing in most

communities.  Out-reach services are urgently called for that not only

recognize the role of cultural, social, linguistic and health background,

but also the role of the difficult and ill-defined settings in which migrants

often live and work.  In many cases it is the latter that are at the basis of

the emerging and often problematic epidemiology of migrant health.

Out-reach services that are staffed in part by migrants themselves will

always be more effective in reaching people at risk than services that are

staffed by people who do not understand or are not easily accepted in the

socio-cultural milieu of migrants.    

� Migrant tailored health system responses are much needed and

would ideally be structured to take into account the changing

epidemiology of health problems that is now emerging in the context of

migration and resettlement.  These responses will ideally be evidence-

driven and flexible enough to also take into account the changing ethnic

nature of migration into and within the EU. 

None of this is to say that there have not been attempts to address the

emerging challenge of migration-related health, for indeed some steps have

been taken and there are many good practices already established in EU

countries.  But it is nevertheless clear that the urgency of the problem today

calls for concerted action by the EU and its member states.  The 21st

century could well be one of rich cultural as well as economic growth for

the EU, but if this is to be the case much more will have to be done to avoid

the human wastage and morbidity that now surrounds migration into the

EU. 

Any and all EU health strategies must recognize that the demography and

the human face of migration has changed radically and will continue to do

for many years to come.  Only by ensuring that migrants and their health

and social needs are comprehensively addressed will the EU and its

member states be able to sustain the health of Europe as a whole.  To do

this the EU will have to engage a new range of partners, not least of which

will be the migrants themselves and the many associations that represent

them, the private and the public sectors that benefit from the presence of

migrants as a labor force, and the many state social security systems that

could benefit even more through innovative schemes that recognize the

added contribution migrants could make while at the same time accruing

some benefit themselves. �
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N
ew migrants are nowadays in complete contrast to the old – Fordist

– migrants. National origins are no longer homogenous and a

primary consequence of this is the change from large community

organizations to new small communities. The acceleration of migration

through better communication routes has also meant that the settlement

and acculturation is no longer a question of survival; nomadism, continuous

contacts with the home regions, transnationalism and organized diasporas

appear as normality. The exception is the will to assimilate to a place.

This complexity as consequence of inclusion dynamics and policies,

which are confronted by the spreading out of migration and diversity in our

society as normality, is challenging not only the school system and social

security schemes, but also the health system. The health system in particular

is facing weaker and more differentiated communities, who lose partially

their capacity to help themselves because of their weakness. The legal

questions related to migration also cause difficulties for the regular service

delivery. Illegality introduces barriers to health care access, but also a new

precariousness, bad working situations and risky health conditions. To this

complexity, we have to include the dynamics related to the world of asylum

seekers, who add other problems to the health system such as the care of

traumas caused by war. In brief, we can state that the healthy migrant still

exists, but he or she is no longer the only type of migrant. The unhealthy

migrant appears from the world of asylum or illegality and the health system

has do deal with them. In this chapter, we try to describe how in particular

the health systems of some European countries react to this cultural and

legal differentiation. We will also describe the initial reactions of health

systems. 

Migrants as a health problem - the development of policy answers

Policy answers regarding migration and health are related to the general

logic of the health system, which combines a framework of values (the

referential) and an organizational structure, based on organizational

traditions (the “path dependency” argument; see for instance Merrien 1990).

This is particularly true when new policies are produced. A first distinction

concerns the insurance scheme within the health system, which can be

divided into more universalistic oriented systems (with tax-based financing

and open access to health services) or more categorical systems (based on

individualized insurance schemes and a means tested access to health). As

Ferrera points out, the two system’s logics are often mixed up today, but the

first decisions on how the system has to work will always influence and

structure future developments (Ferrera, 1993). This distinction is important

for our purpose because universalistic systems are oriented towards

egalitarian access, while categorical systems reproduce societal

differentiations (in particular class differentiation) inside the health system.

For example, even though it is mandatory in Switzerland to have health

insurance, the financing of that insurance through insurance fees reduce the

consumption of services for those on lower salaries (Knüsel, 2002).

The second distinction is related to the general value systems framing the

inclusion of differences: we distinguished systems that are based on a

communitarian approach of diversity (difference based) and systems that

are based on republican approach (difference “blind”). Table 1 indicates

where the analysed countries are placed using this logic.  

migrants in the health system, because of its openness and its structural

sensitivity to differences (the inheritance of the Commonwealth). We call

this case “liberal universalism”, because the framework is difference

oriented (in the sense of a liberal acceptance of differences) and egalitarian

in the access to health. The egalitarianism is nevertheless based on the logic

of minimal appropriate services, corresponding to the liberal ideal of health

for all, but only for basic services.

