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1

Summary
Despite the greatly increased numbers of migrants and refugees worldwide in recent years, insufficient attention has
been paid to addressing their health needs. While a variety of international instruments assert the right to health, in
practice migrants and refugees – especially those awaiting clarification of their status, such as asylum seekers and
those without documentation – often fall in cracks between service providers and humanitarian relief programmes
at national and regional levels.
This paper provides a summary of the current state of knowledge regarding the health issues of migrants and refugees
and of the extent to which they are being met. It highlights, through a series of case studies, the diverse approaches
to policies, entitlements and services provided in different jurisdictions, ranging from regional (Europe) and country
(Germany, Iran, Italy, Turkey, South Africa) levels to provinces and cities (Quebec/Montreal, Berlin). These provide
evidence of successes and challenges and highlight areas requiring further effort, including in the domains of policy,
service design and delivery, education and training, research and communication. They also underscore the challenges
of highly neglected aspects such as mental health and the critical importance of developing cultural/transnational
competence in the health professional individuals and institutions working with migrants and refugees.
Results from discussions taking place in an M8 Alliance Expert Group Meeting (Rome, 23-24 June 2017) and from
the literature are synthesised to develop an ‘agenda of solutions’. This agenda aims to provide a comprehensive
framework, which bridges humanitarian, ethical and rights-based imperatives to provide a framework for action to
tackle this crucial area.
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A crisis of solidarity

2

The period 2014-15 witnessed the largest and most rapid escalation ever in the number of people being forced from
their homes. Millions of people fled conflict in Syria, Iraq, Afghanistan and Ukraine, as well as persecution in areas of
Southeast Asia and Sub-Saharan Africa, creating the highest level of displacement since World War II1. These were not
isolated events, but part of a worldwide phenomenon that has seen massive displacements of people globally in the
21st century2. While countries neighbouring to the sources of those displaced host the largest number of refugees,
movements towards other destinations – especially high-income countries – also rose substantially. At mid-2016,
Turkey hosted the largest number of refugees (2.8 million) of any country, while regionally sub-Saharan Africa hosted
4.5 million and European countries (excluding Turkey) 2.1 million refugees in total3. Within Europe, Germany, Italy,
France and Greece received the greatest numbers of asylum applications in 20164, 5. Humanitarian assistance rose to
a global total of US$ 27.3 billion in 2016 – the highest ever, but only 60% of the estimated amount needed6.
With concern about the very large increases in numbers of migrants and refugees arriving at the borders of Europe7
and elsewhere8, 9 elevating the issue to the highest position on the political agenda of many countries (Box 1)10, the
UN Secretary-General, Ban Ki-moon, wrote11 that “this is not a crisis of numbers; it is a crisis of solidarity. Almost 90
per cent of the world’s refugees are hosted in developing countries. Eight countries host more than half the world’s
refugees. Just ten countries provide 75 per cent of the UN’s budget to ease and resolve their plight.”

Box 1 - The refugee crisis in Europe, 2016
It is impossible to talk about health issues in the past year in Europe without reflecting on the refugee crisis, and the
challenges and opportunities that it has presented for Europe. Over one million children, women and men arrived at
our shores and borders last year.
The European Union had a common responsibility to ensure that these persons, many of them physically and mentally
exhausted, were offered care and support, including through the provision of healthcare when required.
Jean-Claude Juncker, President of the European Commission10

On 19 September 2016, for the first time the UN General Assembly hosted a High-Level Summit to address large
movements of refugees and migrants, with the aim of strengthening governance of international migration and
creating a more responsible, predictable system for responding to large movements of refugees and migrants. The
following day, United States President Obama hosted a complementary Leaders’ Summit on Refugees, co-hosted by
Canada, Ethiopia, Germany, Jordan, Mexico and Sweden, which appealed to governments to pledge significant new
commitments on refugees12.
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The distinction between migrants and refugees is important in discussing these two sets of people.
• IOM defines a migrant as any person who is moving or has moved across an international border or within a State
away from his/her habitual place of residence, regardless of (a) the person’s legal status; (b) whether the movement
is voluntary or involuntary; (c) what the causes for the movement are; or (d) what the length of the stay is13.
• According to the 1967 Protocol of the1951 Refugee Convention, a refugee is a person who, “owing to a wellfounded fear of persecution for reasons of race, religion, nationality, membership of a particular social group
or political opinions, is outside the country of his nationality and is unable or, owing to such fear, is unwilling to
avail himself of the protection of that country.” The 1984 Cartagena Declaration states that refugees also include
persons who flee their country “because their lives, security or freedom have been threatened by generalised
violence, foreign aggression, internal conflicts, massive violations of human rights or other circumstances which
have seriously disturbed public order”14.
• Refugees are therefore a sub-set of migrants who are specially defined by their reasons for displacement and
fear of consequences if they return and who are afforded special protection and entitlements by international
agreements15, 16. A person who seeks safety from persecution or serious harm in a country other than his or
her own and awaits a decision on the application for refugee status under relevant international and national
instruments is classified as an asylum seeker. In case of a negative decision, the person must leave the country
and may be expelled, as may any non-national in an irregular or unlawful situation, unless permission to stay is
provided on humanitarian or other related grounds17.
Beyond the technical definitions, the choice of term used by the media and politicians to describe those on the move
and those arriving has become a topic of heated debate. Some commentators have suggested that by calling people
fleeing war ‘migrants’, politicians hope to downplay their responsibility in caring for them. Deporting refugees is illegal
under most circumstances and looks bad, while deporting unauthorized economic migrants can be represented as the
state protecting its border and economy from those who have no right to be there under domestic law18, 19.
At the September 2016 UN Summit, 193 Member States signed up to the New York Declaration20. Health is referred to
at several points in the Declaration [paragraphs 30-33, 59, 80 and 83; and in paragraphs 5c, 7b and 13b of the annexed
‘Comprehensive Refugee Response Framework’]. These references encourage States to address the vulnerabilities
to HIV and the specific health-care needs experienced by migrant and mobile populations, as well as by refugees
and crisis-affected populations and to support their access to HIV prevention, treatment, care and support; commit
States to combatting sexual and gender-based violence and providing access to sexual and reproductive health-care
services and to working to provide for basic health, education and psychosocial development; promise measures to
improve integration and inclusion with particular reference to access to health care, among other services; reaffirm
commitment to protect the human rights of migrant children, particularly unaccompanied ones, ensuring that the best
interests of the child is a primary consideration in all relevant policies; commit to providing humanitarian assistance
to refugees so as to ensure essential support in key life-saving sectors, such as health care, supporting host countries
and communities in this regard; and commit to working to ensure that the basic health needs of refugee communities
are met, that women and girls have access to essential health-care services, to providing host countries with support
in this regard and to developing national strategies for the protection of refugees within the framework of national
social protection systems, as appropriate.
The onus of responsibility rests with States to respond to the health needs of migrants and refugees arriving in their
own countries and to support those trying to meet the health needs of migrants and refugees in camps or transit
locations on the way to their destinations. To date, it appears that solidarity from the international community is
lagging far behind the commitments made in New York – for example, in the insufficient responses so far made to
assist Uganda in managing the arrival of nearly one million refugees from South Sudan21.
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The challenge of migrants and refugees cannot be viewed as a short-term one that can be resolved exclusively by
means of ‘exceptional’ or ‘emergency’ responses. The drivers that result in large-scale movements of people within
and between countries are diverse, complex and interactive. Many of them are more likely to increase rather than
decrease in the coming decades, including extreme weather events and slower shifts in weather patterns resulting
from global warming that can lead to food and water shortages and losses of livelihoods; and impacts of population
increases, urbanization, land degradation, deforestation and sea level rise. In addition, it can be expected that violence,
political oppression and human rights abuses, as well as desires by people for a better life and greater economic
opportunity, will continue to act as sources of involuntary or voluntary migration. It is therefore important to search
for solutions that recognise migrants, refugees and asylum seekers as ‘part of society’ and that make them ‘structural’
rather than ‘external’ in health systems as well as other areas.
An extensive study on migration and health in Europe, published in 201122, noted that “all too often, the specific health
needs of migrants are poorly understood, communication between health care providers and migrant clients remains
poor, and health systems are not prepared to respond adequately. The situation is compounded by the problems
migrants face in realizing their human rights; accessing health and other basic services; and being relegated to low paid
and often dangerous jobs, with the most acute challenges being faced by undocumented migrants, trafficked persons
and asylum-seekers. One major reason for this lack of understanding is the scarcity of data”.
Moreover, the study reported that there was a tendency in many EU member states to restrict entitlements of
undocumented migrants to health services “to discourage the entry of new migrants”, with nine of 27 EU countries in
2010 restricting access to health services for undocumented migrants so that emergency care was inaccessible, only
five offering them access to health services beyond emergency care and only four [Netherlands, France, Portugal and
Spain] affording them entitlement to access the same range of services as nationals of that country [as long as they
met certain pre-conditions, such as proof of identity or residence].
While examples of good practices in the treatment of health needs of migrants and refugees could be found, the study
emphasised that, for long-term sustainability, structural changes were required that embed good practices in health
policy and practice.
A series of reports from the WHO-EURO Health Evidence Network published in the period 2003-2016 summarises
evidence available on diverse aspects of migrant and refugee health in Europe23.
The large increase in displaced persons, migrants and refugees seen in 2014-16 brought a new urgency to global efforts
to achieve equity in access to health services. At the 69th World Health Assembly (WHA) in May 2016, Member States
overwhelmingly supported the vision of a future where “all people have equal access to quality health services that
are co-produced in a way that meets their life course needs, are coordinated across the continuum of care, and are
comprehensive, safe, effective, timely, efficient and acceptable”24. Implementation of this vision needs to address and
include the health needs of migrants. The World Health Organization(WHO) emphasises that the access of refugees
and migrants to quality, essential health services is of paramount importance to rights-based health systems, global
health security and to public efforts aimed at reducing health inequities25. It notes, however, that access to health
services is affected by poverty, stigma, discrimination, social exclusion, language and cultural differences, separation
from family and socio-cultural norms, financial and administrative hurdles, and lack of legal status26.
WHO has observed that there is a need for reliable global data on migration and health, particularly in relation to
undocumented migrants and those not accessing formal services26. In May 2017, resolution WHA 70.15 on ‘Promoting
the health of refugees and migrants’ was endorsed at the 70th WHA 27. The resolution urges Member States and
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requests WHO to identify and collect evidence-based information, best practices, experiences and lessons learned
on addressing the health needs of refugees and migrants, in order to contribute to the development of a draft global
action plan on promoting the health of refugees and migrants, to be considered for adoption at the 72nd WHA in 2019,
and to report back to the WHA. WHO instituted an online survey, inviting Member States, institutions, networks, civil
society groups, individuals and relevant organizations involved in refugees’ and migrants’ health, to provide relevant
information, examples and lessons learned28.
Reports from meetings organized by the Centre Virchow-Villermé Paris-Berlin29, 30 and at the M8 Alliance’s World
Health Summit Regional Meeting in North America31 have also reviewed present knowledge and highlighted gaps in
research.
Against this background, it is urgent to understand the nature of migrants’ and refugees’ health needs and the barriers
that exist to meeting them; to learn from the successes and failures of different approaches and to develop new
ones where required. The urgency is not only for knowledge and good practices in service provision, but also for
policies that provide an effective framework for action in conformity with the UN Declaration, while engaging with and
attracting broad support from the population. Running through all such practices and policies must be strong threads
of humanitarian assistance and equity.
This paper draws on material presented (some of it hitherto unpublished) during the Expert Meeting on Migrants’
and Refugees’ Health organized by the M8 Alliance and held in Rome on 23-24 June 2017, supplemented by relevant
literature.

3
International frameworks on migration and health
Health implications of migration, whether forced or voluntary, have been a concern for centuries32, with movements
of people sometimes being restricted – for example, in medieval times due to fears of plague; in the 19th century
when devastating cholera outbreaks swept from Asia into Europe and the USA, leading to the International Sanitary
Conferences [the forerunner of the modern International Health Regulations]; and in modern times, the imposition of
official or unofficial quarantines in response to threats of pandemics33.
Migrants’ health often remains marginal in broader discussions on migration, and migrants are a frequently forgotten
population in health strategies. However, with increasing acceptance by states of their responsibility for ensuring health
and human rights, fears about threats of infection are gradually giving way to a desire to treat both communicable
diseases and the broader health problems of arriving migrants and refugees. Annex II of the New York Declaration
set in motion a process of intergovernmental consultations and negotiations culminating in the planned adoption of
a Global Compact on Migration at an intergovernmental conference on international migration in 201834. However,
specific reference to health is missing among the areas for attention in the Global Compact that are highlighted in UN
General Assembly Resolution A/71/L.5835. The International Organization for Migration (IOM) argues36 that health is
a core cross-cutting theme in the follow-on to the New York Declaration and points out that there is a clear normative
framework for the rights of migrants and refugees to health without discrimination, derived from, among others, the
global human rights framework 37 and the WHO Constitution38 and that a number of goals and targets of the 2030
Agenda for Sustainable Development39 directly and indirectly promote migrant health.
WHO supports policies that provide health services to migrants and refugees, irrespective of their legal status 40,
with the provision of adequate standards of care for refugees and migrants being important for population health
and fundamental for protecting and promoting the human rights of both the refugees and migrants and the host
communities.
While the UN Sustainable Development Goals principle of ‘leave no-one behind’ is inclusive of migrants and refugees,
the realization of universal health care for migrants and refugees requires evidence-based, inclusive policies that
balance the costs and benefits of ‘health for all’ in a public health and development perspective41. At present, there is
a lack of effective global governance for public health and a need for new governance structures that are beyond the
present capacities of WHO and may have to evolve from elsewhere, such as the grass roots.
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The economic dimensions of migration

4

Historically, views about migrants have varied substantially over time, both between and within countries. A major
factor in these variations has often been related to attitudes as to how migrants will impact on the economy of the
host country. Since these attitudes influence the treatment of migrants and the extent to which they are accorded
rights and/or assistance, including health services, they are significant for the present discussion.
Migration has a number of positive societal effects, including economic, employment and development benefits42.
A publication by the World Bank43 provided an overview of the economic benefits and challenges associated with
migration, prepared as a contribution to the UN General Assembly’s Summit on refugees and migrants in 2016. It noted
that migration brings large benefits to migrants and to the countries involved. Migrants from the poorest countries, on
average, have experienced a 15-fold increase in income, a doubling of school enrolment rates and a 16-fold reduction
in child mortality after moving to a high-income country. In the origin countries, migration lowers unemployment,
opening access to more-productive and higher-paying jobs. Migrants’ remittances offer tangible benefits to origin
countries. In 2015, remittance flows to low- and middle-income countries reached US$ 432 billion, more than three
times the size of official development assistance. Migration also facilitates trade, investment, and transfers of
technology. But migration may also involve costs, including the brain drain, associated with the migration, among
others, of teachers, doctors, and nurses. In the destination countries, immigration increases labour and skill supply,
innovation, and entrepreneurship. An OECD report44 demonstrated that immigration provided a net positive fiscal
effect. In the aging societies, immigration of young workers could ease the strained pension systems and the burden
of caring for the elderly. The World Bank report acknowledged that, despite the documented benefits of immigration,
many people and policymakers in destination countries fear that immigration leads to loss of jobs, imposes heavy
burdens on public services, erodes social cohesion, and increases crime levels, whereas in practice, in many countries,
migrants have net positive effect on government budgets and immigrants are less likely to commit serious crimes or
be behind bars than the native-born. Another facet of the issue is that migrants have a more precarious position in
the labour market and are more vulnerable to economic downturns than the general population45
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5

Tracing pathways to migrants’ and refugees’
health
Migration often occurs over months or years with several steps along the way and a number of contributory factors
involved. An example is the migration that began with the internal movement of people to Saint-Louis, northern
Senegal, as a result of environmental shifts that degraded the land and destroyed their agricultural livelihoods 46.
Their arrival added to already unsustainable pressures in Saint-Louis, a coastal town heavily dependent on fishing but
struggling due to coastal erosion, overfishing and a burgeoning population. Consequently, people in Saint-Louis have
migrated [often irregularly] to Mauritania or have been enticed by smugglers to move on to other countries. Some have
gone to Libya from where, pressured by very bad local conditions, they have risked their lives in unsafe boats and at
the hands of unscrupulous smugglers to try to cross the Mediterranean to get to Europe. These people on the move
could be categorised as environmental migrants, but in addition to land degradation they have experienced political
violence and economic and other pressures along the way.
The World Bank’s analysis recognises a number of drivers of migration, including income gaps and inequality,
demographic imbalances, and environmental change; and suggests that migration pressures will continue for the
foreseeable future. In 2015, the ratio between the average income of the high-income countries and that of the lowincome countries stood at 70:1, a gap that it will take decades to close. Fragility, conflict, and violence are also drivers
of migration. Increased drought and desertification, rising sea levels, repeated crop failures, and more intense and
frequent storms are likely to increase internal migration and, to a lesser extent, international migration43.
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Framework for analysis: determinants of health
It is evident that a comprehensive approach is needed, in which the health of the migrant is considered across
disciplines, sectors and geographies and within contexts framed by political, social, economic and cultural factors as
well as biological and medical ones. Thus, a useful starting point for policies on migrants’ health is the work that has
been done on social determinants of health broadly, which can be adapted and focused to the specific circumstances
of migrants and also applies to other marginalised groups such as ethnic minorities47 as illustrated in Box 248.

Box 2 - Policy measures required to tackle the social determinants of health for migrants and ethnic minorities

Source: Ref 47

6
Health before, during and after the migration
process
Risks to the health of migrants arise at every stage along their journeys, from before the migration process starts,
during travel and at transit and destination points (Box 3). There are also health risks for those migrants who return
home, including loss of ties and social networks, social attitudes to returnees and re-exposure to old risks factors. A
dynamic analysis that considers temporal events and cumulative impacts of different determinants at different stages
and phases is therefore necessary.
Box 3 - Risks to health of migrants

Before the
migration
process

•
•
•
•
•
•
•
•
•

During
travel

At transit
and
destination

• Adaptation to new life,
surroundings & culture
• Collective accommodation
Socio-economic status
• Uncertain legal status
Education level
• Access to basic survival
Genetic make-up
needs
Local disease profile
• Entitlement & access to
Poor personal & food
health services
hygiene
•
Susceptibility to new
Specific health conditions
diseases
Environmental push
• Environmental conditions
factors
• Social exclusion
Conflict, disasters & other
• Cultural, linguistic & legal
traumatic events
barriers to access health
Weak health care system
services
• Discrimination
• Lack of access to healthy
food
Source: Stephen Matlin, Anneliese Depoux, Stefanie Schütte, Antoine Flahault, Luciano Saso
• Modes of travel
• Legal or illegal border
crossing
• Environmental elements
• Sexual & other violence,
detention & other
traumatic events
• STDs, injuries & exposure
to physical dangers and
extreme environmental
conditions
• Unsanitary conditions &
overcrowding
• Inadequate nutrition
• Poor personal and food
hygiene
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The consequence of different temporally related events and of different treatments at various stages along the
migrant’s pathway is that health issues will manifest at different stages and show different progression over time, as
illustrated in the hypothetical scheme (Box 4). Infectious diseases and injuries acquired prior to or during travel are
treated early on, but new diseases such as non-communicable and occupational diseases resulting from lifestyle shifts
in the new location increase over time; and mental health problems emerge and resurface at intervals, as a result of
traumatic events before or during migration and as longer-term stresses such as fear of deportation, separation from
family, loneliness, isolation and social exclusion accumulate.

Box 4 - Time course: Hypothetical scheme of different disease entities

Source: Alexander Krämer

Prior to departure, the health status of migrants will usually reflect the characteristic health patterns of the countries
where they resided. For low- and middle income countries, these will typically involve relatively high levels of Group 1
diseases (communicable diseases and maternal, perinatal, and nutritional conditions) compared with Group 2 diseases
(non-communicable diseases) and Group 3 (injuries), the cause groups being those used in global burden of disease
studies. However, local factors can greatly alter the disease distribution. For example, data from the Institute of Health
Metrics shows that the burden of disease in Syria is highly unusual, with conflict-related factors moving from 19th
position to 1st position between 2005 and 2015 as the main cause of death and disability49. Across the Middle East,
deaths resulting from violence grew by 850% between 1990 and 2015 and the incidence of many chronic diseases
also rose dramatically; the death rate from diabetes, for instance, grew 216% over the period, according to a series of
reports published in August 201750.

21

In terms of impact of incoming migrants on the health profile of the receiving countries, it is often observed that
immigrants arriving in the host country are healthier than comparable native populations; but that the health status
of immigrants may deteriorate with additional years in the country. The ‘healthy migrant effect’ is explained through
the positive self-selection of immigrants and the positive selection, screening and discrimination applied by the host
countries. The effect may be absent in refugees whose pathways to a destination country have included prolonged
residence in refugee camps or arduous journeys. In the longer term, the health of migrants reflects changes in lifestyle,
diet and environment in the host country, for example leading to increases in cardiovascular disorders51, 52.
In addition to the epidemiological transition, migrants can have a significant effect on the demographic profile of the
receiving country. Many high-income countries, e.g. in Europe, have been experiencing a major demographic transition
characterised by smaller families and ageing populations, while low- and middle- income countries, e.g. in Africa, have
seen relatively high (but declining) fertility rates and improving survival rates, resulting in expanding populations of
young people. The overall demographic profile of non-nationals in Europe is therefore significantly younger than that
of the national population (Box 5)53. Overall, there are transitions in risk factors affecting both migrant and receiving
populations, impacting on health and health services.

Box 5 - Age structure of immigrants by citizenship, EU-28, 2015

Source: Alexander Krämer
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The approach to addressing the health needs of migrants and refugees therefore needs to work along two tracks:
i. Coping with the incoming people and adapting in periods when there are exceptionally high numbers arriving
at borders. This should include prophylaxis, screening, and triage at the borders and in reception centres; and
involve health assessment54 and vaccines for people coming from countries affected by endemic infections, and/
or because of exposure to infectious agents in different contexts during their journey.
ii. Providing longer term equitable access to health promotion, disease prevention and care, including health care
in camps and transit or detention centres for migrants as well as provisions for access to health services in the
community.
Two levels of action are needed to support this approach, one requiring political and strategic measures to define a
clear and transparent framework for countries, institutions and other actors; and the other involving on-site measures
(e.g. adequate shelter, sanitation and water supplies, safe food and adequate nutrition, providing access to vaccinations
and medical care) to ensure that migrants’ health needs are addressed.
Ensuring equitable access to health promotion, disease prevention and care requires identifying and removing
barriers, which may be associated with legal status and entitlement, or economic, social or cultural factors. These
may be compounded by additional issues such as poor disease surveillance or political opportunism. The impact of
the operation of these barriers may not only be seen in the equity and quality of healthcare received by the migrants
and refugees, but also in the avoidable use of emergency care, which has economic consequences.

Addressing the causes
Root causes of the displacement of people that result in outward migration and create refugees and asylum seekers
include some that can be addressed through international action – e.g. relating to conflicts, human rights abuses,
accelerated global warming, massive inequities in economic opportunities and social freedoms – but only with
difficulty and requiring long-term effort and commitment.
Ultimately, it is the solution to these challenges that will diminish the drivers for people to move over long distances.
The EU has recognised this in the EC’s Communication on ‘A European Agenda on Migration’, which emphasises the
importance of trying to halt the human misery created by those who exploit migrants and using the EU’s global role
and wide range of tools to address the root causes of migration83. The World Economic Forum has pointed to the need
for greater efforts to provide people at risk with protection and assistance in their own countries, reducing the need
to flee in the first place and has highlighted the importance of implementing frameworks regarding the ‘responsibility
to protect’55 that have been developed for protecting internally displaced persons56.
As noted in the WHO-EURO High-level meeting on refugee and migrant health, many of the health, social and economic
challenges associated with migration are the product of global inequity. Action that focuses solely on host countries
will be less effective than integrated global, interregional and cross-border interventions and programmes, including
in public health57.

7
The nexus between climate change, migration
and health
With traditional landscapes and livelihoods of entire communities being increasingly threatened by climate change
and extreme weather events, there is a pressing need to study the impact on human migration and population
displacement. The first illustrated publication mapping this complex phenomenon describes the multiple factors at
play and the challenges and highlights the opportunities58.
Box 6 summarises in broad terms the relationships that are considered to operate: climate change has direct and
indirect effects on population movement12, 59; and also on health60,61,62, while migration is itself a risk factor23 for
adverse health events. As pointed out by Beck, the multiple, diverse factors are all connected together in complex
ways63.
Box 6

Box 6 - Links between climate
health
migration
Box 6 change,
Links between
climateand
change,
health and migration
Health

Climate change poses major
threats to human health
Ø Approximately 150,000 deaths
annually by 2009

Health risks associated particularly
with forced displacement
Ø Around the world, over 5,400
migrants lost their lives in 2015

Climate change

Migration
Climate change has an impact on population
movement
Ø Estimated up to 250 million people per year
may move by the middle of the century

Source: Stefanie Schütte
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Scoping the scientific literature
As a starting point for identifying research gaps and opportunities for strengthening linkages between research and
education, policy and practice, a scoping study of published literature was undertaken, as part of the Centre VirchowVillermé’s research project ‘4CHealth’64. Preliminary results of a bibliometric analysis of the PubMed and Web of
Science databases showed that, since the first scientific article mentioning migration and health appeared in 1945,
the number published annually grew to more than 40,000 in 2016, with most of the increase occurring from 2000;
and since the first article mentioning climate change and health appeared in 1956, the number published annually
remained very low until around 2005 and then rose appreciably to nearly 5,000 in 2016. However, only about 250
articles mentioned all three areas of climate change, migration and health.
Preliminary conclusions from the study are that existing research in the field is very weak. Potential health effects
discussed in papers are frequently extrapolated from similar migration situations, while few real data exist. Regarding
climate change, research so far has focused mainly on trying to estimate the numbers of people that will be displaced.
For example, according to one study, future weather anomalies are expected to lead to an additional annual
displacement of 11.8 million people in sub-Saharan Africa alone by the end of the 21st century65. Little research has
been done on the health impacts of climate change and the potential multiplying effects of migration and climate
change on health.

Scoping the media: Migration as an adaptation strategy
The press has played an important role in the evolution of attitudes towards migrants and refugees, including those
displaced by climate change. It has contributed to informing and shaping opinions, public responses and government
policies, as well as reflecting popular sentiment and political stances.
A study of press coverage of the refugee and migrant crisis in the EU analysed press content in five European countries
(Germany, Italy Spain, Sweden and UK) in 2014 and 201566. It observed that health was generally treated in the context
of the burden on health systems and threats from infectious diseases posed by migrants and refugees. In particular,
one notable finding was the high incidence of discussion of threats to welfare/health systems in the UK press (18.3%)
which was much greater than the other countries in the sample (Sweden 11.4%, 7.9% Germany, 7.3% Italy, 6.7% Spain).
Few newspapers covered in any depth issues of post-arrival integration. One Swedish paper, in April 2015, discussed
in detail how to enhance refugees’ possibilities for employment once in Sweden and highlighted the advantages of
offering language courses and fast-tracking foreign-born doctors trying to obtain their medical license to practice in
the country.
Often, when impacts of climate change and other events on displacement and migration are discussed, migrants are
portrayed as expiatory, powerless victims. In health terms, migration is often seen as associated with health crisis67,
disease and death, as illustrated in the IOM’s Missing Migrants Project68 and consequently framed as a public health
emergency69.
In recent years, climate change has been increasingly mooted as a possible adaptation strategy. This approach
has been strongly advocated by different international organisations, keen to promote a more positive view of
migration. According to Kanayo Nwanze, President of the International Fund for Agricultural Development [IFAD]70,
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“The media, whether local or global, are among the world’s most influential institutions and how they shape the
climate change narrative remains vitally important. If the world becomes aware of how climate change threatens
our food security or why it is a catalyst for migration and conflict, then we can expect better support for policies and
investments that can pre-empt future crises.” Yet in public debates, migration associated with climate change remains
overwhelmingly presented as a disaster in the making, a humanitarian catastrophe to avoid at all costs.
Little work has been conducted hitherto to try to examine and understand the role of the press in relation to climate
change, migration and health. Previous studies have suggested that a lack of basic knowledge on climate change
is one of the largest perceived barriers to taking action71 and that the media’s framing of the issue has a critical
influence on the perception of urgency and willingness to respond72. These and other studies provide insight into the
communication methods that are most effective in inducing behaviour change73,74,75,76 and, in particular, indicate that
framing climate change as a public health concern rather than as an environmental issue is one of the elements that
would help increase engagement of the public with climate change.
In a study undertaken by the Centre Virchow-Villermé, treatment of the theme of migration as an adaptation strategy
is being examined through a comparison of the leading French and German newspapers, Le Monde and Frankfurter
Allgemeine Zeitung77. The analysis examined how these newspapers framed the relation of climate change and health
between 1990 and 2016 and what kinds of recommendations and solutions were stated to address the health impacts
of climate change. The study undertook bibliometric analysis of publications in the databases of the two newspapers,
by tracking the use of key climate terms and their co-occurrence with ‘migrants’ and ‘refugees’. Within the data set,
it was observed that the terms refugee, migrant and displaced were used in equal proportions.
Among other aspects, the analysis examined the range of voices in the articles. Few health professionals were quoted,
the largest groups of voices being those of politicians, researchers and climate professionals and experts. Absent were
migrants, who appear to have no direct voice in the debate about their status and treatment.
The frequency of articles related to climate change and migration showed a big spike in 2015 (related to COP21) in
both newspapers. In Le Monde, the time-course of 56 articles (1996-2015) showed four distinct phases, with the first
articles (1996-2007) in the period studied flagging the subject within other contexts, while from 2007 the subject
began to be treated on its own, from 2009 it became complex and transdisciplinary and in 2011-2015 migration
was presented as an adaptation strategy to cope with climate change impacts. Fewer articles (26) appeared in the
Frankfurter Allgemeine Zeitung, with a cluster (11 articles) peaking in 2015. Starting in 2012, migration was presented
as a potential adaptation solution to climate change impacts. Articles in the German paper highlighted that ‘climate
refugees’ are not accepted by international law; that it is difficult to argue that migration is caused by environmental
change, as cause and effect are often not directly connected, that refugees resulting from climate effects are often
seen as economic refugees, and that climate is only one of a number of triggers for migration (but as important as
political causes). It was argued that the UNHCR needs to update the definition of refugees.
It was noted that articles on migration as an adaptation strategy were not given prominent placement such as on
front pages.
Overall, the analysis concluded that migration as an adaptation strategy has emerged as a major way of presenting
the migration and climate change issue in the two newspapers, but lacks a clear connection with health issues, so that
these three topics are not framed together, and that health implications of migration, such as the access to health
care, are totally neglected.
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Policies in a regional and global context
Framing
According to international agreements, the responsibility for addressing the needs of migrants and refugees rests
in the first instance with the countries in which they are located temporarily or long-term. More broadly, however,
there are reasons for the responsibility to be shared by the international community, both on humanitarian grounds
and as a matter of self-interest to enable migrants and refugees who have been displaced from their homes to find
acceptable living conditions, livelihoods and opportunities as close as possible to their point of origin and to integrate
peacefully and productively wherever they settle. Policies are therefore essential at national, regional and global levels
that ensure the rights of migrants and refugees and that assist them with essential factors such as food, shelter health,
services and opportunities for livelihoods.
In practice, health policy-making in the context of migration has often been viewed either in terms of its ‘threats’
to public health or from a rights-based approach that focuses on health hazards faced by individual migrants and
the associated service challenges78. The rights-based perspective is more recent and grounded in medical ethics. It
recognizes migrants’ special vulnerability to, for example, interpersonal and occupational hazards, social exclusion,
and discrimination, as well as emphasizing the importance of universal access and culturally competent health care
services.
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Such policies need to originate in a framing of migrants and refugees as people displaced by diverse circumstances
outside their control, using migration as an adaptation strategy for survival. In practice, migration as an adaptation
strategy has been discussed principally in relation to the impact of climate change. Migration is recognised as an
environmental policy in the UN’s 2010 Cancun Adaptation Framework, in which paragraph (f) calls on Parties to
undertake “measures to enhance understanding, coordination and cooperation related to national, regional and
international climate change-induced displacement, migration and planned relocation, where appropriate”79. Similarly
the Nansen Initiative, an intergovernmental process which resulted from a UNHCR Ministerial Conference in December
2011 at which Norway and Switzerland pledged to address the need for a more coherent approach to the protection of
people displaced across borders in the context of disasters and the effects of climate change, has sought to recognise
migration as a potential policy solution80.
Gemenne81 has described this as a paradigm shift: that migration in the context of climate change was no longer a
disaster to avoid at all costs but a strategy that ought to be encouraged and facilitated. The movement of people was
no longer a matter of migration policy but rather of environmental policy – an adaptation strategy.
The acceptance of this policy orientation at the international level stands in contradistinction to what, in reality, has
been the evident policy of many countries, who have framed [or accepted a framing presented by media and populism]
migrants and refugees as a threat, as ‘others’ who should be excluded and not given entitlements to national resources
or assistance. There has been a prevailing ‘paradigm of immobility’82, regarding migration as an abnormality.
In the extreme, this has led to a policy response of building walls and fences in a ‘keep them out’ syndrome83, 84, with
a large increase occurring since 2005 (Box 7)85,86,87, as a physical manifestation of exclusion policies to protect the
security and integrity of the state. Barriers make migration more dangerous and present a health challenge, since
people will continue to migrate under pressure [e.g. due to perceived or real inequalities or threats to safety].

Box 7 - Number of walls and barriers standing or being built, 1950 to 2015

Redraw from data extracted from References.174,175,176
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In practice, moving from framing migration as an adaptation to constructing policies to take this approach forward is
challenging. Migration is not cost-free for poor people in constrained situations and also has impacts on the families
and communities they leave behind, while it has political, social and cultural implications for the countries that will
receive them as well.
Policies must examine the implications for different sectors, with implications for planning, budgeting and
implementation. They must also reflect the reality that there is no such thing as a homogeneous society and that
diversity exists without migrants, so that inclusive health systems must be the bedrock of health care provision.
Consequently, it is important that policies should recognise migrants, refugees and asylum seekers as ‘part of society’
rather than requiring ‘exceptional’, ‘emergency’ responses, embedding them structurally in health systems and other
areas at local, national and regional levels; and addressing their needs as individuals and not as part of a plural ‘them.
As noted by Diaz et al88 emphasizing the health of migrants is vital for primary care because (1) caring for migrants
and refugees serves to fulfil human rights and to orientate the ethical compass, through prioritizing care for the most
needy; (2) caring for migrants is vital in upholding social cohesion, particularly in societies with a high number of
immigrants and refugees; and (3) providing good health care for migrants is an economic investment over the longer
term.