The second case is represented by Switzerland and the Netherlands. This

case gathers societal systems with a categorical background in the social

security system (Cattacin and Tattini, 2004) that are structurally and

ideologically open to resident migrants and their needs. The affiliation to the

insurance scheme is in fact guaranteed by the liberal orientation of the

health system which gives access rights for those paying fees. Although, in

order to include people who are outside the regular insurance system (and

not only in the health system), categorical systems identify target groups

Table 1: Health structures and value system of differences

Health structure Universalistic approach* Categorical
Value system of (Tax based) approach**
differences (Insurance)

Difference sensitive UK Netherlands
(Communitarian) Switzerland

Difference “blindness” Sweden Austria
(Republican) France 

Germany
*Often also called “Beveridgian System”
** Often also called “Bismarckian System”
Table 1 permits already an initial analysis concerning migration and health. In fact, the UK is funda-
mentally the best-prepared nation to include 

1 Bollini (1992) who studied policy regarding Migration and Health in seven industrialized countries
(France, United Kingdom, Switzerland, Italy, Sweden, United States and Canada) has already
indicated that these countries can be divided into two groups: those which have a passive
attitude, that is, who expect immigrants to adapt to the health system designed for the native
population (Italy, France, Switzerland and the United States); and those who have
acknowledged the health problems posed by immigrant groups and who have actively tried to
provide alternative solutions, for instance by providing interpreter services during medical
encounters (United Kingdom, Sweden and Canada). Our chapter confirms this distinction but
we try to go a step further explaining the policy of each country in a more sensitive way taking
into account not only the value regarding differences but also the health care system. This
double perspective proposes a more precise categorization distinguishing four types of policies. 
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(like undocumented migrants). Inclusion is then possible when people

declare their socioeconomical status (means test based measures) or if

services are created that focus on a specific target group (and are only

accessible for them).

These systems are for instance obliged to create parallel structures for

specific needs outside normal insurance schemes. There structures are

largely recognized as complement to the system and generally subsidized

by the state. The Netherlands have a particular openness related to its

history of religious pluralism (the “pillarized system”; Kriesi, 1990 and the

colonial background). We call this case “liberal selectivity”.

The third case contrasts with the societal model. In fact Sweden works

on the basis of openness to residents, but because of the high level of social

security in Sweden and the high homogeneity of the population (for

Sweden seen from a comparative view: Lijphart, 1984), they distinguish

strongly between insiders and outsiders (Olsson, 1993). In this context,

inclusion of difference is organised by parallel systems outside state

institutions (NGOs), who lack state legitimacy. We call this case “socialist

universalism” indicating an egalitarian ideology in a context of facilitated

access to high level health care services for insiders.

The fourth case indicates a combination of a categorical system – with all

difficulties of getting into an affiliation scheme without a resident permit –

and difference blindness, resulting from the republican tradition in France

and the relative homogeneity of Austria. Migrants – or people from a

migrant background – also have difficulties in finding appropriate care in

these cases – difference sensitive care – when they are announced normally

or even citizens. The pressure on migrants and minorities to assimilate to a

model of normality (which is a construction in the two cases) creates not

only structural barriers, but also moral barriers for a system change towards

more sensitivity for differences. In these systems, parallel initiatives of the

state are the general answer to its lack of capacity to read and intervene in a

pluralistic society. Adaptations in these systems are not only challenging the

logic of the health system, but the general model of welfare provision. They

are highly controversial. We call this case “socialist selectivity” indicating an

egalitarian orientation towards the population in a highly selective

framework of access to health.

This rather simple first typology – combining structure and referential2 –

permits us nevertheless to understand why the measures taken in different

countries to act in the field of migration and health are all so different. In

the following paragraphs, we want to solidify this model through a short

presentation of the countries analyzed. 

Liberal universalism

United Kingdom. 

In 2000, 4.2% of the UK population were considered as foreigners. The

majority are ex-colonials and labour migrants from Pakistan, Somalia, India

and Nigeria. The National Health Service (NHS) employs 1.3 million people

with 40% of them from a black or minority communities’ background. 

The National Health Service is financed 80% by taxes. In this universalistic

health care system, all people are entitled to basic health care services.

Access to general practitioners is free for people living in the UK for at least

one year and for those who applied to be on the list of patients (this is the

case also for undocumented migrants) and 9 euros are charged for

prescriptions independently of the patient’s financial situation. Nevertheless,

since the neo-conservative political change, contracting-out models (for

wealthy people) have been established, permitting citizens to chose private

insurance schemes completing the universal basic health care services with

private providers4. 

Undocumented migrants have no rights to be insured, but the National

Health Service (NHS), as well as the service for general practitioners, is

accessible for undocumented migrants (free of charge)5. Before April 2004

they had also a free access to specialists, which is no longer the case.

However, some treatments are free for everybody (emergencies, some

mental disease, STIs but not HIV). Pregnancy and HIV treatment (except the

test itself) are not free for undocumented migrants. 

Compared to other countries, the UK provides extended humanitarian

protection for a maximum of three years if the person is at risk of being

killed or tortured in his or her country of origin; as well as a discretionary

authorization for acute medical troubles in exceptional cases for three years,

which can be renewed. After six years, it is possible to ask for a permanent

permit of stay. It is interesting to notice that seropositive people cannot get

this authorization.