Coherence
While migration has been expanding in recent years, there has not been commensurate development of policy
approaches that are coordinated to address the associated health implications 89 Internationally, policy-making
on migration has generally been conducted from policy sector ‘silos’ [e.g., international aid, security, immigration
enforcement, trade, and labour] that rarely include the health sector and which often have different, if not
incompatible, goals90.
Within the health arena, this lack of coherence is manifested in diversity in areas such as entitlements, services
provided and disease surveillance, both within countries (e.g., Germany, Canada) and between countries (e.g. in the
EU). There has also been considerable lack of evenness in the degree of attention given to different health problems
within each jurisdiction, with mental health often being highly neglected compared with other health issues.
Poor policy coordination and contradictory policy goals, such as increasing foreign labour requirements while
maintaining restrictive rights for migrants, can exacerbate risk conditions related to migration and pose health
challenges91.
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Ethics and the health of migrants and refugees
In general, the operation of a health ethics framework needs to relate to among others, principles of ‘do no harm’,
equity and human rights including the right to health, as well as special protections and rights accorded to females,
children and persons with disabilities92, 93. Application of these principles to addressing the health of migrants and
refugees (Box 8)94 raises a number of major challenges, including policy questions of who is responsible and how
much should be provided to those without means; and practical considerations of how to ensure access to and
uptake of entitlements and equity of treatment at the point of care. The medical and public health community has
a responsibility to defend the principles and not to be silent about or complicit in abuses or omissions in policy or
practice95.
Box 8 - Ethics and the health of migrants and refugees
The issues surrounding health and migration are important for a number of key reasons. They not only relate to the
ethical implications of unequal access to health care but also are linked to (avoidable) costs to health systems and wider
society. As a result, there is not only an ethical imperative to address issues of health and migration but also direct
and indirect incentives, such as improved health, social cohesion, economic sustainability and political cooperation.
Zsuzsanna Jakab, WHO Regional Director for Europe: Ref.94
An overview96 of approaches to the health of migrants from a public health ethics perspective noted that “there
is little consensus between or within countries about an acceptable standard of health care for different migrant
groups, such as undocumented migrants, asylum seekers, refugees and temporary workers. There is also considerable
disagreement about how this health care might be accessed, or the philosophical and human rights positions that
underpin discussions concerning access and delivery.”
An examination97 of ethical issues in immigrant health care and clinical research highlighted four important areas
of ethical concern for refugee and immigrant health care: (1) the relevance of cultural beliefs and values for ethical
problems that arise in patient care, in relation to respect for persons and the articulation of individual autonomy; (2)
problems associated with communication, with special attention to ethical issues surrounding the use of interpreters;
(3) ethical dimensions of access to care, especially problems associated with discrimination and political repression;
and (4) ethical problems associated with clinical research, with a particular concerned about the application of
informed consent and the protection of confidentiality. Practical guidelines were offered for clinicians facing ethical
dilemmas in cross-cultural interactions with patients. It was argued that three elements are essential in successfully
resolving moral problems in cross-cultural patient care and clinical research: an ability to communicate effectively
with patients and their families; sufficient understanding of the patient’s cultural background; and identification of
culturally relevant value conflicts.
A systematic review98 of available academic evidence and grey literature addressed the question of what policies and
interventions work to improve health care access and delivery for asylum seekers and refugees in the European Region.
It observed that access to health care is shaped by legal frameworks governing the rights of refugees and asylum seekers
and by the regulation of the migration process. Other barriers in accessing health services include communication
difficulties (e.g. lack of interpreters), cultural issues (e.g. gender preference for doctors), structural problems
(e.g.transport) and bureaucratic barriers (e.g. social insurance systems). Access to specialist services can also be difficult.
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The nature and length of the asylum process plus the use of detention and dispersal can have a significant impact
upon health outcomes. A good resettlement environment, including employment, family reunion, protection from
discrimination and support for integration or repatriation, is associated with better health outcomes. Policy considerations
include that improved information and documentation is needed to support the design of national and international
minimum standards and management strategies in the health and social care of refugees and asylum seekers. Policy
options include improved access to services by removal of legal restrictions; provision of full health coverage for all
pregnant women and for children regardless of immigration status; adoption of approaches to improve communications,
such as provision of interpreters, good documentation for patients; and adjustment of health care provision to improve
service utilization, for example allowing longer appointment times and the provision of transport.
Special protections and rights are afforded to refugees and to minors and their families. The medical profession is
often asked to undertake examinations of claimants, which must be with their consent, to help identify or confirm
signs indicating past persecution or serious harm, or to establish probable age.
Medical examinations should be performed by qualified medical professionals, acting objectively, impartially and
gender-sensitively, and be part of legally safe and efficient asylum procedures, assuring that similar cases are treated
alike and result in the same outcome. They should be adequate and complete, allowing the identification and
documentation of symptoms and signs of torture or other serious acts of physical or psychological violence, including
acts of sexual violence, and based on the UN Manual on Effective Investigation and Documentation of Torture and
Other Cruel, Inhuman or Degrading Treatment or Punishment (Istanbul Protocol)99.
Article 18 of the 2013 Directive100 of the European Parliament and Council states that, where deemed relevant by
the appropriate authority, Member States shall, subject to the asylum applicant’s consent, arrange for, or allow the
applicant to arrange for, a medical examination concerning signs that might indicate past persecution or serious harm.
Article 25 of the 2013 Directive states that Member States may use medical examinations to determine the age of
unaccompanied minors applying for international protection where there are doubts concerning the applicant’s age.
Article 25 also states that the decision to reject an application for international protection by an unaccompanied minor
who refused to undergo a medical examination shall not be based solely on that refusal; and requires that “the best
interests of the child shall be a primary consideration for Member States when implementing this Directive.”
One area of ethical concern has been the use of medical X-rays for the determination of age. Some individuals and
groups (e.g. including a Member of Parliament in the UK)101 have called for it to be used where there are doubts about
the age of an applicant claiming to be a minor. However, there is clear evidence and a strong scientific consensus that
this is an inaccurate method for assessing age and the UK Home Office have accepted this position102. The UK’s British
Dental Association has strongly opposed the use of X-rays for age determination103, 104, not only on scientific grounds
but also because they believe it to be inappropriate and unethical to take radiographs of people when there is no
health benefit for them, since it exposes them to risk of harm. Moreover, they assert that X-rays taken for a clinicallyjustified reason must not be used for another purpose without the patient’s informed consent, without coercion and
in full knowledge of how the radiograph will be used and by whom.
International legislation also recognises ‘vulnerable persons’ among asylum seekers, who are often exposed to a
heightened risk of harm, and thus require special care, support and protection. An individual’s classification as a
‘vulnerable asylum seeker’ can have important implications in the reception procedures, in the decision-making phase
and in the definition of therapeutic needs and rehabilitation. Ethical methodology for the identification of vulnerable
asylum seekers has been proposed105.
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Integration or separate services?
There are divided views and practices regarding the issue of whether integration or separation is better in the provision
of migrants and refugees with health services [as well as in other key domains such as education, housing and the
labour market]. The IOM’s 2010 World Migration Report106 identifies integration as one of the six major challenges
facing national governments in managing migration. Among the challenges in this area are definitional issues of
‘integration’ and ‘citizenship’, the impact of racism and xenophobia, the historical evolution of social and cultural
factors and experiences of migration and of ‘health tourism’ in different places, the nature of the social welfare and
health service delivery models in operation, as well as divergent attitudes among migrants and refugees themselves,
the combination of all of which can result in a strong politicization of the question107.
A further challenge relates to the heterogeneity of the populations concerned. In Europe, for example, many migrants
have been attracted to work in the health services – but because of their temporary and sometimes precarious status,
they [especially women in lower-paid occupations] often experience a higher workload, working more at nights and
in less secure employment. Access to healthcare for migrants as residents is sometimes limited because of confusion
about the system and the failure of healthcare providers to be effective in explaining how health systems are structured
and the extent of people’s entitlements. Migrants often feel that providers and practitioners show a lack of sensitivity
to cultural aspects of health care, including views about conditions, ways of accessing healthcare and negotiating care
arrangements. For newly arrived migrants [often undocumented] and refugees, questions of entitlement and provision
depend heavily on local factors; and the utility and quality of services can be critically influenced by the availability of
interpreters as well as health staff and facilities.
Important observations on this complex issue include the lack of research and data [especially evidence regarding what
works best in local contexts], inconsistencies in policies and practices that are compounded by inadequate training of
those involved in service design and provision, the need for provision of much more information to migrants on the
availability of healthcare and their rights and entitlements, and the absence of the voices of migrants and refugees in
the debate and in the design and delivery of services to meet their needs.
A systems perspective on this issue is necessary, which develops and adapts approaches that are relevant at
different stages along the pathway of arrival and settlement of migrants and refugees, with vertical services and/or
mainstreaming being used flexibly and account taken of general systems capacities in relation to special needs.
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Mental health: treatment and rehabilitation
strategies
Mental health problems may arise from events and conditions experienced before, during and after migration,
including experiences of conflict, injury, violence, witnessing others including friends and family members being
abused or dying, perilous journeys, hunger, confinement, harsh treatment by authorities, boredom, worries about
health and about family back home and fears of being sent home108. Traumatisation may be severe but not always
manifest at the point of arrival, as these can be ‘invisible wounds’109, 110.
Post-migration living difficulties can significantly increase the risk of post-traumatic stress disorder in immigrants111, 112.
A study in Italy in 2009, carried out at the primary care outpatient service of the Caritas Health Service, a charity
organization providing free medical assistance to immigrants and people in social difficulty, examined first-generation
immigrants. Potentially traumatic events, post-migration living difficulties, post-traumatic stress disorder and related
conditions (anxiety, depression and somatization) were frequent among immigrants in primary care, and either
potentially traumatic events or post-migration living difficulties significantly influence resulting psychopathology.
Implications for clinical practice included that general practitioners (particularly those working in services for
immigrants) should pay particular attention to mental health screening in first generation immigrants, whether or not
they had the status of refugee. Early detection may offer the opportunity to reduce psychopathological morbidity,
to avoid the risk of iatrogenic effects in non-recognized post-traumatic stress disorder and to implement appropriate
treatment approaches113. Somatization (medically unexplained symptoms) was found to be significantly related to
traumatic events and post-traumatic symptoms among immigrants receiving primary care services114.
The WHO mhGAP Intervention Guide provides a technical tool for health-care providers, decision-makers, and
programme managers involved in meeting the needs of people with mental, neurological and substance use disorders,
in non-specialized health settings115. However, it does not specifically address migrants and refugees.
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A study in 2014-2015 of asylum seekers landing in Sicily found that their medical conditions had been assessed on
arrival but their mental health needs had not been addressed in any way, despite the likelihood of serious trauma
before and during migration. Médecins sans Frontières provided mental health assessment and care for recentlylanded asylum seekers in Sicily. Half of the 385 individuals who presented themselves for mental health screening
during the study period were identified and diagnosed with mental health conditions. Most were young West African
males who had left their home-countries more than a year prior to arrival. The most common conditions were posttraumatic stress disorder (31%) and depression (20%). It was concluded that mental health and psychosocial support
and improved living circumstances should be integrated into medical and social services provided in the receiving
countries116.
Cultural differences can be a significant factor leading to misdiagnosis, for example in the recognition of schizophrenia
and psychoses in post-traumatic stress disorder, as against immigrants’ ‘spiritual’ experiences of suffering and
interpretation as possession.
There is an ongoing need for development of culturally appropriate mental health services for socially under-included
and marginalized populations117. One much neglected area has been attention to children traumatised by conditions
of conflict and disasters, as highlighted by the Children and War Foundation118.
Overall, treatment strategies to address mental health issues in migrants and refugees need to recognize invisible
wounds, provide supportive social facilities, expedite the evaluation of the asylum request (including legal support),
provide for flexibility in treatment (e.g. in the setting and number of persons included in the therapy) and involve a
multi-professional team including cultural mediators and anthropologists, with multi-level competencies (cultural
issues, techniques to treat post-traumatic symptoms, psychopharmacology, etc.).
Conclusions are that most mental suffering in migrants is an understandable reaction to difficult living conditions,
which appreciably influence onset, course and outcome. There is a significant number of immigrants (and refugees in
particular) experiencing post-traumatic symptoms and a problem of differential diagnosis (post-traumatic and cultural
syndromes mimicking schizophrenia) with a consequent risk of over-diagnosis of psychoses. Treatment should be
organized by a multi-disciplinary team with expertise in several issues (cultural idioms of suffering, post-traumatic
reactions, etc.). Improvement of resettlement conditions is a critical factor in achieving efficacious treatment.
Provision for mental health issues in migrants and refugees is especially challenging in the context that, in most if not
all countries, the generally level of provision for mental health issues is relatively week and the resident population
may have poor access to, or long waiting times for, services for diagnosis and treatment.
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Supporting well-being with the arts
Given the levels of trauma, living difficulties, anxiety and depression experienced by many migrants and refugees,
innovative approaches to assisting them to engage in activities that have positive psychological impact can be
extremely valuable, including the use of participatory arts119.
There is a growing body of research on the arts and wellbeing. Creative activities can benefit health and wellbeing
through positive social experiences, leading to reduced social isolation, opportunities for learning and acquiring news
skills, calming experiences leading to decreased anxiety, increased positive emotions such as optimism, hope and
enjoyment, increased self-esteem and sense of identity, and increased inspiration and opportunities for meaning
making120,121,122,123. Automatic movement such as knitting may facilitate access to the subconscious and could aid
treatments such as cognitive behavioural therapy, for example. Performing a repetitive visual spatial task during or
shortly after a traumatic event significantly cuts down the incidence of flashbacks124.
Research being undertaken at a refugee camp in Jordan has aimed to develop a method for assessing the psychosocial
impact of creative and cultural activities with displaced people125. Preliminary findings are that participation can be
beneficial to people, who gain technical, life and social skills; there is a positive social aspect, generating friendship,
sense of community and belonging as an antidote to loneliness, and safe space; and a personal aspect, with improved
mood, block of negative thoughts, an increased sense of ‘normality’, development of different identifications (beyond
‘victim’ or ‘asylum seeker’), and improved self-expression.
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Roles of non-governmental actors and education
as a tool
Non-governmental actors
Non-governmental actors play extremely important roles in addressing the health challenges of migrants and refugees.
They not only compensate for deficiencies in the services and resources provided by governments (e.g. through civil
society voluntary groups, charities, NGOs) but also fulfil a host of functions that are complementary to the capacities
of governments. These include providing research, analysis and independent policy advice (e.g. through academia,
think tanks, foundations) and having the capacities to take longer-term views, to work innovatively and flexibly, to
operate non-politically in contested spaces and to gain trust from those who have come to fear government officials
(e.g. through civil society, NGOs, the health professions, international alliances).
While such non-governmental functions are extremely valuable, they should never be regarded as an excuse for
governments to avoid fulfilling their own responsibilities. These include setting policies and standards, providing
resources, maintaining a peaceful and humane environment and ensuring efficiency and equity in the operation of
state programmes that respond to the health needs of migrants and refugees in both short and long terms, as well as
contributing politically and financially to international programmes that address both the causes and consequences
of migration.
The M8 Alliance is an example of a group working at the international level that is, among other activities, promoting
attention to the three inter-related issues of migration, health and climate change. Discussions on these issues have
featured in the World Health Summit annual meetings in Berlin and the first regional meeting of the World Health
Summit in North America, which was held in Montreal in 2017. The first Expert Meeting of the M8 Alliance, held in
Rome on 23-24 June 2017, whose discussions are integrated in this paper, focused on migrants’ and refugees’ health.
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Education and training
Ensuring that the health needs of migrants and refugees are adequately met requires education and training, not only
for the front-line workers who deal directly with people in transit and on reception and those health professionals who
will encounter migrants and refugees in the ongoing delivery of services, but also for a wide range of other professionals
who will come into contact with them including social, welfare, legal and employment bureau staff and interpreters, as
well as policy makers. The range of education and training available must encompass not only knowledge of specific
health issues that may be atypical of the host country’s population [including particular communicable diseases and
the results of physical and psychological traumas from conflict and unsafe passage], but also of rights, cultural issues
and inclusive approaches in attitude, language, policy and practice126, 127. Those treating special groups like trafficked
persons also need focused guidance and training128.
Facilities and courses that provide training in migrant and refugee health can be found in many countries, including
Australia129, Canada130 and the USA131. In Europe, in addition to education and training available at the national level,
at the regional level there are training modules provided under the EC CARE programme. These address diverse
aspects of the health of migrants and refugees, including health promotion and health care, reducing the burden of
chronic noncommunicable diseases and early detection of these diseases, communicable diseases surveillance and
response, mental health, reproductive, cultural construction of health problems, confronting stereotypes, intercultural
competences, violence, and understanding migration132. WHO-EURO operated its first Summer School on Refugee
and Migrant Health as an intensive five-day course, “Managing the public health aspects of migration”, in Italy in
July 2017133. It aimed to improve participants’ knowledge and understanding of the main health issues and needs of
refugees and migrants, and of the broader public health and health-system implications of large-scale migration in
origin, transit and destination countries.
Culture has an extremely important role to play in health in general134 and responding to the health needs of migrants
and refuges requires that health workers and their institutions develop ‘cultural competence’. This is defined as a set
of congruent behaviours, attitudes, and policies that come together in a system or agency or amongst professionals
and enabling effective working in cross-cultural situations135. In the context of health care, it involves understanding
and appropriately responding to the unique combination of cultural variables – including ability, age, beliefs, ethnicity,
experience, gender, gender identity, linguistic background, national origin, race, religion, sexual orientation, and
socioeconomic status – that the professional and client/patient bring to interactions136, 137. The complexity of cultural
sensitivity in clinical history and presentation must also be addressed. It is important to teach an approach that moves
away from stereotypes (which increase negative attitudes to migrants). Also, allowance must be made for the fact that
it takes time to think in a complex way, with a gap from collecting information to making sense of and interpreting it
and further time is additionally needed for development of a culturally-sensitive treatment plan.
Furthermore, achieving meaningful cultural competence in health care requires more than provision of in-service
training of health workers. It needs to involve systemic initiatives that can be developed around the idea of ‘cultural
safety’ – for example drawing on the Maori experience in New Zealand138, 139 – and education in ‘transnational
competence’ to address structural discrimination and avoid cultural blindness.
Koehn has discussed the importance of ‘transnational competence’ as a step beyond ‘cultural competence’, to prepare
health workers for transnational medical encounters, emphasising five core skill domains (analytic, emotional, creative,
communicative, and functional) for migration health and the medical-school curriculum140, 141.
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Doctors, nurses and other health professionals among arriving migrants and refugees often face considerable barriers
to being able to practice in the host country, including issues of language capacity and recognition of qualifications.
This represents a considerable loss of potential – for the individuals themselves, who are often forced to take up
less skilled and remunerative occupations, for the host countries, which are often experiencing a shortage of trained
health professionals, and for the migrant and immigrant community, which would benefit from services provided by
professionals who are closely familiar with their language, background and culture. A number of programmes and
courses are attempting to bridge this divide – for example those of the International Labour Organization142 and some
European countries143, 144, but much more could be done to expand their scope and impact and to develop policies
that systematically reduce the barriers.
There is a need for training in the treatment of children traumatised by events such as conflicts, disasters, arduous
and dangerous journeys, confinement and poor living conditions. The Children and War Foundation has developed
three manuals: Teaching Recovery Techniques, Writing for Recovery Manual and a Grief Manual, to help fill the gap in
existing measures available to professionals145. Available free, these evidence-based resources have been developed
by groups of experts and their effectiveness demonstrated in field projects in Africa, Asia, Europe and the Middle East
supported by the Foundation, which also conducts training of interveners based on the manuals.
An example of an innovative new education programme that addresses a number of dimensions of the challenges of
migrants’ and refugees’ health is the ‘Bachelor of Open Studies in Precision Public Health’ at the Institute of Global
Health at the University of Geneva. This is being developed to begin in 2018 and will be based around 60 MOOCs
offered in 2 tracks, plus a field research project. It will comprise equal amounts of public health and data science.
‘Precision public health’ is a transformative concept146 which aims to bring the right interventions on healthcare and
prevention, at the right time, to the right segments of the population. It converges cutting-edge digital technologies
with innovations to better target evidence-informed interventions to the health needs of populations. As a relatively
inexpensive (c. US$2,000 per year) programme operated online through partnerships with universities in other
countries, the degree course will be accessible to a very wide range of entrants who would not be able to undertake
on-site education in a degree programme in Switzerland, including those blocked in a refugee camps anywhere in the
world and migrants and refugees with limited resources.
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Case studies
Against a background in which there was inadequate knowledge of and attention to the specific health needs of
migrants and refugees and great variability in policy, practice and social attitudes towards them, the unprecedented
escalation in migrant and refugee numbers in recent years has presented major challenges, including from economic,
social and health perspectives. This section provides insights into how a number of key actors have responded to
the health challenges, including examples at regional (EU), country (Germany, Iran, Italy, South Africa, Turkey) and
provincial (Quebec, Canada) levels.

Europe: the European Union and WHO Region
The EU has experienced an unprecedented influx of refugees, asylum seekers and other migrants, with 1.5 million
people arriving in 2015 alone [more than double the previous year], fleeing countries affected by war, conflict or
economic crisis. This prompted the EU to identify the phenomenon as a crisis and “as the immediate priority of action
in the EU”147. Between 2000 and 2015, Europe hosted the second largest number of international migrants (20 million,
1.3 million per year) after Asia148.
Arrivals have predominantly been initially through the sea borders of Greece and Italy [increasingly the latter as the
Balkan route has been closed down]149 but with those arriving often aspiring to reach northern Europe. While most
refugees, asylum seekers and migrants are usually young adults, migrant populations recently arriving in the European
Region have included many elderly and disabled persons, as well as an increasing number of minors, many of whom are
unaccompanied children. Gender differences in health status are seen. Women, including pregnant women, comprise
half of all refugees, asylum seekers and migrants and are often disproportionately represented in vulnerable groups,
such as victims of gender-based violence, human trafficking and sexual exploitation. Risk factors that affect men in
particular include exposure to accidents, physical stress and other work-related health hazards. Evidence also suggests
higher mental distress among refugee and migrant populations, with increased risk for women, older people, and
those who have experienced trauma, and further risk caused by lack of social support and increased stress after
migration150.
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Efforts have been made to reform the Common European Asylum System to create a fairer, more efficient and more
sustainable system for allocating asylum applications among Member States, while retaining the basic principle of the
Dublin Regulation151. This requires that asylum seekers should, unless they have family elsewhere, apply for asylum
in the first country they enter. The reforms aim to ensure no Member State is left with a disproportionate pressure
on its asylum system152, 153. The OECD estimates that the cost for processing and accommodating asylum seekers is
around €10,000 per application for the first year154.
A Communication from the European Commission [EC] on ‘A European Agenda on Migration’ in 2015 was structured
around four pillars to manage migration better: reducing the incentives for irregular migration; border management
– saving lives and securing external borders; Europe’s duty to protect: a strong common asylum policy; and a new
policy on legal migration155. The Communication promised the mobilisation of an additional €60 million in emergency
funding, including to support the reception and capacity to provide healthcare to migrants in the Member States
under particular pressure. It identified the European Regional Development Fund and European Social Fund as
potential sources of support for, among other areas, investments in social inclusion and services. However, a major
and contested element of the EU responses to the refugee situation has been its budgetary response156.
The EU doubled its budget for the refugee crisis to €10.1 billion in 2015-16157. However, at the World Humanitarian
Summit in May 2016, Germany’s Minister for Development Gerd Müller criticised EU’s mechanisms for responding
to refugee crisis as not fit for purpose. Germany argued for diverting a further 10% (c. €10 billion) of the EU budget
towards dealing with the refugee crisis, after a lack of joined-up thinking exacerbated the challenges posed by irregular
migration to Europe158. Amid mounting tensions over the costs of coping with arriving refugees159, 160, by 2017 the
total EU budget for refugees had risen to €17.7 billion, including €9.2 billion for humanitarian aid inside and outside
the EU and €0.7 billion for support to livelihood opportunities, health and education for refugees and mobility policy
outside the EU161.
The development-led approach to forced displacement, adopted by the EC in April 2016, focuses on working with host
governments, at the national and local level, towards the gradual socio-economic inclusion of refugees and internallydisplaced persons, aiming to harness their productive capacities by helping them to access education, housing, land,
livelihoods and services162. The EU’s objective is to strengthen the resilience and self-reliance of both the displaced
and their host communities through a multi-actor approach from the outset of displacement crises.
Within this highly pressured regional context, and with relatively small amounts of EU money being allocated for
emergency health support, individual EU Member States have retained responsibility for health and face a pressing
need to address, among other issues, the health needs of the migrants and refugees on reception, during transit and
at their destinations163, 164.
Unfortunately, as observed by Roberts et al165, in practice the health needs of the migrants and refugees on reception
and during transit have often met with a lamentably inadequate response, characterised by lack of access to even
basic primary health care, including maternal and child health services, and lack the continuity of care on which the
health of those with non-communicable diseases depends. Concerns have also been raised about the risk of sexual and
gender-based violence, while children and young people are being separated from their families and left with limited
protection. Governments in several countries further restricted the already limited entitlements of undocumented
migrants, leaving the task of caring for them to civil society, including new volunteer groups as well as established
international humanitarian agencies such as Médecins du Monde, Médecins Sans Frontières, Save the Children and
the Red Cross.
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A systematic review examined undocumented migrants’ entitlements and barriers to healthcare as a major public
health challenge for the EU166, 167 Infectious diseases, chronic illnesses, mental disorders, maternal-child conditions,
dental issues, acute illnesses and injuries were the most common pathologies presented. However, in most cases across
Europe, undocumented migrants have access only to emergency care. Even in countries where they are fully entitled
to healthcare, formal and informal barriers hinder them from accessing or feeling entitled to this right. Socio-cultural
barriers, such as language and communication problems, lack of formal and informal social and healthcare networks
and lack of knowledge about the healthcare system and about informal networks of healthcare professionals are all
common impediments. From the healthcare providers’ perspective, there can be difficulties in providing appropriate
care and in dealing with cultural and language barriers and false identification. There were few available examples
of policies and best practices aimed at overcoming barriers in the delivery of healthcare to undocumented migrants.
It was concluded that better communication strategies and dedicated communication services were needed to help
address the inequalities in access to healthcare services; that the definition and provision of specific training focused
on undocumented migrants’ health needs were desirable; and that research should be strengthened.
The deficiencies have highlighted the critical need for an effective policy response168 nationally and internationally,
both to meet the immediate and longer term needs of those who have made their way to Europe and to address the
causes of leaving their homes and the conditions they face in the countries immediately adjacent to those where they
lived, which bear the brunt of refugees. In developing the response, it is important that a key lesson of past migrations
is recognised – restricting health care is economically counterproductive169.
A high-level meeting of the WHO European Region (WHO-EURO) on Refugee and Migrant Health was held in Rome,
Italy, in November 2015170. All European countries agreed171 on the urgent need to develop a European framework
for collaborative action on refugee and migrant health, based on the principle of solidarity and humanity. It was noted
that, while most Member States of the European Region have the capability to respond to the public health challenges
associated with migration, they may still require better preparedness, greater capacity for rapid humanitarian response
and increased technical assistance. The events in 2015 had pushed the capacity of individual countries to the limit and
development of resilience to sustained migration was needed. This was an opportunity not only to deal with shortterm needs but also to strengthen public health and health systems in the longer term.
A draft European strategy and action plan on refugee and migrant health172 accompanied by a resolution173 was
submitted to the next Regional Committee for Europe meeting in September 2016 and adopted174. This called for
action relating to nine strategic areas covering establishing a framework for collaborative action; advocating for the
right to health of refugees, asylum seekers and migrants; addressing the social determinants of health; achieving public
health preparedness and ensuring an effective response; strengthening health systems and their resilience; preventing
communicable diseases; preventing and reducing the risks posed by noncommunicable diseases; ensuring ethical and
effective health screening and assessment; and improving health information and communication. WHO-EURO will
coordinate the implementation of the action plan and report on progress to the Regional Committee in 2018.
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Germany
Protection of migrants and refugees has become a cornerstone of present-day German policies, as well as the fight
against the root causes of refugees and cooperation with African and other countries. Germany is the largest host
of refugees in the EU, spending more than €20bn domestically175 on refugees in 2016 and is the EU’s largest donor
to external refugee support176. Official Development Assistance from Germany increased by more than a third in
2016, due to the scaling up of its overall aid programme as well the doubling of in-donor refugee costs compared to
2015177, 178.
At the political level, Germany placed health on top of the issues of its G20 presidency in 2017, although it did not
deal explicitly with the health of migrants and refugees179, 180. A Lancet Series, launched just before the Hamburg G20
Summit, examined Germany’s health system and the country’s growing financial and political interest and involvement
in global health181.
Nationally, Germany’s health response to its large influx of refugees has included shifting policies, reallocating
healthcare resources and allocating new resources.
Health is a Federal responsibility in Germany, but while the Federal Ministry sets the conditions for medical care,
the further specific setup, organization and financing of individual medical services is the responsibility of legally
designated self-governing bodies within the health care system, including the Ministries of Health of the 16 Federal
States182.
Cities have a critical role to play in responding to influxes of migrants and refugees and in practice very important early
aspects of Germany’s response, including in the health field, came at the city level. A study of Germany’s 15 largest
cities hosting refugees noted that the current framework for allocating funding and expenditures across federal, state,
and city governments imposes uneven burdens on city-states and large cities. Nevertheless, cities such as Berlin and
Hamburg, which have received the largest numbers of migrants, have shown a remarkable ability to innovate in the
face of crisis, including an expanded role of civil society, unifying the delivery of services, the use of technology to
engage community participation, and the rapid building of non-traditional housing. In 2015, Hamburg’s expenditure
on health care for refugees in reception centres totalled €58.6 million. The city-states have also provided an early
warning system for the federal republic and helped to reform restrictive federal laws to be more responsive to local
needs and circumstances183.
Berlin, with a population of 3.5 million, received about 80,000 asylum seekers in 2015, who were initially housed
in tent camps. Charité-Universitätsmedizin Berlin, which is wholly-owned by the Federal State of Berlin, decided in
September 2015 to supply health services to refugees where they were and asked its doctors to help. They rapidly
established a number of refugee clinics and, in February 2016, the first central point nationwide for psychiatrically ill or
traumatised refugees. In March 2016 they began mandatory initial medical screening, including tuberculosis screening
and vaccinations. An initial catch-up vaccination programme was started using a shuttle bus bringing in refugees and
was succeeded by a vaccination bus to reach out to them in November 2016. By this time, the 42 doctors and nurses
and many volunteers involved in the provision of these health services had seen over 64,000 patients. One vital aspect
was that on-line interpretation teams were established, with over 50 languages available within 1-2 minutes.
In the period September 2015 – February 2016, demographic data on those asylum seekers treated in Berlin showed
two peaks, corresponding to children and young adults, with 39% coming from Syria, 31% from Afghanistan and 18%
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from Iraq. Most (65%) asylum seekers came to clinics because of infectious diseases, 70% of which were upper airway
infections (which was expected, as it was winter). NCDs accounted for 15% of diagnoses, while mental and behavioural
disorders accounted for a very small fraction [2%] of cases presenting in this early period. This was a surprise, as a very
low threshold had been set for access to psychiatrists for the refugees and it was expected to see many more patients.
Of those presenting, 95% needed further treatment.
The greatest health challenge related to those refugees and migrants were not in camps with social workers present,
but in the city, as these people received less help.
Important lessons from the experience in Berlin included that significant difficulties of the public service and public
health in Berlin in treating migrants and refugees came under control with the support of hospitals and many
volunteers; systematic mandatory initial medical screening of refugees started late in Berlin, resulting in missed
opportunities for preventive health care prior to March 2016; the catch-up vaccination programme, initially by bus
shuttle and subsequently by vaccination bus worked effectively; establishing a central point for psychiatrically ill
or traumatized refugees, with low-threshold access, was very valuable; and access to rapidly available interpreting
services was highly useful.