The main actor in the field of migration and health is the Department of

Equality and Human Rights situated in the Department of Health. It has a

long history: it started as a “women and equality” unit supervising the

employment polices in the sense of gender mainstreaming and the service

provision in a logic of gender sensitiveness; then it enlarged its remit to

include ethnic minorities and human rights. The main goal is to supervise

employment strategies and representativeness of differences in the health

service professions and difference sensitivity in service delivery.

The work of this unit with migrants and ethnic communities started in

the 1980s on employment issues. First of all gender issues were addressed,

because women were underrepresented in several positions in the health

services (only 25% of the executive directors were women and today they

are 43%). The claim for ethnic recognition started from black and other

minority groups. 

First activities focused on the right to have systematic information about

employees, which was implemented by data collection (monitoring) in

order to deal with the situation in a systematic way. A policy was then

developed that tried to tackle these issues by creating a group of committed

people working in the NHS. The Department of Equality and Human Rights

today produces guidelines (responsibilities for national and local level),

guides and assists the 28 local authorities and coordinates them, monitors

and publishes information (disease, demographics, etc), develops an

equality impact assessment on equality issues (age, gender, sexual

orientation, race) and gives public health messages.

In 2000, new legislation was inacted with an namendment to the Race

Relations Act that sets up an action plan. As a result, every service and

organisation in the country that works in health has had to draw up an

action plan that explains what they would do to tackle discrimination and

inequality. This is now a legal requirement but local organisations can

choose the way they want to implement it.

The Race Relations (Amendment) Act provides new powers to tackle

racism in public authorities in two major ways: 

� outlawing any discrimination (direct and indirect);  

� eliminating unlawful discrimination and promoting equality of

opportunity and good relations between people of different racial groups

(the “duty to promote race equality”). 

2 From the analysis of welfare state’s point of view, we have simply tried to combine a structural
logic à la Flora or Ferrera (Flora, 1985; Ferrera, 1996) with a political process analysis à la
Esping-Andersen. See also conceptually Cattacin 1996

3 Presenting the countries and to facilitate reading, we will not cite systematically the documents
used. They are in the bibliography organized by country.

4 In 1998, 11% of the population was covered by private supplementary health care insurance
(Robinson and Dixon, 1999).

5 With the general practitioners, it depends on the individual doctor whether they take someone
on as their patient.
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The new legislation will also empower Ministers to extend the list of

public bodies that are covered by Act (as amended) and to impose specific

duties to ensure compliance and better performance. The Act gives to the

Commission for Racial Equality (CRE) the power to enforce specific duties

to promote race equality and to influence codes of practice and to provide

guidance to public authorities on how to fulfil their general and specific

duties to promote race equality. 

The general duty means that, in performing their functions public

authorities must have due regard to the need to promote race equality.

Public authorities will need, for example, to ensure that they consult ethnic

minority representatives, take account of the potential impact of policies on

ethnic minorities, monitor the actual impact of policies and services and

take remedial action when necessary to address any unexpected or

unwarranted disparities and monitor their workforce and employment

practices to ensure that the procedures and practices are fair. As a result the

Department of Equality and Human rights receive around 5.3 millions euros

per year in order to implement this policy, which covers 17 jobs, guidelines,

and some innovative projects at the national level.

Liberal selectivity

Switzerland 

Foreigners in Switzerland represent about 20% of the whole population. The

majority comes from Europe with the former Yugoslavia, Italy, Spain and

Portugal as principal origin countries. The access to the health system is

guaranteed by the obligation to take out private health insurance. In general,

the insurance is open to all residents, asylum seekers included. But, in fact,

there are different schemes and situations, ranging from a liberal position

such as in Geneva, permitting undocumented migrants to contract an

insurance, to other parts of the country in which insurance schemes can

refuse undocumented migrants and in which a gate keeper model regulates

the access to health for asylum seekers.

The first Swiss initiatives were taken in urban contexts trying to give

better information to migrants. This approach tried to explain the main

elements of the HIV/Aids prevention strategy to the principal established

communities, and has been developed since the beginning of the 1990s on

the national level. This programme was transformed at the beginning of this

century into a programme with a wider view, though still based on a

pragmatic approach, that many health questions are related to migration

and need a specific answer in terms of the sensitivity of institutions and

particular projects. 

The programme tries in particular to put forward decentralized initiatives

and to create sensitivity in all health institutions towards migration and

health. A small unit at the Federal Office of Public Health has the

responsibility of stimulating initiatives and learning processes on this topic.

The orientation is similar to that of subsidiarity in Germany. But, as in other

policy domains, subsidiarity is interpreted as a more dynamic concept

permitting the national level to activate civil society organisations and for

local and regional government to act in a coordinated way and to introduce

new regulations. These activating state policies can be based on an

innovative dynamic in the urban centres of Switzerland, in particular

Geneva.

The Netherlands. In 2003, 4.3% of the Dutch population were considered

as foreigners and 9.6% were foreign-born in 2002 (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, the

Dutch policy has been restrictive in admitting non-Western labour migrants,

but during the 1990s the country was a major receiver of refugees. Since the

year 2000 there has been a sharp fall in immigration from this source. 