Iran
Iran is host to one of the world’s largest and most long-standing refugee populations. There are nearly 1 million
documented refugees in Iran, the vast majority being from Afghanistan, plus c. 30,000 from Iraq and there are
approximately 1.5 million undocumented migrants plus 620,000 Afghans with passports and Iranian visas living in
Iran184. Most refugees reside in urban areas, with less than 3 percent living in 20 settlements. The majority of the
refugee population are second and third generation and under 24 years old. Iran has placed much emphasis on
ensuring the education of refugees and the literacy rate among Afghan refugees rose from 6 per cent in 1979 to 60 per
cent in 2013. Since May 2016, refugee students receive the same benefits as Iranian students regarding registration
and educational services. Iran is assisted by UNHCR in its regional plan for Afghan refugees in South-West Asia185, 186.
In 1976 Iran acceded to the 1951 Refugee Convention and its protocol [1967] with reservations on articles relating
to wage-earning employment, public relief, labour legislation, social security and freedom of movement. The
universal right to social security is enshrined in the country’s Constitution, which asserts that, in case of accidents and
emergencies, everyone has the right to health and medical treatments through insurance or other means. All children
are given rights to education and other services. Refugees are given health insurance for accidents and illness. The
government has started gradual registration of undocumented children, of whom about 50,000 are already enrolled
in schools.
Maternal mortality is quite high in Iran187, one factor being a lack of skilled birth attendants. Iran is collaborating
with UNFPA and Italy in a project to improve maternal health in Afghanistan through an Iranian-Afghan academic
collaboration to build the capacity of the midwifery department at Kabul Medical University, to improve maternal
health for Afghan refugees in Iran by developing an Afghan-friendly maternity ward at a Tehran hospital, and to
qualify 50 Afghan refugee women as diploma-level midwives and 10 as MScs, using the Afghan midwifery curriculum
to enhance repatriation and reintegration prospects in Afghanistan188, 189.
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The model of health system governance is unique in Iran, with the Ministry of Health and Medical Education not
only overseeing medical education but delegating implementation of health policy to medical universities across
the country190. Iran aims to reach universal health coverage191 by 2025 for all residents in the country, irrespective
of status, through implementation of the 2014 Health Transformation Plan or Health Sector Evolution Plan192. The
number of people with health insurance has increased rapidly, rising from 68% in 2007 to 92% in 2015.
Iran offers health insurance to refugees193. Documented migrants and refugees are covered by the Universal Public
Health Insurance scheme [Salamat Health Insurance]194. Undocumented migrants are assisted by NGOs, including
Mahak Charity [helping children with cancer, with a hospital in the north of Tehran], Behnam Daheshpour Charity
[helping patients in need of cancer care] and Zanjireh Omid [treating underprivileged children suffering from cardiac,
orthopaedic and reconstructive diseases]. Refugees’ free access to primary health care is not restricted. Examples of
free primary healthcare services for refugees include vaccinations, antenatal care, maternal and child health, family
planning, health promotion activities, nutrition consultation, psychology consultation, and treatment of HIV/AIDS and
tuberculosis; and there are many health promotion classes.
Community-based rehabilitation (CBR) services for refugees are provided in Iran through partnerships between
the State Welfare Organization of Iran, Bureau for Aliens and Foreign Immigrants Affairs and UNHCR. Access to
all rehabilitation services is provided in public or private centres, as for Iranian citizens. Access to CBR services for
refugees with disabilities includes surgery to reduce disability, medical referral and treatment (including the cost of
doctor visits, medication, testing and para-clinical services), referrals to rehabilitation centres to receive physical
therapy, occupational therapy, speech therapy, audiology, optometry, psychology and rehabilitation counselling. 1160
refugees with disabilities used the CBR services in 2016.
Challenges experienced by Iran in providing health insurance and services for refugees include the low social and
economic status of refugees; the difficulty of funding provision for large numbers of refugees with diseases that are
expensive to treat, the lack of culture of risk aversion in refugees who do not welcome health insurance, the presence
of a large numbers of undocumented migrants in Iran, lack of familiarity with healthcare service, and avoidance of
utilizing services due to fear of being deported to Afghanistan.
Social attitudes towards migrants in Iran vary. Generally, migrants are welcomed in urban areas where they mostly
settle and where many Afghan refugees make a large labour contribution; but they have been less well regarded in
some provinces where there are few refugees.
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Italy
Italy’s geographic position and c. 7,500 km of coastline have resulted in it being at the forefront of arrivals of migrants
and refugees by sea. According to UNHCR195, there were 95,213 new arrivals in 2017 up to the end of July, a 2%
increase on the same period in 2016[93, 774]. Of these 2017 arrivals, 17% originated from Nigeria, followed by
Bangladesh (9%), Guinea (9%), Côte d’Ivoire (8%), Mali (6%), The Gambia (6%), Senegal (6%), Eritrea (6%), Sudan (5%),
and Morocco (5%). Nigeria remained the most common country of origin of sea arrivals in Italy in 2017, as in the same
period the previous year, while Bangladesh and Morocco did not feature among the main nationalities of arrivals in
the first seven months of 2016. While over 11,000 Eritreans reached Italian shores in January-July 2016, 5,325 arrived
by sea in January-July 2017. Men accounted for three quarters of the 2017 group and the point of departure for 96%
of the group was Libya.
There has been a 10-fold increase in immigrants to the country since the 1980s [Box 9].

Box 9 - Immigration in Italy: annual numbers of legal immigrants (x 1,000), 1986-2016

Source: data from ISTAT and Italian Ministry of the Interior, compiled by S. Geraci - SIMM, 2017
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Italy has a long tradition of outward migration of its own population, which saw 27 million citizens emigrate between
the mid-19th and mid-20th centuries. The country continues to experience an outward flow of its citizens – especially
highly skilled young people196. Against this background, Italy’s legal system has historically been generally favourable
to incoming migrants. However, there are distinct regional variations between the south and north and the recent
large influxes have strained the Italian economy and created tension within the EU.
The 1948 Italian Constitution speaks of individual rather than citizen rights, which is reflected in an inclusive health
policy that guarantees free medical care to the indigent197. Italian law forbids reporting to the police undocumented
migrants who have received a health service.
An important and effective advocate for Italy’s inclusive laws has been the Italian Society of Migration Medicine
[SIMM]198, which was established in 1990. With about 500 active members, SIMM serves both as a scientific society
and as a national policy network for exchanging experiences, data, scientific evidence and considerations on health
policy, including at the local level, relating to migrants’ right to health care.
The current Italian regulations on the rights of migrants to health care services date from a comprehensive 1998 law199
and successive regulatory provisions, including one in 2000 from the Ministry of Health which rules that asylum seekers
benefit from free health services on the basis of a self-declaration of destitution, so that they are treated under the
same rules as unemployed Italian citizens – although the practice is very different throughout the country200. Another
Ministry of Health decree provides guidelines201 for the planning of care and rehabilitation interventions and for the
treatment of psychological disorders of refugees that have suffered torture, rape or other forms of psychological,
physical or sexual violence.
Broadly, Italy’s policies on migrant’s health care afford the possibility of health protection and health assistance,
provision of hospital and outpatient care whether for emergency or continuous treatment, covering essential illness
conditions, preventive medicine and rehabilitation. They offer particular protection for women and children and
special attention to infectious diseases and international prophylaxis.
For the last decade, Italy has been positively engaged in almost all the recommendations of the 2008 WHA resolution
on the health of migrants202 which call on Member States to promote migrant-sensitive health policies; promote
equitable access to health promotion, disease prevention and care for migrants, subject to national laws and practice,
without discrimination on the basis of gender, age, religion, nationality or race; establish health information systems
in order to assess and analyse trends in migrants’ health, disaggregating health information by relevant categories;
devise mechanisms for improving the health of all populations, including migrants, in particular through identifying and
filling gaps in health service delivery; gather, document and share information and best practices for meeting migrants’
health needs in countries of origin or return, transit and destination; raise health service providers’ and professionals’
cultural and gender sensitivity to migrants’ health issues; train health professionals to deal with the health issues
associated with population movements; promote bilateral and multilateral cooperation on migrants’ health among
countries involved in the whole migratory process; and contribute to the reduction of the global deficit of health
professionals and its consequences on the sustainability of health systems and the attainment of the Millennium
Development Goals.
However, there have been conflicts between the Italian state and regional authorities, with persisting differences in
interpretation and practical application203. The state has exclusive competence for immigration and asylum policy,
while health care policy is a competitive competence between the state and regions. One contentious issue has been
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the law forbidding reporting to the authorities of undocumented aliens receiving health services, which has been in
force since 2009 despite attempts to overturn it.
Barriers encountered by migrants and refugees in accessing health services in Italy include bureaucratic/administrative,
economical/financial, linguistic/cultural organizational, and psychological. Critical situations for migrant health include
access to reproductive, occupational and mental health services, with discriminatory practices by some health service
providers. Abortion rates204 were three times higher for migrant women than for Italian women in 2013 and the
occupational risks205 among migrant workers in Italy are significantly higher.
A study, undertaken by Anna Massetti of Sapienza University, Rome, of the health profile of migrants living around
Rome as asylum seekers, refugees or undocumented migrants, examined the most frequent diagnoses, social
determinants, and access to care of asylum seekers at the CARA Centre (an inpatient facility 30 km from Rome) and at
an outpatient clinic for foreigners at University Hospital Policlinico Umberto I (UHPU) in Rome that deals with recently
arrived asylum seekers and also long-standing undocumented migrants. This was a cross-sectional retrospective
study with a one-year observation period, in which socio-demographic data were collected and diagnoses performed
according to ICD-10206 (psychiatric disorders were not included in CARA).
The CARA Centre saw 792 asylum seekers from 43 different countries, including 80% male and nearly 9% children. With
a mean age of 27.4 (SD ±9.4) years. The main countries of origin were Pakistan (13.1%), Nigeria (12.4%), Afghanistan
(10.9%) and Eritrea (7.6%). The mean length of stay in CARA was 268 days and 2,843 diagnoses were recorded. In 192
cases (6.7%) asylum seekers were referred to hospitals for a second-level examination and 50 (26%) were hospitalized
for surgical (12), medical (12), psychiatric (9) and gynaecological/obstetrical (17) reasons. There were six cases (0.2%
prevalence) of active TB. In voluntary screening for infectious diseases, 347/729 adults (47.6%) accepted screening,
with a profile of 77.8% male; 35.8% from West Africa, 24.2% from South Asia and 21.9% from East Africa. Findings
included syphilis (all male, 72% from Africa), HIV (50% male, all from Africa), hepatitis C virus (HCV: 82% male, 54.5%
from Asia), hepatitis B virus-infected (HBV: 85% male, 75.7% from Africa) and HBV-exposed (86% male, 67% from
Africa).
At the UHPU outpatient clinic, the total of 939 patients comprised 188 asylum seekers and 751 long-standing
undocumented migrants from 62 different countries. Patients generally used the facility as a family practice for general
medicine needs. Among the asylum seekers (mean age 22.3 years), all with HBV or Treponema infection were male
from West Africa and two out of seven HBV antibody-positive patients had active chronic infection and were referred
to a hepatitis centre in order to start treatment. There were 72 unaccompanied minors in the asylum seeker group
(age range 13-17 years, only one female), with extremely diverse diagnoses.
The study concluded that, with an extremely heterogeneous population and range of health issues, guidelines for
screening are needed: there were no guidelines available in Italy for medical examination and/or infectious diseases
screening of asylum seekers in place at the time of the study. An immunization policy among asylum seekers needs to
be defined for HBV and other infections. Barriers to acceptance of preventive care/screening included social diversity,
language barriers and cultural beliefs. Treatment was best accepted when patients were accompanied, but only if by
persons understanding its importance.
Among the undocumented migrants (60% males with mean age 38.6 years, 40% females with mean age 37.4 years),
predominant health problems included gastrointestinal, musculoskeletal, cardiovascular, endocrine, nutritional and
metabolic diseases.
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Overall lessons from Italy include the positive approach of inclusive health policies and good education and training
of health professionals; and the benefits of an active policy network undertaking organized and effective advocacy
action within the framework of the new paradigm of global health. Ongoing challenges include the lack of coherent
governance, with disparate application of rules in different territories; lack of adequate social protection policies for
vulnerable groups; and difficulties in planning and implementing cross-sectoral policies.