The Netherlands have a fee based insurance system for health. Recently

(January 2006), the Netherlands introduced an obligation for residents to be

insured. For the poorest a possibility to get reimbursed exists, but it involves

an administrative process of registration and means testing. Since this time

health care is structured according to the type of insurance (it means that

some treatments are not covered by the basic health insurance any longer). 

For asylum seekers there is a gate-keeping model. In centres where they

have to stay, a nurse should see them before they can have access to a

medical doctor. Undocumented migrants are deprived of the right to health

insurance since the “Koppelingswet” (Linkage Law), which entered into

force on 1 July 1998. This new law states that undocumented migrants are

only entitled to collectively financed provisions in case of “necessary

medical care”. There is a fund of 5 millions euros per year for the

reimbursement of these treatments. Undocumented migrants can

nevertheless go to general practitioners or hospitals, and it is the medic in

charge who decides if they can be treated. In the case of an acute illness,

their expulsion is delayed but there is no possibility of regularization. 

If we analyze the early initiatives, we can see that the topic of health for

migrants received hardly any attention in the multicultural policies

introduced from the beginning of the 1980s. Many initiatives have been set

up, mostly on a short-term, local, project basis. Most of these projects work

with communities in deprived neighbourhoods using nurses and peer

educators. 

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 characterized by a high degree of professionalization. The counterpart of

this is a much lower level of user involvement – in particular, from migrant

groups – than, for example, in the UK.

At the present time, awareness that there are important problems in this

area is fairly widespread. 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. It is only

recently that these problems have begun to receive structural attention in

the form of education, research and policy changes. 

The Netherlands has a significant – though somewhat idiosyncratic –

tradition of tolerance, which can be traced back as far as up to the 16th

century. 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. In 2000, the Council

for Public Health and Health Care (RvZ) published two highly critical reports

Foreigners in Switzerland represent
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population. The majority comes
from Europe with the former
Yugoslavia, Italy, Spain and Portugal
as principal origin countries
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(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 the 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 finance guaranteed until 2007. 

But opposition to cultural pluralisation 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 – and even more by the assassination

of the film producer Van Gogh in 2005 – contributed to a hardening of

public attitudes and a renunciation of multiculturalism by the government.

In the health sector, this modification of viewpoint has had as consequence

led to less financing for projects in the field of migration and health, while

structural established services were not touched by this political change.

Socialist universalism

Sweden 

Sweden has 9 million inhabitants and more than a million people were

born in another country. 800 000 people were born in Sweden with one or

both parents originating from another country. Taken together, 20% of the

Swedish population has what is called a “foreign background”. Until the

1930s Sweden was a country of emigration. Between 1945 and the 1950s

refugees mainly came from Baltic and Nordic countries. In the 1950s and

1960s, a large-scale Nordic (Finland) and Non-Nordic labour migration,

mainly from Southern and South-eastern Europe (Yugoslavia, Greece,

Turkey) came to Sweden. By the mid-1970s the labour migration ceased due

to regulation. In the 1960s and 1970s refugee immigration arrived mainly

from Latin America (Chile), in the 1980s family reunion and refugees came

from the Middle East (Iran, Iraq) and in the 1990s from the former

Yugoslavia. Currently, only regulated refugee migration (asylum) and family

reunion migration take place along with controlled labour migration. For

non-EU citizens a work permit is requested before entrance. Since 1996, the

number of asylum seekers has decreased. In 2005, 17 530 were applying for

asylum (mainly from Serbia and Montenegro, Ethiopia and Iraq). In the

same year 2838 people were granted asylum (13%) and in 2005, 1268

people, according to the UNHCR Quota. 

The health system is based on a universal orientated provision and

financing of health services is a public sector responsibility. Responsibility

rests primarily in the County Councils (in 21 geographic areas). Patient fees

range from 10 to 30 Euros. Personal expenses have a high-cost ceiling (of 90

Euros) and then entitlement to free medical care for the rest of a 12-month

period. Medical and dental treatment for children and young people under

20 is free of charge. Migrants with a permanent residence permit (PUT) are

entitled to health care.

Asylum seekers are not included in the social insurance for health and

dental care, but they have a special entitlement at the level of County

Councils. They only have access to emergency care when referred by the

responsible experts. Children are free of charge. The County Councils

(regional authorities) are paid for by The Board of Migration and some of

them have developed specific projects of care for traumatized asylum

seekers. This system is under revision.

Undocumented migrants are not included in general health care

insurance, but they are eligible for emergency and immediate health and

dental care. In case of non-emergencies (such as deliveries) a fee-

for–service (without public subsidy) is supposed to be applied. There is a

large inconsistency within the health care system and different

interpretations are used in different regions. Consequently practitioners are

making last instance interpretations and are left as gate-keepers.

Undocumented migrants are in general dependent on civil society

associations and individual health care professionals engaged in combating

their deprived access to care. In the Social Report 2006 from the Board of

Health and Welfare, these circumstances are acknowledged and discussed.