South Africa
South Africa has a long tradition of inward migration, with many economic migrants, especially from other African
countries but also India, China and Pakistan, being attracted by opportunities for work in industries such as mining
and particularly being concentrated in Gauteng Province. However, there is a lack of precise data on the number of
migrants in the country207. The 2016 Community Survey by Statistics South Africa reported that the total population
of approximately 55.7-million included 1.6-million migrants, which was less than the 2.1 million recorded in the
2011 census. However, the UN’s Department of Economic and Social Affairs estimated that in 2015 there were over
3.14 million international migrants living in South Africa. The apparent decline and discrepancies may be a result of
foreign-born people fearing to disclose their origin208. The number of asylum seekers living in South Africa was put at
1.1 million in 2015, but that and other recent annual figures have been heavily disputed209, 210.
Xenophobia and waves of violence against immigrants and also against domestic migrants and ethnic, religious,
and political minorities have been seen in recent years, including riots, rapes, murders and looting and burning of
property211, 212. A 2015 UNHCR report213 notes that the xenophobia has deep social, political and economic roots that
are closely intertwined and that long-term solutions will require addressing xenophobic sentiments and practices
within government institutions together with social campaigns and legislative reform, as well as a judicial response
to counter the culture of impunity that enables perpetrators and related parties to profit from xenophobic violence,
scapegoating, and other forms of exclusion. There is a need for a clearer understanding of the drivers of violence214, 215
and an IOM report216 observed that, while the legacy of previous regimes and continued institutional discrimination
provide broad structural and historical explanations, the emergence of xenophobic violence is typically rooted in the
micro-politics of township life, with local sentiment being manipulated and false information disseminated.
Against this background, the promotion of access to health services for migrants in South Africa is a contested political
topic. A nuanced and complex picture emerges from studying local and international migrants’ access to care services.
Legally, there is a Constitutional right to health in South Africa, which has been clarified and confirmed in jurisprudence
– including access to anti-retroviral therapy for HIV. Both legal and undocumented residents have the right to primary
care, with the same entitlements being applied to refugees and asylum seekers as for all South African citizens.
The history of HIV/AIDS in South Africa has been complex217. The massive health challenge created a potential basis
for social inclusion and justice but the Government’s response, marked for many years by denial, lack of political will
and poor implementation of policies and programmes and a dysfunctional health service led to a situation of anomie
and there was massive overload and some health workers showed abusive attitudes to patients. Migrant labour was
one of the significant vectors for the growth of the HIV and associated TB epidemics.
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In practice, South African health care professionals have routinely denied health care and treatment to many asylum
seekers, refugees, and migrants, with foreign-born residents encountering systematic discrimination in obtaining basic
care218, 219 and, in addition to many other factors, language barriers have played a significant role in poor treatment220.
There is evidence that barriers to accessing healthcare have particularly affected migrant workers in mining and
commercial farming. A healthy migrant effect has been observed, with physically healthy individuals migrating to
undertake labour, but migrant women in general are particularly vulnerable, including to HIV infection, exploitation
and gender-based violence221. Little research has been undertaken to explore access by forced migrants [refugees and
asylum seekers] in South Africa to public healthcare, including services for mental health and psychosocial support,
but evidence suggests that policies designed to protect the health and psychosocial rights of urban forced migrants
are not being effectively implemented, for example in Johannesburg222. Practices are highly variable across provinces,
facilities and practitioners. For example, significant barriers to access have been particularly documented in Gauteng,
including xenophobic attitudes and behaviours of providers, provincial directives recommending up-front payment
in contradiction to National Department of Health directives, abuse of patients, and problems with language and
ethnicity impacting on routine care.
In practice, civil society organizations and health activists play key roles in helping to provide or secure health services
for migrants and refugees.
Concern about the living and working conditions of farm workers, including migrants, in the Western Cape has
prompted a number of studies223, 224 that have highlighted problems including human rights abuses, inadequate and
insanitary housing, exposure to dangerous pesticides, lack of access to safety equipment, sanitation and drinking water
while working, rampant alcohol abuse, domestic violence, inadequate treatment of injuries occurring while working
and failure to provide sick leave or maternity leave.
A study225 of migrants’ access to healthcare in De Doorns, Western Cape undertook a community survey of 807
migrant and local households, in which half came from South Africa, and around a quarter each from Lesotho and
Zimbabwe. The majority of people has access to care, but the percentage was higher [88%] among South Africans
than among migrants [77%]. Services were used more by females [89%] than by males [74%], with the conditions for
which treatment was sought including [from most to least] HIV, sick child, hypertension, TB, pregnancy and diabetes.
Non-South Africans spent significantly longer at health facilities than South Africans, expressed lower overall levels
of satisfaction and considered staff less friendly. There was a major difference in the quality of child care, with most
South African children being placed in crèches, while most international migrants’ children were placed with a ‘day
mother’ with very poor facilities.
In conclusion, migration in South Africa is extensive, rather poorly documented, contested and exploited politically.
Access to health care, while in principle provided for in laws and regulations, is extremely variable in practice and
heavily impacted by systemic factors, varying openness of practitioners and managers and xenophobic attitudes by
health professionals at all levels. Lessons include that history, inequality, politics and context matter, but amidst an
ever-evolving interplay of population, place, and power it is possible and necessary for health to create a space to
exercise evidence-based and rights-based agency to influence politics, policy and practice.
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Turkey
Turkey has the largest refugee population of any country in the world – the figure standing at around 2.5 million in
2015 and rising to around 3.5 million in 2017, with most of the refugees coming from the Syrian Arab Republic and
Iraq226, 227 Turkey carries a large financial burden in coping with this challenge, contributing 0.75% of its GNI – the
largest proportional contribution of GNI to humanitarian assistance of any country in the world228.
While the earlier practice was to disperse most refugees across Turkey’s 81 provinces229, since 2012 an increasing number
have been housed in Temporary Accommodation Centres established under the control of the government’s Disaster and
Emergency Management Authority [AFAD]230. Nevertheless, in mid-2017, out of the more than 3 million registered Syrian
refugees in the country, 246,720 people were hosted in 23 camps run by AFAD, where refugees have access to shelter,
health, education, food and social activities with international assistance. Those remaining outside of camp settings [the
largest numbers of which were in Istanbul, Sanliurfa, Hatay and Gaziantep] had limited access to basic services.
The EC has been providing humanitarian assistance to vulnerable refugees, particularly to those living outside of camps.
The EU and its Members States are funding the ‘EU Facility for Refugees in Turkey’, providing €3 billion for the needs of
refugees and host communities through humanitarian and development assistance in 2016 and 2017. In addition, the EC
provided €348 million through the Emergency Social Safety Net (ESSN), a debit card-based social assistance scheme to
allow up to 1.3 million refugees to cover their basic daily needs.
The massive and rapid increase in Syrian refugees arriving and the prognosis that the Syrian crisis will not be ended
soon has necessitated that the government and civil society switch gears from policies driven by concerns of extending
emergency humanitarian assistance and temporary protection to ones focusing on the long term, to facilitate the
possible eventual incorporation of the refugees into Turkish society. Turkey should not have to bear the cost of this
policy transformation alone. Protecting and caring for refugees is an international responsibility231 while Turkey must
adjust to the legal, economic and political challenges232.
Health support for Syrian refugees living inside and outside Temporary Accommodation Centres has been the
responsibility of Turkish Ministry of Health since the first refugees began to arrive in April 2011. Major health issues
seen in the refugees include injured and wounded people, unvaccinated children, uncontrolled chronic disorders,
refugee patients in a critical condition requiring intensive care, and untreated infectious diseases (acute gastroenteritis,
tuberculosis, respiratory tract infections, sexually transmitted diseases, leishmaniasis, measles, polio, hepatitis and
HIV)233. Overall, the level of infectious diseases was less than expected, but the presence of polio was a particular
challenge in the context of the Global Polio Eradication Initiative and a mop-up vaccination programme was instituted.
Data on the distribution of infectious diseases among refugees according to year indicated increases in diarrhoea and
respiratory tract infections from 2012 to 2016. This may be related to the poor living conditions outside the Temporary
Accommodation Centres. In the refugee camps, living conditions are regulated and there are clean water sources, control
of waste and surveillance for diseases such as leishmaniasis, malaria, TB, and gastrointestinal infections, with provision of
first line health services, triage to hospital and ICU, services for reproductive and mother and child health, and polio and
measles vaccinations for under-15 year-old children. All refugee children are included in the Turkish National Vaccination
Programme.
Up to mid-2017, 1300 physicians and 700 nurses were trained and included in a training programme for the Refugee
Health System, conducted by a multidisciplinary team and consisting of six weeks practical and one week theoretical
education.
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Cities and provinces: Montreal, Quebec
As already exemplified for the case of Germany, in federal and other decentralised systems responsibility for health
often devolves to the provincial and city levels, challenging the resources locally but also providing opportunities for
speed and innovation in response to the needs of migrants and refugees.
Canada has a long history of receiving migrants and refugees 234 and most recently this has included about
6,600 Bhutanese refugees arriving in Canada in 2015 and more than 40,000 Syrian refugees between November
2015 and January 2017. In response to thousands of migrants who had been denied asylum in the USA crossing the
border into Quebec, in July 2017 Canada opened the Montreal Olympic Stadium as a temporary shelter to host them.
Manitoba and British Columbia have also both seen an influx of hundreds of asylum seekers235.
Roles and responsibilities for health care services are shared between provincial and territorial governments and
the federal government in Canada. The provincial and territorial governments are responsible for the management,
organization and delivery of health care services for their residents, while the federal government is responsible for
setting and administering national standards for the health care system through the Canada Health Act, providing
funding support for provincial and territorial health care services, supporting the delivery for health care services to
specific groups [including some groups of refugee claimants] and providing other health-related functions. Canada’s
Medicare is a publicly funded health care system operating through 13 provincial and territorial health care insurance
plans, which ensures that all Canadian residents have reasonable access to medically necessary hospital and physician
services without paying out-of-pocket236.
Previous work has indicated that immigrants living in Quebec show a healthy migrant effect on arrival, but this
diminishes over time, with one important contributing factor being the different access that migrants have to health
coverage237.
A particular challenge is how each province treats access to health care for uninsured migrants. In Quebec, a mixed
methods research study 238 was undertaken by a multidisciplinary and multilingual team, aiming to recruit 400
migrants from the broad community and 500 from the medical clinic of Médecins sans Frontières. To date, 633 had
been recruited, with an average residence time in Quebec of 5.6 years and a period without health insurance [once
they lost any initial coverage] averaging 3.2 years. This group included people from Africa, Latin America and the
Caribbean, Middle East, Asia, Europe and the USA, with an average age of 41 and two thirds being women. About
40% were ‘without status’ as immigrants (about half awaiting processing of applications for permanent residence on
humanitarian grounds, the rest without any process in place).
It was observed that, in the absence of the ‘card’ needed for free access to health care in Quebec, uninsured people
regularly pay three times the real cost of health treatment in what appears to be official policy. There is no municipal
budget to cover the uninsured and limited community initiatives, so that it is left to professionals to voluntarily ‘fit
them in’.
More of those ‘with status’ had higher education and better finances. Among those ‘without status’, there was
higher food insecurity, fewer working for placement agencies and more living in sub-standard housing; and more
self-reporting relatively poor health status (which was substantially higher for both groups than for Canadian-born
residents). While important health distress was higher among those with status than those without status, very
important psychological distress was higher among those without status, as were feelings of being nervous, hopeless
and severely depressed. Sources of distress revealed in discussions included discrimination in health and worries about
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access to health care, difficulties in finding work, problems with immigration, fear of consulting and of deportation if
services were used and fear of being identified by the Canada Border Services Agency. Among the study population,
62% had not consulted a health professional in the previous year. The main first-line resources used by those who
experienced ill health [just over half the group] were pharmacy (70%), Médecins du Monde (22%) and drop-in clinic
(19%), while in urgent cases 18% used emergency hospitals.
Among the study population, 70% had felt the need for health services but did not receive them and 27% had not
obtained medication that was prescribed. Barriers reported were, first, financial [more important for those ‘without
status’], second, fear (much more important for those ‘without status’); and third, not knowing where to go for help.
Practical goals that emerged as important from the preliminary results of the study included recognition of the need
to provide information and training for public and community agencies that support uninsured migrants in accessing
health, to provide tools to improve access to resources; and to improve the integration of migrant heath issues into
training curricula of health professionals (including epidemiology, medicine, nursing, public health, social work).

12

Research challenges
Good quality evidence on the nature of health issues and the effectiveness of treatment approaches is essential for
policy and practice, as illustrated by the work of the migrant health subgroup of the Campbell and Cochrane Equity
Methods Group239, which focuses on evidence-based migrant health, guidelines and migrant equity. However, as
highlighted throughout this paper, there are many gaps in the present state of knowledge about the health of refugees
and migrants and how best to attune health services to meet their needs. Other papers and articles address priorities
for research on the health of forced migrants240 and point to the need for research in different settings such as refugee
camps241 and arriving groups242.
Studying the health of migrants and refugees poses particular challenges due to the mobility of these groups and
additional complications including cultural, educational, and linguistic diversity as well as legal status. These factors
may serve to limit the usefulness of both traditional survey sampling methods and routine public health surveillance
systems. A handbook of research methods appropriate for migration and health has been developed243.
A study reported at the M8 Alliance Expert Meeting in Rome compared research findings from Italy and Sweden. A
search of PubMed for research on migrants’ health in Italy yielded 301 reports, beginning in the mid-1960s, displaying
a hyperbolic increase in the last ten years, while a similar search for Sweden returned 172 reports, also showing an
increase in the last five years.
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There were substantial differences in results between the two countries. The research reported from Italy had a
major focus on acute cases, dealing with epidemiology and prevention of infectious diseases, as well on traumatic
issues. Study designs were cross-sectional. For Sweden, however, studies had a major focus on social vulnerabilities,
psychosocial problems and disability pensions, with study designs being of the cohort type reflecting the need to
follow people rather than only examine them at one point in time.
Two case studies were undertaken. One examined avoidable hospitalizations in migrants in Sicily, which has become
one of the migrant gateways to Europe. Undocumented migrants there are entitled to outpatient and inpatient services
for urgent or essential care, and to preventive services – in particular in the fields of maternal health, minors’ health,
vaccination and prevention and treatment of infectious diseases. The study examined hospital discharge schedules
from 2003 to 2013 and defined and identified hospitalizations which could have been prevented through effective
primary care or preventive services. In a stratified analysis [Box 10], undocumented migrants showed an increased rate
of avoidable hospitalization compared to regular migrants, for all age groups and almost every region of migrant origin.
Box 10
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The second case study examined suicide among first-generation and second-generation immigrants in Sweden. This
was a prospective, population-based cohort study of 4,034,728 individuals aged 16–50 years, followed from 2005 to
2010 and analysed for first-generation, intermediate-generation and second-generation immigrants compared with
natives, controlled for socio-demographic factors, morbidity and labour market marginalisation. In the first generation
there was a lower suicide rate among migrants, but among intermediate and second generation migrants the rate
found was higher than for the general population.
Drawing on the results of the two studies, which contrasted emergency with stable population health care, it was
noted that there were significant differences between the two populations of migrants. The work illuminated the
question of the extent to which research findings from a particular location or setting may be relevant elsewhere,
within or across countries, and linkage of particular methodologies to the research problem. A commonality was that in
both countries there was a strong need to increase research and knowledge about the health of middle-aged and older
migrants, since this is crucial for judging the future healthcare burden in culturally diverse and ageing populations, in
order to better inform policies and interventions in this field.
In planning future research, there is need to decide which kinds of migrants to investigate (generations, sources,
choice of which health problems to look at – mental health, injuries, NCDs, etc, – and diverse settings spanning from
new arrivals to those integrated in the host population) and address common designs and methodologies. There is a
scarcity of funding to support international public health research on migrants and refugees and more could be done
to assist this, for example, through the EU Framework Programme.
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Leveraging information technology (IT):
eHealth records
Faced with the magnitude of challenges presented by the large numbers of migrants and refugees globally and the
range of health problems that need to be addressed, there is a compelling case for making the best possible use of
IT, both to manage health provision and as a tool for generating aggregate data and for exploring research questions.
A study reported at the M8 Alliance Expert Meeting in Rome exemplified how eHealth records could assist. In Bavaria,
responsibility for management of the health of refugees eventually passes from the reception or residential centre
to the general practitioner. However, there are often delays in transfer of data from the reception centres, important
details may be missing, and there can be critical gaps regarding contagious diseases, leading to risks of contagion,
risks for health care professionals, and duplication of medical examinations effort that can increase costs as well as
raise risks to patients [e.g. repeating X-rays]. CompuGroup Medical (CGM), a leading company in medical information
technology, worked with the Bayerische TelemedAllianz (BTA) to produce electronic health records for refugees
and asylum seekers. These ensure that all doctors involved in the treatment process of a refugee can access the
complete and up-to-date health information of this person at anytime and anywhere. Access codes ensured privacy
for patients and access for health workers. Doctors received the access code and permission from patients when
required. Information was held in the system in 13 languages and there was user-friendly web access to data files when
required. The system is simple and non-bureaucratic, valuable for both receiving countries and refugees, and useful
in cross-border settings if the refugee moves. It has potential, therefore, to be expanded into a European project.
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Towards an agenda of solutions
During the M8 Meeting in Rome, as well as in recent papers and other meetings177, 244, 245, 246 emphasis was placed on
the need to reset the agenda and turn the focus of attention regarding migrants’ and refugees’ health from an agenda
of conflicts and problems into one of solutions.
As set out in the WHO-EURO Strategy and Action Plan for Refugee and Migrant Health, the scope of such an agenda
should be designed to respond to the health needs associated with the migration process, namely, the need to
ensure the availability, accessibility, acceptability, affordability and quality of essential services in transit and host
environments, including health and social services, together with basic services such as water and sanitation, as well
as addressing vulnerability to health risks, exposure to potential hazards and stress, and increased susceptibility to
poverty and social exclusion, abuse and violence, and stigmatization.
In terms of guiding principles, Diaz et al177 suggested four specific goals for a solution-based agenda: expand the scope
from perceived homogeneity to social cohesion; move from description to intervention; strive for a comprehensive
view of migration; and implement the agenda.
Khan et al247 proposed three important contributions that the global health community can make, with a particular
focus on the refugee crisis in Europe. First, policy decisions should be based on sound evidence regarding health risks
and burdens to health systems, rather than prejudice or unfounded fears. Second, for incoming refugees, the focus
must be on building inclusive, cost-effective health services to promote collective health security. Third, alongside
protracted conflicts, widening health and socioeconomic inequalities between high-income and lower-income
countries should be acknowledged as major drivers for the global refugee crisis, and fully considered in planning longterm solutions.
A combination of points from the M8 Alliance Expert Meeting and from the literature suggests that an agenda of
solutions should include the following:
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Framing
The available evidence indicates that substantial migration movements are going to remain a major and long-term
facet of the globalised world in the 21st century, driven by a diverse array of nature- and human-related causes. By
contrast, much of the current framing of migration, seen in the press, social media and policies in many countries,
remains rooted in a paradigm of immobility as the norm and migration as an exceptional circumstance to be responded
to as a short-term emergency.
An essential component of the transformation of the perspective to an agenda of solutions is therefore a
metamorphosis that shifts the framing of migration:
• so that migration and diversity is perceived as normality, as a long-term, if not permanent, structural process that
the world as a whole needs to accommodate – including the framing of ‘environmental migration’ as a necessary
and positive adaptation to climate and environmental changes and extreme weather events that are being made
more frequent by global warming;
• to promote understanding that, as humanitarian action to settle those displaced by disasters, environmental
changes, conflict, persecution or inequity is developed, policies and practices need to be adopted, in accord with
international instruments, that enable migrants and refugees to move safely without persecution or abuse, be
accorded protection, care and essential health services at transit and short-term settlement points, and given
affordable access to a full range of health services to meet their physical and mental health needs where they are
hosted in the longer-term;
• to raise awareness that migrants and refugees, including economic migrants, can bring significant benefits to the
countries that host them, including improved demographics and heightened economic activity and productivity;
and
• to promote recognition that the adaptation of health [and other] services to make them inclusive and migrantfriendly not only ensures that migrants’ health problems are adequately treated, but also has positive impacts on
the quality, efficiency and effectiveness of the services for all in the society.
Shifting the framing of discussion about migrants and refugees in general, and about their health needs as one of the
essential elements, depends on several inter-related factors, including policy, evidence and communication, each of
which is discussed below.

International collaboration and support
International cooperation to address the immediate health needs of migrants and refugees on the move and in
temporary transit locations and those residing in longer-term facilities close to their country of origin is necessary
to meet humanitarian requirements. International cooperation is also important, along with taking other measures
such as ensuring opportunities for safe and decent living, education and earning livelihoods, in efforts to reduce the
incentives to undertake long and potentially perilous journeys to seek refuge elsewhere. Collaboration and support,
driven by political will and commitment, needs to ensure that there are plans and material and financial resources
in place that can be rapidly drawn on to meet the immediate needs of sudden crises; and that adequate provision is
made for the ongoing needs of migrants and refugees in longer term residence facilities, including for a full range of
health services.
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Among the key elements that should be included in the international cooperation are:
• Development and implementation of standardised procedures for health assessment and care;
• Strongly intersectoral approaches that take into account the all-round wellbeing of the migrants and refugees,
including attention to factors such as nutrition, clean water, sanitation, shelter, transport and education facilities,
as well as to medically and culturally appropriate health services; and
• Cross-border collaboration in research, education and training, as discussed below.

Policy
Migration is a major social, political and public health challenge and policy-makers need to develop specific and
coherent policies addressing the health needs of migrants independently from their legal status. Emphasis should be
placed on the approaches required to meet the diverse needs of refugees, asylum seekers and migrants at different
stages, addressing the immediate and long-term health requirements, as well as public health aspects.
In achieving this, it is important that policy makers are encouraged to:
• Recognize migration as a structural phenomenon in the 21st century, which requires policies to prepare for both
ongoing migration and for crises;
• Understand the totality of reasons for migration;
• Act in accordance with the shared responsibility of the international community expressed in the conventions,
charters and resolutions to which they are signatories, including recognising rights to health and health care; and
implement the New York Declaration for refugees and Migrants and, as relevant, regional instruments such as the
Strategy and action plan for Refugee and Migrant Health in the WHO European Region;
• Develop and implement national policies based on principles of equity that ensure entitlement to affordable health
care for all those in need in society, including migrants, refugees and asylum seekers;
• Accept the evidence for the benefits that accrue from the inclusion of migrants and refugees into mainstream
societies, including providing entitlement to the full range of health services accessible to the general population;
and plan and implement systems to this information;
• Support work to study the health of migrants and refugees, including the systematic, routine collection of data
and research to understand health issues and to develop and explore the effectiveness of prevention, treatment
and rehabilitation approaches;
• Promote an inter-sectorial approach and cross-border cooperation, including in approaches to public health and
action on the social determinants of health;
• Engage in communicating these positions and understandings to the public and media, disseminating and explaining
them and undertaking efforts to increase public awareness about rights and responsibilities; and
• Demonstrate the political will and commitment to translating them into evidence-based policies, strategies and
practices.
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Health services and the health and wellbeing of migrants
and refugees
Areas where attention and resources need to be focused in order to meet current and future challenges include:
• Develop and implement strategies to utilize the social determinants of health framework in identifying the health
needs of migrants and refugees and devising and implementing solutions;
• Deal with physical and mental health issues early247. As noted by the World Economic Forum, poor health affects a
migrant’s ability to get a job, learn the local language, interact with public institutions and do well in school – all things
that are critical to integrating successfully, with refugees particularly prone to mental health issues such as anxiety
and depression, following their often traumatic and violent experiences back home and in flight. Host countries
should assess the mental health of newcomers alongside physical evaluations, grant humanitarian migrants access
to regular healthcare and ensure they are able to use it;
• Provide cultural/transnational competence education and training for health care providers as preparation for
ethnically and socially discordant clinical encounters; and improve communication services for them in order to
promote an inclusive and culturally sensitive health system;
• Ensure that culturally-competent interpreters are available on-tap through communication linkages, to facilitate
engagement between health workers and migrants. This is especially crucial in addressing mental health issues of
migrants, including child migrants who may have been traumatised.

Communication
Communication is central to the engagement between the diverse actors that participate in and influence the health of
migrants. Critical pathways of communication include those among and between health professionals, migrants, policy
makers, researchers, the public and the media.
• The agenda for communication must not be left, by default, to the whims of particular media or political actors seeking
to use migration to promote their own purposes. There needs to be systematic development of communication
strategies and assets, including sound data and evidence, that are oriented to the welfare, health and wellbeing of
migrants.
• The voices of migrants themselves need to be included and, among other measures, this requires ensuring the
availability of culturally-competent interpreters.

Education and training
• Incorporate migrant and refugee health in curricula of medicine and public health degrees, courses and professional
development programmes.
• Launch specific training programmes for health care professionals.
• Expand the availability of degrees and modules on migrant and refugee health, including through the use of webbased, open access materials and distance education tools such as MOOCs.
• In all materials, place emphasis on the need to develop cultural competence as well as technical skills in medical
diagnosis and treatment.
• As part of the longer term aspect of the ‘agenda for solutions’, effort needs to be made on the training of trainers –
giving health professionals skills to be able to train people for dealing with the particular health problems of migrants
and refugees.
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Academia: research and public engagement
Academia has unique capacities to fill the gaps in the present lack of knowledge about the health status and needs of
migrants and refugees. It also has responsibility to communicate its findings, as a basis for evidence-informed policy and,
as a shared responsibility with government, to ensure that the public are well informed and able to distinguish between
fact, conjecture and opinion in forming their views about migration.
Recommendations for action include:
• Prioritised research agendas need to be developed at national and international levels that comprehensively address
short-, medium- and long-term aspects of migrants’ and refugees’ health, across the spectrum of physical and mental
health and wellbeing and within a broad social determinants of health framework. These research agendas should
be participatory and, as appropriate, multi-, inter- or trans-disciplinary.
• National and international resources need to be directed to supporting this broad spectrum of research relevant to
the health of migrants and refugees. The priority and value of such research (which is related to funding decisions,
publication channels, academic credit and career progression) needs to be judged on its relevance and value to
addressing the health needs of migrants and refugees rather than only on conventional ‘scientific excellence’ grounds.
• Research should be encouraged in the field of monitoring and assessing the impact on the health of migrants and
refugees of policies in multiple sectors, including the development of specific tools and indicators.
• An essential dimension that should be built into all research in the field is a requirement to communicate the results
to the public, policy makers and media in ways that will encourage attention and facilitate understanding of the
conclusions and relevance.
• Further research into the evidence/media coverage/public attitudes/policy/practice nexus should be undertaken, to
provide better understanding of the inter-relationships and of effective communication strategies.
• Academics must be prepared to use their voice, individually and collectively, to speak out when incorrect facts or
interpretations are being offered or when policies or practices are contrary to available evidence and likely to be
inimical to the health of migrants and refugees.
• National academies and professional associations, across the whole spectrum of medical and health-related
disciplines, have a central role to play in promoting and facilitating all of these areas of action and of engaging
themselves with researchers, funders, policy makers, the media and public to help drive forward the agenda for
solutions.
The model of the Franco-German collaboration that established the Centre Virchow-Villermé Paris-Berlin which, among
other areas, has studied the inter-relationships between climate change, migration and health, could be extended with
other inter-country collaborations where there is already strong engagement, e.g. between Germany and Italy.
The M8 Alliance, which has expanded its membership to 25 based in 18 countries, also has a wider collaborative network
of academic institutions known for educational and research excellence, including national academies of science from
97 countries248.
Such initiatives need to be extended, mirrored and, above all, given more resources in order to serve as a major
international resource for evidence on the health issues of migrants and refugees and the effectiveness of measures
implemented to meet their health needs. Key international actors, including WHO, UNHCR and ILO as well as major
humanitarian NGOs, need to be drawn into participation in these initiatives. Through developing a community of practice,
these initiatives can also provide a coordinated network for interaction, enabling sharing of diverse experiences and
approaches and facilitating the effective use of research capacities.
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Conclusion
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It is evident that migration has become a structural phenomenon of the 21st century, necessitating that policy makers
move from a paradigm of immobility, recognise the totality of reasons for migration and examine the consequences
for different sectors, with implications for planning, budgeting and implementation.
In the health field, it is crucial that the needs of migrants and refugees be met within the framework of international
agreements which countries have adopted, recognizing the right to health of all individuals and the centrality of this
principle in the design and implementation of policies and programmes at global, regional, national and local levels.
The ‘agenda of solutions’ presented here aims to provide a comprehensive framework, which bridges humanitarian,
ethical and rights-based imperatives to provide a framework for action to tackle this crucial area. It stresses the need for:
• framing the issue of migration as a normal and constructive response to the realities of local circumstances in many
places in the world – i.e. as an adaptation strategy;
• intensified international collaboration and support to address both immediate and long-term health needs of
migrants;
• policies that are based on principles of the right to health, equity and social justice and that recognise the benefits
to all of ensuring the inclusion of migrants and refugees into mainstream societies, including providing entitlement
to the full range of health services accessible to the general population;
• utilizing the social determinants of health framework in identifying the health needs of migrants and refugees and
devising and implementing solutions;
• dealing with physical and mental health issues early;
• developing cultural/transnational competence in health professionals, their institutions and agencies working with
migrants and refugees;
• ensuring the availability of culturally-competent interpreters in engagements between migrants and refugees and
health workers;
• developing a communications approach oriented to the welfare, health and wellbeing of migrants, including
through the inclusion of the voices of migrants themselves;
• expanding the education and training of health professionals working with migrants and refugees; and of migrants
and refugees who are health professionals, to enable them to work in their fields of expertise for the benefit of
themselves, the migrant and refugee community and their host countries;
• supporting prioritised research agendas that comprehensively address migrants’ and refugees’ health, across the
spectrum of physical and mental health and wellbeing and within a broad social determinants of health framework;
• encouraging academics to use their voice to speak out regarding facts, interpretations, policies and practices to
promote the health of migrants and refugees;
• encouraging national academies and professional associations to play an active role at national, regional and global
levels;
• promoting a twin-track approach that addresses the root causes of displacement while dealing with the chronic
problem of managing the safety, welfare and health of those displaced.
In the closing session of the M8 Alliance Expert Meeting, Ambassador Hinrich Thölken of Germany commented that
“we cannot accept a bleak future: we can do better…. We must remain optimistic and keep a positive spirit – as a tool,
even a strategy.”

68

Acknowledgements
The authors are grateful to Sapienza University, Rome for hosting the meeting, the German Embassy, Rome for its
support of the event and the M8 Alliance – and, in particular, Detlev Ganten – for instituting the first Expert Meeting
of the Alliance, on the subject of migrants’ and refugees’ health.
The authors thank the participants in the Expert Meeting for their contributions to the presentations and discussions,
on which this report has drawn. They included: Eugenio Gaudio, Detlev Ganten, Susanne Wasum-Rainer, Hinrich
Thölken, Paolo Villari, Axel Pries, Vincenzo Vullo, Sebastiano Filetti, Massimo Volpe, Santino Severoni, Alexander
Krämer, Joachim Seybold, Amirhossein Takian, Bahaüddin Çolakoğlu, Mustafa Oral, Valery Ridde, Christina Zarowsky,
Duarte Nuno Vieira, Emanuele Mugnani, Clelia Clini, Maurizio Marceca, Anna Paola Massetti, Massimiliano Aragona,
Giuseppe La Torre, Antoine Flahault, Francois Gemenne and Anneliese Depoux. The rapporteur was Stephen Matlin.

69

References
1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

Booth E. Global migrant & refugee crisis. IRIN News
2015. http://newirin.irinnews.org/global-refugee-crisis/.
Accessed 13 November 2017.
15 years of migration in 15 mesmerizing maps. World
Economic Forum 15 May 2017. www.weforum.org/agenda/2017/05/15-years-of-migration-in-15-mesmerizingmaps. Accessed 13 November 2017.
Mid-year trends, 2016. Geneva: UNHCR 2016. www.unhcr.
org/statistics/unhcrstats/58aa8f247/mid-year-trendsjune-2016.html. Accessed 13 November 2017.
Number of [non-EU] asylum seekers in the EU and EFTA
Member States, 2015 and 2016. EUROSTAT 15 March
2017. http://ec.europa.eu/eurostat/statistics-explained/
index.php?title=File:Number_of_[non-EU]_asylum_
seekers_in_the_EU_and_EFTA_Member_States,_2015_
and_2016_[thousands_of_first_time_applicants]_YB17.
png&oldid=330754. Accessed 13 November 2017.
Asylum quarterly report. EUROSTAT 15 June 2017. http://
ec.europa.eu/eurostat/statistics-explained/index.php/
Asylum_quarterly_report. Accessed 13 November 2017.

11.

12.

13.

14.

15.

16.

Global Humanitarian Assistance Report. Bristol: Development Initiatives 2017. http://devinit.org/wp-content/
uploads/2017/06/GHA-Report-2017-Full-report.pdf.
Accessed 13 November 2017.
Asylum applications [non-EU] in the EU-28 Member States,
2006–2016. EUROSTAT 15 March 2017. http://ec.europa.
eu/eurostat/statistics-explained/index.php/File:Asylum_applications_[non-EU]_in_the_EU-28_Member_
States,_2006%E2%80%932016_[thousands]_YB17.png.
Accessed 13 November 2017.
Sub-Saharan Africa hosts more than 26 per cent of the
world’s refugee population. UNHCR 2017. www.unhcr.org/
uk/africa.html. Accessed 13 November 2017.

17.

18.

19.

Asia and the Pacific. UNHCR 2017. http://www.unhcr.org/
uk/asia-and-the-pacific.html
Juncker J.-C. Welcome message. World Health Summit
Yearbook 2016; 8. https://d1wjxwc5zmlmv4.cloudfront.
net/fileadmin/user_upload/downloads/2017/WHS_Berlin/
Data/WHS_Yearbook_2016_ _ _web.pdf. Accessed 13
November 2017.

20.

Ki-moon B. UN Secretary-General’s Op-Ed: “Refugees and
Migrants: A Crisis of Solidarity”. New York: United Nations
2016. www.un.org/youthenvoy/2016/05/secretary-generals-op-ed-refugees-migrants-crisis-solidarity/. Accessed
13 November 2017.
UN Summit for Refugees and Migrants 2016. New York:
United Nations 2016. http://refugeesmigrants.un.org/
summit. Accessed 13 November 2017.
Who is a migrant? International Organization for Migration 2017. www.iom.int/who-is-a-migrant. Accessed 13
November 2017.
Cartegena Declaration on Refugees. UNHCR 1984, 44pp.
http://www.unhcr.org/about-us/background/45dc19084/
cartagena-declaration-refugees-adopted-colloquium-international-protection.html. Accessed 13 November 2017.
Edwards A. UNHCR viewpoint: ‘Refugee’ or ‘migrant’ –
Which is right? Geneva: UNHCR 11 July 2016. www.unhcr.
org/uk/news/latest/2016/7/55df0e556/unhcr-viewpointrefugee-migrant-right.html. Accessed 13 November 2017.
What is the difference between a refugee and a migrant?
Canadian Red Cross 31 July 2017. www.redcross.ca/
how-we-help/current-emergency-responses/syria-crisisand-refugee-crisis/what-is-the-difference-between-a-refugee-and-a-migrant. Accessed 13 November 2017.
Key Migration Terms: Asylum seeker. International Organization for Migration 2017. www.iom.int/key-migration-terms. Accessed 13 November 2017.
Curtis K. Refugees Vs. Migrants? The Word Choice Matters.
UN Dispatch 2015. www.undispatch.com/refugees-vs-migrants-the-word-choice-matters/. Accessed 13 November
2017.
Carling J. Refugees are also Migrants. All Migrants Matter.
Oxford: Faculty of Law, Oxford University, 3 Sep 2015.
www.law.ox.ac.uk/research-subject-groups/centre-criminology/centreborder-criminologies/blog/2015/09/
refugees-are-also. Accessed 13 November 2017.
New York Declaration for Refugees and Migrants. Resolution adopted by the General Assembly on 19 September
2016. New York: United Nations 2016. www.un.org/en/
ga/search/view_doc.asp?symbol=A/RES/71/1. Accessed
13 November 2017.

70

21.

22.

23.

24.

25.

26.

27.

28.

Siegfried K. New refugee framework “dead in the water”
without more international support. IRIN News 17 July
2017. www.irinnews.org/analysis/2017/07/10/new-refugee-framework-dead-water-without-more-international-support. Accessed 13 November 2017.
Rechel B, Mladovsky P, Devillé W, Rijks, B, Petrova-Benedict R, McKee M, [eds]. Migration and health in the European Union. Maidenhead: Open University Press 2011, p4.
www.euro.who.int/__data/assets/pdf_file/0019/161560/
e96458.pdf. Accessed 13 November 2017.

29.

30.

Evidence reports. Copenhagen: WHO-EURO 2017.
www.euro.who.int/en/data-and-evidence/evidence-informed-policy-making/publications/evidence-reports/
evidence-reports. Accessed 13 November 2017.
Framework on integrated, people-centred health services.
World Health Assembly: Report by the Secretariat.
Geneva: WHO 15 April 2016, A69/39, para. 11. http://
apps.who.int/gb/ebwha/pdf_files/WHA69/A69_39-en.
pdf?ua=1&ua=1. Accessed 13 November 2017.

31.

Refugee and migrant health. Geneva: World Health Organization 2017. www.who.int/migrants/en/. Accessed 13
November 2017.
Migration and health: fact sheet. Geneva: World Health
Organization 2016. www.who.int/entity/migrants/about/
mh-factsheet.pdf?ua=1. Accessed 13 November 2017.
Promoting the health of refugees and migrants. Seventieth World Health Assembly Resolution WHA70.15, 31
May 2017. Geneva: World Health Organization 2017. www.
who.int/migrants/about/A70_R15-en.pdf. Accessed 13
November 2017.
Online invitation to submit best practices, experiences and
lessons learned, to contribute to the development of a
draft global action plan to promote the health of refugees
and migrants. Geneva: World Health Organization 2017.
https://extranet.who.int/dataform/894783?lang=en.
Accessed 13 November 2017

32.

33.

34.

Matlin SA, Depoux A, Schütte S, Schaeffner E, Kurth T, Stöckemann S, Puig-Malet S, Kowalski C, Hémono M, Flahault A.
Climate, migration and health. Conference Report. Paris:
Université Sorbonne Paris Cité/entre Virchow-Villermé
for Public Health 2016, 45pp. http://virchowvillerme.eu/
wp-content/uploads/2014/10/Climate-Migration-andHealth_2016.pdf. Accessed 13 November 2017.
Matlin SA, Depoux A. Gemenne F, Philibert A, El Aouad
R, Kowalski C, Flahault A. Climate change, human migration and health: bridging from dialogue to action. Conference Report. Paris: Université Sorbonne Paris Cité/
Centre Virchow-Villermé for Public Health 2017, 38pp.
http://virchowvillerme.eu/wp-content/uploads/2017/06/
COPP22-Conference-report_2016.pdf. Accessed 13
November 2017.
Matlin SA, Gemenne F, Munoz-Bertrand M, Rousseau C,
Spiegel P, Depoux A, Klag M, Flahault A. Migrants’ Health:
responding to a changing landscape. Report of a Symposium held at the World Health Summit Regional Meeting
in North America – M8 Alliance, Montreal, Canada 8
May 2017. Published by the Institute of Global Health,
University of Geneva, and the Centre Virchow-Villermé
for Public Health Paris-Berlin, University Sorbonne Paris
Cité, University Paris Descartes and Charité-Universitätsmedizin Berlin, in collaboration with the Johns Hopkins
School of Public Health, Baltimore, and the University
of Montreal, June 2017, 30pp. http://virchowvillerme.eu/
wp-content/uploads/2017/07/WHS-regional_MigrantsHealth_2017.pdf. Accessed 13 November 2017.
Amrith SS. Migration and health in southeast Asian history.
The Lancet 2014385[9954]:1569-1570, doi:10.1016/
S0140-6736[14]61976-0.
Tognotti E. Lessons from the History of Quarantine, from
Plague to Influenza A. Emerg Infect Dis. 2013;19[2]:254–
259, doi: 10.3201/eid1902.120312.
Global Compact on Migration. Geneva, International Organization for Migration 2017. https://unofficeny.iom.int/
global-compact-migration. Accessed 13 November 2017.

71

35.

36.

37.

38.

39.

40.

41.

42.

UN General Assembly resolution 71/1, New York Declaration for Refugees and Migrants, A/RES/71/1, 19 September
2016. New York: United Nations 3 October 2016, Annex
2, para 8. www.un.org/en/development/desa/population/migration/generalassembly/docs/globalcompact/A_RES_71_1.pdf. Accessed 13 November 2017.
The health of migrants: a core cross-cutting theme. Global
Compact Thematic Paper. Geneva: International Organization for Migration 2017. www.iom.int/sites/default/files/
our_work/ODG/GCM/IOM-Thematic-Paper-Health-of-Migrants.pdf. Accessed 13 November 2017.

43.

44.

45.

Overview of the Human Rights Framework. International
Justice Resource Center 2017. www.ijrcenter.org/ihr-reading-room/overview-of-the-human-rights-framework/.
Accessed 13 November 2017.
Constitution of the World Health Organization. WHO Basic
Documents, Forty-fifth edition, Supplement, October
2006. www.who.int/governance/eb/who_constitution_
en.pdf. Accessed 13 November 2017.
Transforming our world: the 2030 Agenda for Sustainable
Development. New York: UN 2015. https://sustainabledevelopment.un.org/post2015/transformingourworld.
Accessed 13 November 2017.
Regional issue 1: Migration and health. European Advisory Committee on Health Research, Seventh Meeting,
Copenhagen, Denmark, 6–7 April 2016, p5. www.euro.
who.int/__data/assets/pdf_file/0020/317351/EACHR-7thmeeting.pdf?ua=1. Accessed 13 November 2017.
The health of migrants. Geneva: International Organization for Migration 2016. www.iom.int/sites/default/files/
our_work/ODG/GCM/IOM-Thematic-Paper-Health-of-Migrants.pdf. Accessed 13 November 2017.

46.

47.

48.

49.

50.

New trends in migration: demographic aspects. New York:
UN Department of Economic and Social Affairs 2012.
www.un.org/en/development/desa/population/events/
pdf/expert/19/2012_EGM_Report_Final.pdf. Accessed 13
November 2017.
51.

World Bank. Migration and Development. A Role for
the World Bank Group. 2016. http://pubdocs.worldbank.
org/en/468881473870347506/Migration-and-Development-Report-Sept2016.pdf. Accessed 13 November 2017.
Liebig T, Mo J. The fiscal impact of immigration in OECD
countries. In: International Migration Outlook 2013. Paris,
OECD 2013, ch.3. www.globalmigrationgroup.org/system/
files/Liebig_and_Mo_2013.pdf. Accessed 13 November
2017.
International migration and the economic crisis: understanding the links and shaping policy responses. International Migration Outlook. Paris, OECD 2009, Ch.1. www.oecd.
org/els/mig/aselectionofchaptersfrompastissuesofinternationalmigrationoutlook.html. Accessed 13 November
2017.
Zickgraf C, Vigilb S, de Longueville F, Ozer P, Gemenne
F. The Impact of Vulnerability and Resilience to Environmental Changes on Mobility Patterns in West Africa.
KNOMAD Working Paper 14, April 2016, doi:10.13140/
RG.2.2.23216.76801.
Ingleby D. Ethnicity, Migration and the ‘Social Determinants of Health’ Agenda. Psychosocial Intervention
2012;21:331-341, doi:/10.5093/in2012a29.
How health systems can address health inequalities linked
to migration and ethnicity. Copenhagen: WHO-EURO
2010, p.14, fig 1. www.euro.who.int/__data/assets/pdf_
file/0005/127526/e94497.pdf. Accessed 13 November
2017.
Syria. Institute of Health Metrics, 2017. www.healthdata.
org/syria. Accessed 13 November 2017.
Maxmen A. Chronic diseases spike in Middle East as
conflicts rage. Nature News, 4 August 2017. www.nature.
com/news/chronic-diseases-spike-in-middle-east-asconflicts-rage-1.22371?WT.ec_id=NEWS-20170810&spMailingID=54678036&spUserID=NDg0OTkxMDc3NwS2&s
pJobID=1221571010&spReportId=MTIyMTU3MTAxMAS2
Accessed 13 November 2017.
Fennelly K. The “healthy migrant ” ef fect. Minn
Med. 20 07;9 0[3]:51-53. w w w.ncbi.nlm.nih.gov/
pubmed/17432759. Accessed 13 November 2017.