The first developments in the field of migration and health take place in

the 1960s. Migrants were then identified as a welfare target group and

officially acknowledged in an “Inquiry of Immigrants” in 1968 in general

socio-economic terms of “getting satisfying social and cultural services” and

equal living conditions as the majority of the population and in terms of

health care, education and social services. This responsibility was referred to

the general authorities and institutions within the welfare system as

explicitly opposed to special provision. This process can be understood as a

result of a trade union movement standpoint – the Marshallian perspective –

since the mid-1950s against the guest worker model as a political strategy. 

In 1975, a new Immigrant Policy was stated, based on the former one

and expressing a “multicultural” strategy regarding immigrants and

minorities. The focus was put on equality in terms of access to cultural

goods (language, education, culture) aiming at maintaining language and

cultural identity, but with the final goal of the inclusion of differences in the

society overall. Issues on health were not explicitly addressed but were

implied in general welfare solutions.

Socialist selectivity

Austria 

In 2001, 8.9% of the Austrian population were considered foreigners. The

main countries of origin were Turkey and the former Yugoslavia, with a

continuous increase in migration from Eastern Europe and Africa. The

health system creates inclusion by a categorical system, linking social

security to residence and a work contract (Bismarckian system). The

resident population is 98% covered by health insurance. The remaining 2%

are undocumented migrants. Labour migrants and asylum seekers have full

access to health care. Undocumented migrants have no guaranteed access

to free health care. They can still be private patients but the costs are high.

Some non-profit organisations try to meet their needs or intervene when a

bill cannot be paid, either to get it cancelled or to get it reduced. Health care

professionals have no duties to report undocumented migrants to the

authorities.

There is not any specific office responsible for migration and health issues

Challenges for health in the age of migration
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(only the Ministry of the Interior). The Ministry of Health does not have this

task even though some initiatives (research, working groups) were financed

by it. The general organizational orientation is in fact subsidiarity; initiatives

have to be taken with a bottom up logic. That clarifies why the main

interventions are provided by civil society organizations and only at the local

level.

This lack of responsibility at the national level explains why, in particular,

it is the local level that reacts with pragmatic initiatives on migration and

health problems. In urban areas where there is a history of how to deal with

diversity, some specific services have been created. A first pilot project was

developed in Vienna in 1994 concerning community interpreters in hospitals

and in social services paid for by the city, while on the national level we

have to wait until 2005 for a more symbolic act, i.e. the creation of a

working group of experts by the Ministry of Health, which aims at analyzing

the main problems and deficits in medical treatments for migrants. The

focus of this commission is on three aspects: 

a) medical services within hospitals;

b) medical services outside the hospitals (general practitioners);

c) medical services in psychosocial services (mental health). 

The result of the commission’s work is a recently published report,

“Interkulturelle Kompetenz in Gesundheitswesen”, which gives information

on what should be done, but without indicating who has to do it or the

resources that should be allocated to these initiatives. The answer to

migration and health in this categorical system continues to be blind

concerning differences, which are not associated with traditional categories

of organization. Undocumented migrants are the excluded category; the

other migrant groups are included following their status, but not specifically

recognized as migrants with their own “lifeworlds” and their own needs.

Germany. In 2001, 8.9% of the German population were considered

foreigners. The main countries of origin are Turkey, EU countries, former

Yugoslavia, Poland and the Russian Federation. Before 2000: citizenship was

based primarily on German ancestry with the exception of naturalized

citizens. After 2000, there was a new naturalization policy (automatic

citizenship for migrant children who are born to five year residents in

Germany), so the statistics based on the previous categorisation are no

longer comparable.

Ninety-six percent of the population are associated with work or status (a

categorical system) in the health insurance scheme. Germany differentiates

in its health care system between asylum seekers and citizens: asylum

seekers have a similar access to health care compared to other citizens after

36 months of residence in the country. Meanwhile they can only be taken

care of in the case of acute illness or pain. 

Undocumented migrants can in theory get private insurance, but since

they have to show a passport they do not use this right. They have access to

health care in the case of emergency but in practice, this right is difficult to

fulfil since public officials have a duty to report any information they obtain

on undocumented migrants during their duty to the Foreigners’ Office.

There is no access to a provisional permit of stay in the case of acute illness

either.

It is difficult to evaluate a starting point for German policies in the field of

migration and health, because there is no national policy or initiative yet;

there are several local initiatives which started in the late 1980s by

communities or local institutions, but at the national level the position was

always the same: As migrants could be insured, it was supposed to be

enough. Outcomes were not studied. The focus was on the reunification of

Germany. For the other problems, Germany referred to subsidiarity. Bottom

up initiatives have to solve them. The initiatives have to come from the

communities and national policy is not involved until a systematic failure of

these initiatives is recognized. 

So it is not surprising that the topic of migration and health is taken up by

some local activities (for instance, the ethnomedizinische Zentrum Hanover

since the late 1980s; the project for migrant women in Berlin paid for by the

local state; community interpreters service in Berlin financed by the

European Union and the state of Berlin for six years; initiatives from

immigrant groups like the Deutsch Türkische Stiftung), but also from the

regions (Länder) since 2000. Some regions have in fact developed

“integration” concepts as a consequence of the new law on integration,

which sometimes includes the question of health, but not real measures

(asylum seekers and undocumented migrants are not included in theses

concepts).