72

52.

53.

54.

55.

56.

57.

58.

59.

60.

Domnich A, Panatto D, Gasparini R, Amicizia D. The
“healthy immigrant” effect: does it exist in Europe today?
Italian J. Public Health 2012;9[3]:e7532. http://ijphjournal.
it/article/download/7532/6791. Accessed 13 November
2017.
Age structure of immigrants by citizenship, EU-28, 2015.
Eurostat 10 April 2017. http://ec.europa.eu/eurostat/statistics-explained/index.php/File:Age_structure_of_immigrants_by_citizenship,_EU-28,_2015_[%C2%B9]_[%25].
png. Accessed 13 November 2017.
Health assessment of refugees and migrants in the EU/
EEA. Handbook for health professionals. Brussels: European Commission Directorate-General for Health and
Food Safety Publications 2015, ISBN 978-92-79-52028-0,
doi:10.2875/60805.
International Coalition for the Responsibility to Protect.
www.responsibilitytoprotect.org.
Koser K. 5 long-term solutions to Europe’s refugee crisis.
World Economic Forum 23 April 2015. www.weforum.
org/agenda/2015/04/5-long-term-solutions-to-europesrefugee-crisis/. Accessed 13 November 2017.
Stepping up action on refugee and migrant health:
towards a WHO European framework for collaborative
action. Outcome document of the High-level meeting on
refugee and migrant health. 23–24 November 2015, Rome,
Italy. Copenhagen: WHO-EURO 2015, para. 11. www.euro.
who.int/__data/assets/pdf_file/0008/298196/Steppingup-action-on-refugee-migrant-health.pdf. Accessed 13
November 2017.
Ionesco D, Mokhnacheva D, Gemenne F. The Atlas of Environmental Migration. Geneva: IOM 2017. https://environmentalmigration.iom.int/atlas-environmental-migration.
Accessed 13 November 2017.
Boano C. FMO Research Guide on Climate change and
displacement. Forced Migration Online, 17 September
2008, 48pp. www.forcedmigration.org/guides/fmo046/.
Accessed 13 November 2017.
Health impact of climate change needs attention.
World Health Organization Media Note: 11 March 2009.
www.who.int/mediacentre/news/notes/2009/climate_
change_20090311/en/. Accessed 13 November 2017.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

Migrant Fatalities Worldwide. IOM, 2016. https://missingmigrants.iom.int/latest-global-figures. Accessed 13
November 2017.
Flahault A, Ruiz de Castaneda R, Bolon I. Climate change
and infectious diseases. Public Health Reviews 2016;37:21,
doi:10.1186/s40985-016-0035-2.
Beck, U. The Metamorphosis of the World: How Climate
Change is Transforming Our Concept of the World.
Polity 2016, ISBN: 978-0-7456-9021-6. http://eu.wiley.
com/WileyCDA/WileyTitle/productCd-0745690211.html.
Accessed 13 November 2017.
A systematic review of scientific literature on climate
change and health. Centre Virchow-Villermé. http://
virchowvillerme.eu/climate-change/. Accessed 13
November 2017.
Marchiori L, Maystadt J-F, Schumacher I. The impact of
weather anomalies on migration in sub-Saharan Africa. J.
Envir. Econ. Manag. 2012;63[3]:355-374. https://ingmarschumacher.files.wordpress.com/2013/05/jeem-2012.pdf.
Accessed 13 November 2017.
Berry M, Garcia-Blanco I, Moore K. Press coverage of
the refugee and migrant crisis in the EU: a content analysis of five European countries. Report prepared for the
United Nations High Commission for Refugees [December
2015]. Cardiff School of Journalism, Media and Cultural
Studies, 2015. www.unhcr.org/56bb369c9.pdf. Accessed
13 November 2017.
Health of Migrants in Crisis. Geneva: IOM 2017.
https://health.iom.int/health-migrants-crisis
Missing Migrants Project. Geneva: IOM 2017. https://
missingmigrants.iom.int. Accessed 13 November 2017.
Tsiodras, S. Irregular migrants: a critical care or a public
health emergency. Intensive Care Med. 2016;42:252–255,
doi:10.1007/s00134-015-4088-3.
Top media fail to connect climate change, migration and
food security, says new report. International Fund for
Agricultural Development, Press Release 2015 /7992715
www.ifad.org/newsroom/press_release/tags/p82/
y2015/7992715. Accessed 13 November 2017.

73

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

Lorenzoni I, Nicholson-Cole S, Whitmarsh L. Barriers
perceived to engaging with climate change among the UK
public and their policy implications. Glob Environ Change
2007;17:445–59, doi:10.1016/j.gloenvcha.2007.01.004
Myers T.A, Nisbet MC, Maibach EW, Leiserowitz AA. A
public health frame arouses hopeful emotions about
climate change. Clim Change 2012;113:1105–12. http://
hdl.handle.net/10.1007/s10584-012-0513-6. Accessed 13
November 2017.
Maibach EW, Roser-Renouf C, Leiserowitz AA. Communication and marketing as climate change-intervention
assets. A public health perspective. Am J Prev Med.
2008;5:488–500, doi: 10.1016/j.amepre.2008.08.016.
Maibach EW, Kreslake JM, Roser-Renouf C, Rosenthal S,
Feinberg G, Leiserowitz AA. Do Americans understand
that global warming is harmful to human health? Evidence
from a national survey. Ann Glob Health 2015;81[3]:396–
409, doi: 10.1016/j.aogh.2015.08.010..

81.

82.

83.

84.

Moser SC. Communicating climate change: history,
challenges, process and future directions. WIREs Clim
Change 2010;1:31–53, doi:10.1002/wcc.11.
Maibach, EW, Nisbet M, Baldwin P, Akerlof K, Diao G.
Reframing climate change as a public health issue: an
exploratory study of public reactions. BMC Public Health
2010;10:299, doi:10.1186/1471-2458-10-299.

85.

Depoux A, Hémono M, Puig-Malet S, Pédron R, Flahault A.
Communicating climate change and health in the media.
Public Health Rev. 2017;38:7, doi:10.1186/s40985-0160044-1.

86.

Health of migrants – the way forward. Report of a global
consultation, Madrid, Spain 3-5 March 2010. Geneva:
World Health Organization 2010. www.who.int/hac/events/
consultation_report_health_migrants_colour_web.pdf.
Accessed 13 November 2017.

87.

88.

UN Framework Convention on Climate Change, Cancun
Adaptation Framework 2010. http://unfccc.int/adaptation/
items/5852.php. Accessed 13 November 2017.
The Nansen Initiative, 2010. www.nanseninitiative.org/
secretariat/. Accessed 13 November 2017.

89.

Gemenne F. One good reason to speak of ‘climate refugees’.
Forced Migration Rev. 2015;49:70-71. www.fmreview.
org/climatechange-disasters/gemenne.html. Accessed 13
November 2017.
Hammar T, Brochmann G, Tamas K, Faist T. [eds]. International Migration, Immobility and Development: Multidisciplinary Perspectives. London: Bloomsbury 1997.
www.bloomsbury.com/uk/international-migration-immobility-and-development-9781859739716/. Accessed
13 November 2017.
Nougayrède N. Angela Merkel is right: the migration crisis
will define this decad. Guardian 21 August 2015. www.
theguardian.com/commentisfree/2015/aug/21/angela-merkel-migration-crisis-europes-biggest-challenge.
Accessed 13 November 2017.
Refugees endangered and dying due to EU reliance
on fences and gatekeepers. Amnesty International
17 November 2015. www.amnesty.org/en/latest/
news/2015/11/refugees-endangered-and-dying-due-toeu-reliance-on-fences-and-gatekeepers/. Accessed 13
November 2017.
Vallet E, David C-P. Introduction: The [re]building of the
wall in international relations. Journal of Borderlands
Studies, 2012, 27[2], 111-119, doi:10.1080/08865655.2
012.687211.
Vallet E. Border Walls. Hypothèses, 1 September 2015.
http://borderwalls.hypotheses.org/author/usa. Accessed
13 November 2017.
Ringel C. The question of countries building walls and
other forms of barriers. Munelly, 2016. www.munelly.
de/links/conference-2016/the-question-of-countriesbuilding-walls-and-other-forms-of-barriers/. Accessed 13
November 2017.
Diaz E, Thulesius H, Razum O. Shifting migrant health care
away from an agenda of conflicts and problems toward
solutions. Scand J Prim Health Care 2016;34[3]:213–214,
doi:10.1080/02813432.2016.1227592.
Zimmerman C, Kiss L, Hossain M. Migration and Health: A
Framework for 21st Century Policy-Making. PLOS Med. 24
May 2011, doi:10.1371/journal.pmed.1001034.

74

90.

91.

92.

93.

94.

95.

96.

Pace P, Gushulak B. Policy and legal frameworks affecting
migrants’ health. In: Health of migrants – the way forward.
Report of a global consultation, Madrid, Spain 3-5 March
2010. Geneva: World Health Organization 2010;43-60.
www.who.int/hac/events/consultation_report_health_
migrants_colour_web.pdf. Accessed 13 November 2017.
Davies AA, Basten A, Frattini C. Migration. A social
determinant of the health of migrants. IOM Background
Paper. Geneva: International Organization for Migration
2009. www.migrant-health-europe.org/files/FINAL%20
DRAFT%20-%20IOM%20SDH.pdf. Accessed 13 November
2017.
Tulchinsky TH, Flahault A. Editorial: Why a theme issue
on public health ethics? Public Health Rev. 2012;34:1,
doi:10.1007/BF03391653.

97.

98.

99.

Kass NE. An ethics framework for public health. Am. J.
Public Health 2001;91[11]:1776-1782. www.ncbi.nlm.nih.
gov/pmc/articles/PMC1446875/. Accessed 13 November
2017.
Jakab Z. Foreword. In: Bradby H, Humphris R, Newall D,
Phillimore J. Public health aspects of migrant health: a
review of the evidence on health status for refugees and
asylum seekers in the European Region. Health Evidence
Network synthesis report 44. Copenhagen: WHO Regional
Office for Europe 2015, p. vii. www.euro.who.int/__data/
assets/pdf_file/0004/289246/WHO-HEN-Report-A5-2-Refugees_FINAL.pdf. Accessed 13 November 2017.
McKee M. A Preface: How ethics failed. lessons for
public health for all time. Public Health Rev. 2012;34 No
1. https://publichealthreviews.biomedcentral.com/track/
pdf/10.1007/BF03391659?site=publichealthreviews.biomedcentral.com. Accessed 13 November 2017.

100.

101.

102.

103.

Wild V, Zion D, Ashcroft R. Health of migrants: Approaches
from a public health ethics perspective. Public Health
Ethics 2015;8[2]:107–109, doi:10.1093/phe/phv017.
104.

Marshall PA, Koenig BA, Grifhorst P, Van Ewijk M. Ethical
issues in immigrant health care and clinical research.
In: Loue S. [ed], Handbook of Immigrant Health. New
York: Springer Science+Business Media 1998 Chapter
11, 203-226. https://link.springer.com/chapter/10.1007
%2F978-1-4899-1936-6_11. Accessed 13 November 2017.
Bradby H, Humphris R, Newall D, Phillimore J. Public health
aspects of migrant health: a review of the evidence on
health status for refugees and asylum seekers in the European Region. Health Evidence Network synthesis report
44. Copenhagen: WHO Regional Office for Europe 2015.
www.euro.who.int/__data/assets/pdf_file/0004/289246/
WHO-HEN-Report-A5-2-Refugees_FINAL.pdf. Accessed 13
November 2017.
UN Manual on effective investigation and documentation of torture and other cruel, inhuman or degrading
treatment or punishment [Istanbul Protocol]. Geneva:
UNHCR 2004, Professional Training Series No. 8/Rev.1.
www.ohchr.org/Documents/Publications/training8Rev1en.pdf. Accessed 13 November 2017.
Directive 2013/32/EU of the European Parliament and
of the Council of 26 June 2013 on common procedures
for granting and withdrawing international protection
[recast]. Official J European Union 29 June 2013, L 180/60 –
L 180/94. www.refworld.org/cgi-bin/texis/vtx/rwmain?docid=51d29b224. Accessed 13 November 2017.
Hancocks S. Agreed; but if...? British Dental J. 2017, 222,
1, doi:10.1038/sj.bdj.2017.1.
Home Office rules out X-rays for asylum seekers. British
Dental Journal 2016, 221, 539, doi:10.1038/sj.bdj.2016.803.
Dental X-rays and asylum seekers. British Dental Association, November 2015. www.bda.org/dentists/policy-campaigns/public-health-science/public-health/
position-statements/Pages/Xray-position.aspx. Accessed
13 November 2017.
Roberts G, Lucas VS, McDonald F, Camilleri S, Jayaraman J, Davies D, Moze K. In our opinion. British Dental J.
2017;222:918-921, doi:10.1038/sj.bdj.2017.537.

75

105.

106.

107.

108.

109.

110.

111.

112.

Visentin S. Pelletti G, Bajanowski T, Ferrara SD. Methodology for the identification of vulnerable asylum seekers.
International J. Legal Medicine, published online 26 July
2017, doi:10.1007/s00414-017-1645-z.
World Migration Report 2010. Geneva: International Organization for Migration, 2010. https://publications.iom.int/
bookstore/free/WMR_2010_ENGLISH.pdf. Accessed 13
November 2017.
Craig G. Migration and integration. A local and experiential perspective. IRIS Working Paper Series, No. 7/2015.
University of Birmingham, UK 2015. www.birmingham.
ac.uk/Documents/college-social-sciences/social-policy/
iris/2015/working-paper-series/IRiS-WP-7-2015.pdf.
Accessed 13 November 2017.
Lindert J, Schouler-Ocak, M, Heinz A, Priebe S. Mental
health, health care utilisation of migrants in Europe.
European Psychiatry 2008;23[suppl 1]:S14–S20. www.
researchgate.net/publication/5480170_Mental_health_
health_care_utilisation_of_migrants_in_Europe&usg=AFQjCNFlFhaswUe_PpXDvfhyaKXfYoQSJg. Accessed
13 November 2017.
Aragona M, Geraci S, Mazzetti M. Quando le ferite sono
invisibili. Vittime di tortura e di violenza: strategie di
cura. Bologna: Pendargon 2014, EAN: 9788865985809
www.ibs.it/quando-ferite-sono-invisibili-vittime-libro-vari/e/9788865985809. Accessed 13 November 2017.
Gavlak D. Healing invisible wounds of the Syrian conflict.
Bull. World Health Org. 2016;94,:6-7, doi:10.2471/
BLT.16.020116, doi:10.2471/BLT.16.020116.
Aragona M, Pucci D, Mazzetti M, Geraci S. Post-migration
living difficulties as a significant risk factor for PTSD in
immigrants: a primary care study. Italian J Public Health
2012;9,:e7525-1-e7525-8. http://ijphjournal.it/article/
download/7525/6784. Accessed 13 November 2017.
Steel Z, Momartin S, Silove D, Coello M, Aroche J, Tay
KW. Two year psychosocial and mental health outcomes for refugees subjected to restrictive or supportive
immigration policies. Soc Sci Med. 2011;72[7]:1149-56,
doi:10.1016/j.socscimed.2011.02.007.

113.

114.

115.

116.

117.

118.

119.

120.

Aragona M, Pucci D, Mazzetti M, Maisano B, Geraci S.
Traumatic events, post-migration living difficulties and
post-traumatic symptoms in first generation immigrants:
a primary care study. Ann Ist Super Sanità 2013;49[2]:69175. doi:10.4415/ANN_13_02_08.
Aragona M, Catino ., Pucci D, Carrer S, Colosimo F,
La-fuente M, Mazzetti M, Maisano B, Ceras, S, Placa M.
The relationship between somatization and post-traumatic symptoms among immigrants receiving primary
care services. J. Traumatic Stress 2010;23[5]:615-622,
doi:10.1002/jts.20571.
mhGAP Intervention Guide for mental, neurological and
substance use disorders in non-specialized health settings.
Geneva:WHO 2010. www.who.int/mental_health/publications/mhGAP_intervention_guide/en/. Accessed 13
November 2017.
Crepet A, Rita F, Reid A, Van den Boogaard W. Deiana P,
Quaranta G, Barbieri A, Bongiorno F, Di Carlo, S. Mental
health and trauma in asylum seekers landing in Sicily in
2015: a descriptive study of neglected invisible wounds.
Conflict and Health 2017;11:1, doi:10.1186/s13031-0170103-3.
Murray KE, Davidson GR, Schweitzer RD. Review of
refugee mental health interventions following resettlement: Best practices and recommendations. Am J
Orthopsych. 2010;80[4]:576–585, doi: 10.1111/j.19390025.2010.01062.x.
Children and War Foundation. www.childrenandwar.org.
Accessed 13 November 2017.
Lockowandt M. Inclusion through art: An organisational guideline to using the participatory arts with young
refugees and asylum seekers. London: Refugee Support
Network and Royal Holloway, University of London, May
2013. www.refugeesupportnetwork.org/resources/9.
Accessed 13 November 2017.
Chatterjee H, Noble G. Museums, health and well-being.
Abingdon: Routledge 2016. www.tandfebooks.com/
doi/preview-pdf/10.4324/9781315596549. Accessed 13
November 2017.

76

121.

122.

123.

124.

125.

126.

127.

Clift S, Camic PM. [eds]. Oxford textbook of creative
arts, health and wellbeing: International perspectives on
practice, policy and research. Oxford & New York: Oxford
University Press 2015. ISBN: 9780199688074. https://
global.oup.com/academic/product/oxford-textbook-ofcreative-arts-health-and-wellbeing-9780199688074?cc=gb&lang=en&. Accessed 13 November 2017.
Cuypers K, Krokstad S, Lingaas Holmen TL, Skjei Knudtsen
M, Bygren LO, Holmen J. Patterns of receptive and creative cultural activities and their association with perceived
health, anxiety, depression and satisfaction with life among
adults: The HUNT study, Norway. J. Epidem. Community
Health 2012;66: 698-703. doi:10.1136/ jech.2010.113571.
Creative health: the arts for health and wellbeing. Inquiry
Report. London: All-Party Parliamentary Group on Arts,
Health and Wellbeing, July 2017. www.artshealthandwellbeing.org.uk/appg-inquiry/Publications/Creative_Health_
Inquiry_Report_2017.pdf. Accessed 13 November 2017.
Corkhill B, Hemmings J, Maddock A,Riley J. Knitting and
well-being. Textile cloth and culture 2014;12:34-57. www.
tandfonline.com/doi/abs/10.2752/175183514x139160517
93433?journalCode=rftx20. Accessed 13 November 2017.
Co-developing a method for assessing the psychosocial
impact of cultural interventions with displaced people:
towards an integrated care framework. Global Challenge
Research Fund project funded by the Economic and
Social Research Council and the Arts and Humanities
Research Council [2016-2018]. University College London
4 November 2016. www.ucl.ac.uk/biosciences/biosciences-news-publication/2016-2017/interventions-displaced-people. Accessed 13 November 2017.
Martin ML, Heron S, Walton LM, Walker Jones A. [eds].
Diversity and inclusion in quality patient care. Cham:
Springer International Publishing 2016, doi:10.1007/9783-319-22840-2.
Culturally competent care for diverse groups. Canada
Psychological Association 2017. www.cpa.ca/practitioners/Cultural. Accessed 13 November 2017.

128.

129.

130.

131.

132.

133.

134.

135.

136.