At the national level, it is only in 1995, that an unofficial working group

was created, composed of people concerned by the topic (experts or

representatives). The working group is situated in the office of the Federal

Government Commissioner for Migration and Refugee Affairs. Being

unofficial it gave the impression of being freer. The experts are not paid,

only the person who coordinates the group is paid. The group is working on

ways to open institutions to the needs of migrants (the main activities are

meetings, conferences, some research and publications). Migrant health is

still not on the political agenda and migration is seen more from the point

of view of problems related to criminality. The knowledge about health

issues is weak.

France. In 1999, 5.6% of the French population were considered as

foreigners. The main countries of origin were Portugal, Morocco, Algeria,

with an increase in people coming from West Africa. The social security for

all regular residents covers 70% of the population. As an original categorical

system, the employed people get access to insurance (“mutuelle”) in order

to be covered in the case of sickness. Today, this system has also integrated

universalistic elements. Unemployed people enter in an insurance scheme

through complementary financing (the “couverture médicale universelle

complémentaire – CMU”, which covers 30% of the costs of the regular

insurance scheme). Asylum seekers can get the CMU as soon as they apply

for asylum.

Undocumented migrants have had access since 2000 to the “assistance

médicale d’Etat (AME)”, which covers 100% of the insurance, but reforms in

2002 and 2003 limited access to those who were in France for less than

three months. Health care professionals do not have a duty to report an

undocumented migrant to the authorities, because the law stipulates that

they have the right to health care, regardless to their residence status in

France. They can also get a provisional permit of stay if their illness is acute

and if they cannot be treated in their country of origin. 

The Directorate of Population and Migrations is responsible for the

development of a strategy in the field of migration and health and is able to

enhance the interface around health questions with the General Department

of Public Health and the Department of Public Liberties and Judiciary Affairs

(Ministry of the Interior). Some initiatives of outreach work are taken also

on the regional level (“département”), but under he auspices of acting in

the field of marginalized people.

In contrast to the selective model of Austria, France has taken the

question of migration and health more seriously, following a policy of

inclusion in the general scheme of health systems (through subsidizing

insurance fees or through the minimal guaranteed health services). The

working group created by the Ministry of Health in 1993 formulated for

instance an action plan, which was partially implemented. On the legal level

and based on the recommendations of the working group, the policy of
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admission and stay was took into account for the first time only in 1998 the

question of health with the possibility of getting a provisional permit of stay

and work for people with an acute illness and without the possibility to be

cared in their home country. This “republican” model chooses the blindness

towards difference as a strategy of inclusion. As we shall see later on,

difference will be imposed with the HIV/Aids epidemic.

Main challenges

The description of the first measures and the systemic logics of the different

analysed countries reveals that choices have to be analysed as embedded in

a society’s history and contemporary situation. There seems to be no model

case, each case has its strengths and weaknesses. The analysis says nothing

else. This is the first point revealed. The second argument relies on the fact

that in a differentiated world, importing and diffusing experiences from one

to another country could be possible, when similar paths exist. But this is

the exception. In other words, we have to be cautious to introduce a

simplistic learning perspective and put forward the idea that each measure

can be understood, but an application in another context has to be done

very carefully and with the knowledge that it has to be compatible with the

dimensions characterizing a concrete system (as Badie 1987 advises). We

will return at this point in the end of the text.

The challenges depend on what has been already done. In Austria and

Germany, the interviewed people (both from authorities and research)

agreed to say that a lot remains to be done because of lack of policy and

because migrants’ health is not on the political agenda. These countries

have to highlight the importance of this topic in order to get money. 

Switzerland and the United Kingdom are on the opposite side. In the UK,

as there is a policy and law obliging the structures to tackle discrimination,

the main challenge seen by those interviewed is to implement the law.

Some structures are usually reluctant to change and the risk is that they

promote alibi measures. In Switzerland, the major problem consists in the

development of the programme on migration and health as a timely limited

project within the administration, without a real change concerning the

structural founding of laws against discrimination.

In France, the interviewed researchers and authorities agree to say that

the main challenge will be to widen intervention in the field of migration

and health from the HIV/AIDS topics to other topics. We see that this

country began very recently to show specific groups of migrants (North and

West Africans) in the health campaign, but the tendency is still to hide the

migrants’ issue treating this part of the society as if they were potentially in

the same situation as the French population. 

The biggest discrepancy amongst interviewed people about the

challenges has been found in the Netherlands and Sweden. In the

Netherlands this can probably be explained by the recent change in the

policy, which became more restrictive and the cut in the budget in the field

of migration and health. In Sweden it is rather the lack of awareness of

migration issues and the assimilationist approach of the authority that stops

further changes. 

This article is based on Sandro Cattacin, Milena Chimienti in collaboration with Carin Björngren
Quadra (2006). Difference Sensitivity in the Field of Migration and Health National policies
compared. Geneva: Research Report of the Department of Sociology of the University of
Geneva.
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The road ahead: 
Conclusions and recommendations 

W
ith the constant global flows of people, information, money,

products and cultures at the beginning of the 21st Century,

European populations are becoming increasingly diverse. Social

changes in European societies, such as the population ageing and the

enlargement of the European Union, also place migration and cultural

diversity on the European political agenda. Health and migration are directly

linked: most migrants experience inadequate living conditions, their crossing

to Europe often creates significant health risks, and life in host countries

impose further stresses.

The demography of the European Union is changing rapidly.  Within

many EU countries fertility is falling, while at the same time people are living

longer.  In some parts of the EU the situation is so marked that schools are

being closed as a result of the decreasing birthrate.  Meanwhile, health and

social services have been working against many difficulties to keep pace

with or to be proactive with regard to the changing nature of the needs that

are being expressed and will continue to be expressed by people living into

their eighties.

Patterns of economic development have also varied considerably; the gap

between the richest and the poorest countries has been growing over recent

years.  Meanwhile, socioeconomic inequalities have been growing in the

both developing and developed countries. This fact inevitably represents a

social and political challenge, even within the most industrialized countries.

Nevertheless, constant progress has been observed in several areas

throughout the world.  Transportation and communication systems, for

example, have improved and there are few parts of the world that today are

not reached or reachable by a combination of road, air and sea transport.

From a news and information perspective, a global culture of

communication now brings images and myths about how life could be

better elsewhere to the most remote areas of the world.

Against this overall backdrop it is not surprising that people continue to

be pushed and pulled to migrate.  For most of them, migration has meant,

and will continue to mean, moving from the countryside to the big towns

and cities that are evolving at an exponential and worrying pace in most

developing countries.  For others, however, migration has meant, and will

continue to mean, moving across borders and continents. 

It is also important to note that post-industrial countries everywhere, as

well as many that are still industrializing, are requiring and looking for new

human resources in a context of economic growth and population ageing.

Although migration can be deemed as a natural phenomenon in this

demographic and economic context, it is causing concern from many

different points of view.  Some developing countries are experiencing a

massive brain drain, particularly of health professionals. Meanwhile, many

people in developed countries live with the fear, albeit wrongly perceived,

that mass migration threatens their culture and lifestyle. 

The Schengen Agreement and the enlargement of the European Union

were designed, among other factors, to facilitate the free movement of

people and goods between EU member states.  This is, however, unlikely to

satisfy the real and growing demand for “new blood” and there is good

reason to believe that migration into the European Union will continue to

be required and will certainly continue to grow.

The current form of migration in the EU has many, and diverse,

implications. The first is that migration into the EU is fast becoming a

demographically biased process in which men and women are increasingly

moving alone and not as family or partners. The second is that migrants are

moving into social and political environments that are increasingly hostile.

Meanwhile, the current restrictions on migration flows and partnerships

with countries of origin are creating a new category of clandestine, irregular

or otherwise termed undocumented migrants.  It is difficult to know how

many of them are there.  There are estimates of up to 5 million in the

European Union and there are also indications that the number of people

attempting, if not succeeding, to enter the European Union irregularly, is

growing rapidly and will continue to do so.

The findings of this research indicate that the epidemiology of diseases

and health problems are clearly changing as a result of migration into the

European Union.  On the one hand, it is important to keep in mind that,

while the profile is changing, the actual numbers of people involved and the

vital statistics that are emerging do not show massive inflows.  On the other

hand, migration has implications for the type of care that is required, the

cost of that care and its long-term impact on health systems.

From the perspective of communicable diseases the emerging picture

suggests that migrants, especially those coming from poor countries, have a

high risk of developing the classic diseases of poverty, namely tuberculosis

and hepatitis A and B.  They also appear to be at higher risk of acquiring

sexually transmitted infections and HIV/AIDS.  The situation, however, is not

as straightforward as it might seem.  There is a high degree of variability

and not all migrants are at equal risk.  In the case of tuberculosis, migrants

coming from backgrounds characterized by a high prevalence of

tuberculosis, are more at risk than those coming from low prevalence areas.

The same is true for hepatitis A and B.  More importantly, the evidence

suggests that migrants are also being placed in social and economic

environments that may lead to exposure to TB and/or the reactivation of

pre-existing tuberculosis. Throughout the European Union it appears that a

proportion of migrants, especially clandestine migrants, live in

overburdened housing conditions with poor ventilation, which are ideal

conditions for the spread of TB and hepatitis.  In the case of low-income

migrants, who constitute the majority of migrants, poor salaries and the

need to send remittances home are combining to undermine their health.

The demography of HIV/AIDS in migrant populations is also changing
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and there is a tendency for women to be more at risk than men.  This

probably reflects the growing number of migrant women who are involved

in commercial sex work, but it also reflects a global trend that corroborates

the fact that transmission of HIV from man to woman is significantly more

efficient than from woman to man.  

In the case of all communicable diseases, the relative exclusion of

migrants is playing an important role in both their exposure to disease and

their lack of information about how they might avoid infection or gain

access to services.  Few outreach programmes have been developed to

reach out to migrants and while it is clear that this will always be different

because of the heterogeneity of migrant populations and the complex mix

of culture, language, social background and attitudes to health-related

behaviour, much more will have to be done in this domain if the health of

migrants and the public health of the larger community is to be protected.

Although the history of the response to migrants health has traditionally

been focused communicable disease, the picture that is emerging in the

European Union suggests that non-communicable diseases and health

problems are fast becoming a serious issue.  Over the last decade it has

become apparent that, depending on countries of origin and/or ethnic

background, some migrants have a higher risk than host populations of a

variety of problems including cardiovascular accidents, hypertension, stroke,

type 2 diabetes, etc.  The reason for this high risk profile is a multi-facetted

one.  It involves such elements as cultural and social adaptation to new

food and dietary patterns, dramatic changes in lifestyle, adaptation to and

coping with stress.  It also includes, of course, ethnicity and any ethnic

predisposition that might exist for these diseases.

Moving from chronic diseases to other health problems, it has become

clear that the reproductive health of migrants is a major area of concern as

well.  Earlier trends in some EU countries have persisted and it is now

evident that for many migrant women, and especially lower income ones,

pregnancy is more problematic than it is for non-migrants and for better-off

migrants.  Throughout much of the EU, migrant women have a higher risk

than others of unwanted and unplanned pregnancies.  They appear to use

family planning services far less and less efficiently than other women and

their requests for abortions are significantly greater than among other

women.  As with other health problems, it is clear that far too little has been

done to reach out to migrant women and men as well as adolescents with

information and support on family planning that is culturally, socially and

logistically appropriate to their needs.  Nowhere is this more true than in

the case of clandestine migrants who tend to fall outside of any

comprehensive approach to health promotion and protection.

As we move into the 21st century and to a new era for the European

Union, it is urgent that politicians, health planners, health care system

personnel and the public at large understand that the face of Europe has

changed and will continue to change.  The European Union, and the

countries that make it up, are becoming more culturally, socially and

ethnically heterogeneous than at any other time in recorded history.  These

changes bring major challenges in respect of the etiology of diseases as well

as the opportunity for health to improve as well as  for a variety of historical,

political and economic reasons.  

Taking into consideration all that has been presented in the various

chapters of this report, and acknowledging that information and knowledge

is still, we believe that some practical conclusions and recommendations

may be drawn to improve the health of migrants in the EU, which

consequently represents Better health for all in a inclusive society, on values

and principles, health needs and adequate responses.

First of all, there is a need to obtain better information on migrant’s

health, to develop indicators to assess their health status and needs.

Information systems should be adjusted accordingly. Specific research on

migrant’s health barriers, problems and knowledge of valid interventions is

also crucial.

Both aspects should contribute in designing integrated health strategies

that are culturally sensitive, help reduce inequalities and encompass health

promotion, disease prevention, treatment and rehabilitation and involve

special training of health workers. A general diversity-based approach -

broad definition of culture - should have the following characteristics:

� the ability to create additional value by taking into account national

policies towards health systems and migrants status;

� consider the idea that health disparities result more from socioeconomic

factors than ethnic group origin, although this is dependant on a

migrant’s own vulnerability and health determinants;

� be able to manage migration flows, taking into account the

disconnection between restrictive national legal frameworks, national

labour market needs and the increase in irregular migration (ad hoc

regularisation processes);

� reduce the lack of integration of migrants and their descendants; 

� account for the need of international cooperation between country of

origin, transit and destination;

� be able to optimize current policy instruments.

Since there are many outstanding examples of good practices dealing

with migration and health throughout the EU, sharing them among MS is

certainly a very useful way to take advantage of what has proved to be

successful. However, although good practices generally tend to fix the

problems temporarily, they do not fix the system. Hence, even if good

practices are a way to learn from other’s experiences, in the case of migrant

health, structural change and structural policies should be preferred as the

best long-term solution.  

The EU health strategy should target not only EU citizens but include all

migrants contributing to their inclusion within society, reducing their

vulnerabilities and fostering their empowerment. Adequate health care and

health promotion, as well as equal access to health services, are particularly

important for migrants and members of minority ethnic groups. Along with

migrant health preoccupations should be a concern of “health in all

policies”. All interested parties, governmental and NGOs, at EU and MS level

should be involved. Several other high level policy frameworks such as the

Programme of Community Action / Public Health (2008-2013) should be

considered as immediate opportunities for action.

The many arguments presented here indicate that international

cooperation with countries of origin and transit to improve the

management of migration flows and tackling the related health issues

should be much increased. EU-Africa Strategy, the Euro-Mediterranean

Partnership and other policy instruments may provide immediate

possibilities for this purpose. Since the EU is a strategic global partner

several international organizations as WHO should be used to promote

healthier migration and settlement processes. The same could be applied to

International non-governmental and governmental organizations or

transnational organizations.

In order to better understand migrant health and advance some feasible

practical approaches to migrant’s health problems it would be of utmost

importance that the EU Council, Commission and Parliament could agree at

the highest political level on a set of first steps for action to include some of

the above recommendations. �
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