Zimmerman C, Borland R. [eds]. Caring for trafficked
persons: Guidance for health providers. Geneva: International Organization for Migration 2009. www.umt.edu/
mansfield/events/conference/2014-archive/workshop/
resources/caring-for-trafficked-persons-health-providers.
pdf. Accessed 13 November 2017.
Refugee and asylum seeker health and wellbeing: Professional development. Victoria State Government, Australia
2017. www2.health.vic.gov.au/about/populations/refugeeasylum-seeker-health. Accessed 13 November 2017.
Refugee mental health course for settlement and social
service providers. Portico: Canada’s mental health and
addiction network 2017. www.porticonetwork.ca/web/
rmhp/courses/for-settlement-workers
Global Mental Health: Trauma and Recovery Certificate
Program. Harvard Medical School, Cambridge MA, USA
2017. http://hprt-cambridge.org/education/gmh/overview/. Accessed 13 November 2017.
Common approach for refugees’ and other migrants’
health: EC CARE Programme. Brussels: European
Commission 2017. http://careformigrants.eu/wp-content/
uploads/2017/05/D7.1-Training-material-part-2-trainingmodules.pdf. Accessed 13 November 2017.
Summer school on refugee and migrant health, 10–14 July
2017, Syracuse, Italy. WHO-EURO 2017. www.euro.who.
int/en/media-centre/events/events/2017/07/summerschool-on-refugee-and-migrant-health. Accessed 13
November 2017.
Napier AD, Ancarno C, Butler B, et al. The Lancet Commission: Culture and health. Lancet 2014;384:1607-39,
doi:10.1016/S0140-6736[14]61603-2.
The Importance of Cultural Competence in Social Work
Practice. Illinois: National Association of Social Workers,
10 October 2014. http://naswil.org/news/chapter-news/
featured/the-importance-of-cultural-competence-in-social-work-practice/. Accessed 13 November 2017.
Cultural competence. American Speech-Language-Hearing Association, 2017. www.asha.org/Practice-Portal/
Professional-Issues/Cultural-Competence/. Accessed 13
November 2017.

77

137.

138.

139.

140.

141.

142.

143.

144.

145.

L.J. Kirmayer et al. Guidelines for training in cultural
psychiatry. Ottawa: Canadian Psychiatric Association
 2012. www.multiculturalmentalhealth.ca/wp-content/
uploads/2013/10/2012_CPA_Training-in-Cultural-PsychiatryEN.pdf. Accessed 13 November 2017.
Jurgensen K. Cultural safety – Kawa Whakaruruhau – an
occupational therapy perspective. New Zealand J Occupational Therapy 2002;49:4-9. www.otboard.org.nz/
wp-content/uploads/2014/12/Cultural-Safety-_An-Article-2006.pdf. Accessed 13 November 2017.

146.

147.

148.

Richardson S, Williams T. Why is cultural safety essential in
health care? Med Law. 2007;26[4]:699-707. www.ncbi.nlm.
nih.gov/pubmed/18284111. Accessed 13 November 2017.
Koehn PH. Globalization, migration health, and educational preparation for transnational medical encounters.
Global Health 2006;2:2, doi: 10.1186/1744-8603-2-2.

149.

Koehn PH, Swick HM. Medical education for a changing
world: Moving beyond cultural competence into transnational competence. Academic Medi. 2006;81:548-556.
https://hiaucb.files.wordpress.com/2014/03/2006_med_
changingworld.pdf. Accessed 13 November 2017.

150.

Promoting decent work across borders: A project for
migrant health professionals and skilled workers. International Labour Organization, 2017. www.ilo.org/asia/
projects/WCMS_173607/lang--en/index.htm. Accessed
13 November 2017.
Professional recognition for refugees: “Recognition in
Germany” provides guidance. Recognition in Germany,
Federal Institute for Vocational Education and Training, 2017. www.anerkennung-in-deutschland.de/html/
en/1843.php. Accessed 13 November 2017.
Refugee health professionals - Building Bridges
programme. Refugee Council UK 2017. www.refugeecouncil.org.uk/what_we_do/refugee_services/refugees_
into_ jobs/refugee_health_professionals. Accessed 13
November 2017.
Resources. Bergen: Children and War Foundation 2017.
www.childrenandwar.org/resources/

151.

152.

153.

154.

Flahault A, Geissbuhler A, Guessous I, Guérin P, Bolon I,
Salathé M, Escher G. Precision global health in the digital
age. Swiss Med Wkly. 19 April 2017, 147:w14423. doi:
smw.2017.14423.
Seychell, M. Refugee crisis: “Noble words need to be
followed by concrete action”. European Commission
Directorate-General for Health and Food Safety 2017.
http://ec.europa.eu/health/newsletter/162/focus_newsletter_en.htm. Accessed 13 November 2017.
Department of Economic and Social Affairs. International
Migration Report 2015: Highlights. New York: UN 2015, p.
6. www.un.org/en/development/desa/population/migration/publications/migrationreport/docs/MigrationReport2015_Highlights.pdf. Accessed 13 November 2017.
Marchetti S. Italy Is Pleading With Europe to Help Deal with
a Record Influx of Refugees. Time 11 July 2017. http://time.
com/4850999/italy-europe-refugees-frontex-boats-romeports-ngos/. Accessed 13 November 2017.
Strategy and action plan for refugee and migrant health in
the WHO European Region. Paper submitted to the 66th
Session of the WHO Regional Committee for Europe,
12-15 September 2016. Copenhagen: WHO-EURO
2016, para. 5. www.euro.who.int/_ _data/assets/pdf_
file/0004/314725/66wd08e_MigrantHealthStrategyActionPlan_160424.pdf. Accessed 13 November 2017.
Country responsible for asylum application [Dublin].
Brussels: European Commission 2017. https://ec.europa.
eu/home-affairs/what-we-do/policies/asylum/examination-of-applicants_en. Accessed 13November 2017.
Towards a sustainable and fair Common European Asylum
System. Brussels: European Commission 4 May 2016.
http://europa.eu/rapid/press-release_IP-16-1620_en.htm.
Accessed 13 November 2017.
Common European Asylum System. Brussels: European Commission 1 August 2017. https://ec.europa.eu/
home-affairs/what-we-do/policies/asylum_en. Accessed
13 November 2017.
Who bears the cost of integrating refugees? OECD Migration Policy Debates No.13, January 2017. www.oecd.org/
els/mig/migration-policy-debates-13.pdf. Accessed 13
November 2017.

78

155.

156.

157.

158.

159.

160.

161.

Communication from the Commission to the European
Parliament, the Council, the European Economic and Social
Committee and the Committee of the Regions: A European Agenda on Migration. Brussels: European Commission 13.5.2015 COM[2015] 240 final. https://ec.europa.eu/
home-affairs/what-we-do/policies/european-agenda-migration_en. Accessed 13 November 2017.
den Hertog L. EU Budgetary Responses to the ‘Refugee
Crisis’. CEPS Paper in Liberty and Security in Europe No.
93, 19 May 2016. www.ceps.eu/publications/eu-budgetary-responses-%E2%80%98refugee-crisis%E2%80%99-reconfiguring-funding-landscape. Accessed 13 November
2017.
EU budget for the refugee crisis. Brussels, European
Commission 10 February 2016. https://ec.europa.eu/
home-affairs/sites/homeaffairs/files/what-we-do/policies/
european-agenda-migration/background-information/
docs/eu_budget_for_the_refugee_crisis_20160210_
en.pdf. Accessed 13 November 2017.
Divert 10% of EU funds to deal with refugee crisis, says
Germany. The Guardian 24 May 2016. www.theguardian.
com/global-development/2016/may/24/divert-10-of-eufunds-refugee-crisis-germany-gerd-muller. Accessed 13
November 2017.

162.

163.

164.

165.

166.

Kroet C. Matteo Renzi pledges to veto EU budget over
refugee crisis. Politico 26 October 2016. www.politico.
eu/article/italy-matteo-renzi-pledges-to-veto-eu-budgetover-refugee-crisis/
Aries Q. Italy blocks EU budget rules revision. Politico 13
December 2016. www.politico.eu/article/italy-blocks-eubudget-rules-revision-migration-refugees-europe-crisis/.
Accessed 13 November 2017.

167.

EU budget for the refugee crisis and improving migration management. European Commission 2017. http://
ec.europa.eu/budget/library/biblio/documents/2017/
budget-refugee-crisis-improving-migration-management_
en.pdf. Accessed 13 November 2017.
168.

European Commission. Lives in dignity: from aid-dependence to self-reliance. Forced displacement and development. Communication from the Commission to the
European Parliament, the Council, the European Economic
and Social Committee and the Committee of the Regions.
Brussels: European Commission document COM[2016]
234 final, 26 April 2016. http://ec.europa.eu/echo/files/
policies/refugees-idp/Communication_Forced_Displacement_Development_2016.pdf. Accessed 13 November
2017.
Jacobsen H. EU silent over impact of refugees on national budgets. EURACTIV 5 February 2016. www.euractiv.
com/section/euro-finance/news/eu-silent-over-impact-ofrefugees-on-national-budgets/. Accessed 13 November
2017.
Making the link: migration, refugees and health needs.
EuroHealthNet Policy Precis 2016. http://eurohealthnet.eu/sites/eurohealthnet.eu/files/publications/PP_
Migration_and_Health%20-%20Final.pdf. Accessed 13
November 2017.
Roberts B, Murphy A, McKee M. Europe’s collective failure
to address the refugee crisis. Public Health Rev. 2016;37:1.
doi:10.1186/s40985-016-0015-6.
De Vito E, de Waure C, Specchia ML, Parente P, Azzolini E.
Are undocumented migrants’ entitlements and barriers
to healthcare a public health challenge for the European
Union? Public Health Rev. 2016:7:13, doi:10.1186/s40985016-0026-3.
De Vito E, de Waure C, Specchia ML, Ricciardi W. Public
health aspects of migrant health: a review of the
evidence on health status for undocumented migrants
in the European Region. Copenhagen: WHO Regional Office for Europe; 2015 [Health Evidence Network
synthesis report 42]. www.euro.who.int/en/data-andevidence/evidence-informed-policy-making/publications/evidence-reports/evidence-reports. Accessed 13
November 2017.
Improving the Responses to the Migration and Refugee
Crisis in Europe. Vision Europe Summit 21-22 November
2016. Brussels: Breugel 2017. http://bruegel.org/
wp-content/uploads/2017/02/VisionEurope–PolicyPapersweb.pdf. Accessed 13 November 2017.

79

169.

170.

171.

172.

173.

174.

Hunter P. The refugee crisis challenges national health
care systems. EMBO Reports. Published online 10 March
2016, doi:10.15252/embr.201642171.
European health decision-makers meet for high-level
discussion on refugee and migrant health. Copenhagen: WHO-EURO Press Release 23 November 2015.
www.euro.who.int/en/media-centre/sections/press-releases/2015/11/european-health-decision-makers-meetfor-high-level-discussion-on-refugee-and-migrant-health.
Accessed 13 November 2017.
Stepping up action on refugee and migrant health:
towards a WHO European framework for collaborative
action. Outcome document of the High-level meeting
on refugee and migrant health. 23–24 November 2015,
Rome, Italy. Copenhagen: WHO-EURO 2015. www.euro.
who.int/__data/assets/pdf_file/0008/298196/Steppingup-action-on-refugee-migrant-health.pdf. Accessed 13
November 2017.
Strategy and action plan for refugee and migrant
health in the WHO European Region. Paper submitted
to the 66th Session of the WHO Regional Committee
for Europe, 12-15 September 2016. Copenhagen:
WHO-EURO 2016. www.euro.who.int/_ _data/assets/
pdf_file/0004/314725/66wd08e_MigrantHealthStrategyActionPlan_160424.pdf. Accessed 13 November 2017.
Strategy and action plan for refugee and migrant health
in the WHO European Region. Resolution for adoption
at the 66th Session of the WHO Regional Committee for
Europe, 12-15 September 2016. Copenhagen: WHO-EURO
13 September 2016, document EUR/RC66/R6. www.euro.
who.int/__data/assets/pdf_file/0018/319113/66rs06e_
MigrantHealth_160765.pdf. Accessed 13 November 2017.
Report of the 66th Session of the Regional Committee
for Europe. Copenhagen: WHO-EURO 2016, p. 27-29.
www.euro.who.int/en/about-us/governance/regional-committee-for-europe/past-sessions/66th-session/
documentation/report-of-the-66th-session-of-the-whoregional-committee-for-europe. Accessed 13 November
2017.

175.

176.

177.

178.

179.

180.

181.

182.

183.

184.

Dearden L. Germany spent more than €20bn on refugees
in 2016 as crisis outstrips state budgets. The Independent
10 March 2017. www.independent.co.uk/news/world/
europe/germany-refugees-spend-20-billion-euros-2016angela-merkel-crisis-budgets-middle-east-north-africa-a7623466.html. Accessed 13 November 2017.
Unprecedented German Contribution To WFP Brings
Hope To Millions In Syria Crisis. World Food Programme
News Release 4 February 2016. www.wfp.org/news/
news- release/unprecedented - german - contribu tion-wfp-brings-hope-millions-syria-crisis. Accessed 13
November 2017.
Development aid rises again in 2016. Paris: OECD11
April 2017. www.oecd.org/dac/financing-sustainable-development/development-finance-data/ODA-2016-detailed-summary.pdf. Accessed 13 November 2017.
Germany donor profile. Donor Tracker, April 2017. https://
donortracker.org/country/germany
G20 Leaders’ Declaration: Shaping an interconnected world. Hamburg: G20 7-8 July 2017. http://europa.
eu/rapid/press-release_STATEMENT-17-1960_en.htm.
Accessed 13 November 2017.
Berlin Declaration of the G20 Health Ministers: Together
Today for a Healthy Tomorrow. Hamburg: G20 19-20 May
2017. www.bundesgesundheitsministerium.de/fileadmin/Dateien/3_Downloads/G/G20-Gesundheitsministertreffen/G20_Health_Ministers_Declaration_engl.pdf.
Accessed 13 November 2017.
Germany and health. The Lancet, published 3 July 2017.
www.thelancet.com/series/germany
Health care in Germany: The German health care system.
PubMedHealth online 6 May 2015. www.ncbi.nlm.nih.gov/
pubmedhealth/PMH0078019/. Accessed 13 November
2017.
Katz B. Noring L, Garrelts N. Cities and Refugees – The
German Experience. Brookings Institute Discussion Paper,
September 2016. www.brookings.edu/research/citiesand-refugees-the-german-experience/
Iran Factsheet. Geneva: UNHCR, May 2016. http://reporting.unhcr.org/sites/default/files/UNHCR%20Iran%20Factsheet%20-%20MAY16.pdf. Accessed 13 November 2017.

80

185.

186.

187.

188.

189.

190.

191.

192.

193.

Solutions strategy for Afghan refugees to support voluntary
repatriation, sustainable reintegration and assistance
to host countries: Islamic Republic of Iran. Portfolio
of Projects 2015-2016. Geneva: UNHCR, June 2015.
www.unhcr.org/539ab62a9.pdf. Accessed 13 November
2017.
UNHCR Regional Plan: Building resilience and solutions
for Afghan refugees in South-West Asia, 1 July 2016 – 31
December 2017. Geneva: UNHCR 2016. http://reporting.
unhcr.org/sites/default/files/UNHCR%20Regional%20
Plan%20-%20Building%20resilience%20%26%20solutions%20Afghan%20refugees%20in%20SWA%201JUL1631DEC17.pdf. Accessed 13 November 2017.
Vahiddastjerdy M, Changizi N, Habibollahi A, Janani L,
Farahani Z, Babaee F. Maternal mortality ratio and causes
of death in IRI between 2009 and 2012. J. Family Reprod
Health 2016;10[3]:154–162. www.ncbi.nlm.nih.gov/pmc/
articles/PMC5241360/. Accessed 13 November 2017.
Solutions Strategy for Afghan Refugees. Progress Report
2014. UNHCR 2014. www.unhcr.org/afr/562a44639.pdf.
Accessed 13 November 2017.
Dr. Leila Joudane, UNFPA Representative in the Islamic
Republic of Iran visits Shahid Akbar Abadi hospital in South
Tehran on 14 February 2017. UNFPA Iran 16 February 2017.
http://avadiplomatic.com/en/archive/10765. Accessed 13
November 2017.
Mehrdad R. Health system in Iran. J Med Assoc
Jap. 20 0 9;2[1]:69 –73. w w w.me d.o r.jp/en glish/
pdf/2009_01/069_073.pdf. Accessed 13 November 2017.
Mousavi SM, Sadeghifar J. Universal health coverage
in Iran. The Lancet Global Health 2016;4[5]:e305-e306.
http://thelancet.com/journals/langlo/article/PIIS2214109X[16]00068-1/fulltext. Accessed 13 November 2017.
Moradi-Lakeh M, Vosoogh-Moghaddam A. Health
Sector Evolution Plan in Iran; Equity and sustainability
concerns. Int J Health Policy Manag. 2015;4[10]:637–640.
doi:10.15171/ijhpm.2015.160.
Health: Health Insurance for Refugees. Geneva: UNHCR
24 July 2014. http://unhcr.org.ir/en/menu/96/Health.
Accessed 13 November 2017.

194.

195.

196.

197.

198.

199.

200.

201.

Jalali S. For refugees in Iran, health plan brings care and
comfort. Geneva: UNHCR 17 December 2015. www.unhcr.
org/afr/news/latest/2015/12/567291ae6/refugees-iranhealth-plan-brings-care-comfort.html. Accessed 13
November 2017.
Italy Sea Arrivals Dashboard – July 2017. Geneva:
UNHCR 2017. https://data2.unhcr.org/en/documents/
details/58706. Accessed 13 November 2017.
Commission staff working document SWD[2016]: Country
Report Italy 2016. Brussels: European Commission
26.2.2016, p 41. https://ec.europa.eu/info/sites/info/
files/2017-european-semester-country-report-italy-en.
pdf. Accessed 13 November 2017.
Constitution of the Italian Republic. Rome: Archives
and Publications Office of the Senate Service for Official
Reports and Communication, Senate of the Republic of
Italy 2017, Article 32. www.senato.it/documenti/repository/istituzione/costituzione_inglese.pdf. Accessed 13
November 2017.
Italian Society of Migration Medicine [SIMM].
www.simmweb.it. Accessed 13 November 2017.
Testo unico sull’immigrazione. Decreto legislativo, testo
coordinato, 25/07/1998 n° 286. Gazzetta Ufficiale. 191, 18
August 1998 - Supplemento Ordinario 139. www.camera.it/
parlam/leggi/deleghe/98286dl.htm. Accessed 13 November
2017.
Association for Juridical Studies on Immigration.
Healthcare: Italy. Asylum Information Database 2017.
www.asylumineurope.org/reports/country/italy/reception-conditions/health-care#footnoteref11_gmmhifp.
Accessed 13 November 2017.
Guidelines for the planning of care and rehabilitation
interventions and for the treatment of psychological
disorders of refugee and subsidiary protection status
holders that have suffered torture, rape or other forms
of psychological, physical or sexual violence. Rome: Ministerial Decree, 24 April 2017, no. 95. www.nonprofitonline.
it/docs/normative/6428.pdf. Accessed 13 November 2017.

81

202.

203.

204.

205.

206.

207.

208.

209.

210.

Resolutions and decisions of the World Health Assembly,
Geneva, 19–24 May 2008. Geneva: World Health Organization 2008, WHA61/2008/REC/1, p23-25. http://apps.
who.int/gb/ebwha/pdf_files/WHA61-REC1/A61_REC1-en.
pdf. Accessed 13 November 2017.
Piccoli L. Italy: Tuscany and Lombardy. Left out by the State,
taken in by the Region? Explaining the regional variation
of healthcare rights for undocumented migrants in Italy,
Spain, and Switzerland. National Centre of Competence
in Research for Migration and Mobility Studies, Working
Paper no.10, November 2016, p.14-17. http://nccr-onthemove.ch/wp_live14/wp-content/uploads/2017/01/
nccrotm-WP10-Piccoli-Healthcare-Rights.pdf. Accessed
13 November 2017.
Aborto, inviata la relazione annuale al parlamento sullo
stato di attuazione della legge 194/78. Rome: Ministry
of Health 2 November 2015. www.salute.gov.it/portale/
news/p3_2_1_1_1.jsp?lingua=italiano&menu=notizie&p=dalministero&id=2306. Accessed 13 November 2017.

211.

212.

213.

214.

Giraudo M, Bena A, Costa G. Migrant workers in Italy:
an analysis of injury risk taking into account occupational characteristics and job tenure. BMC Public Health
2017;17:351, doi.:10.1186/s12889-017-4240-9.
ICD-10 Version:2016. Geneva: WHO 2016. http://apps.who.
int/classifications/icd10/browse/2016/en

215.

Meny-Gibert S, Chiumia S. Where do South Africa’s international migrants come from? Africa Check: Factsheet 16
August 2016. https://africacheck.org/factsheets/geography-migration/. Accessed 13 November 2017.
Chiumia S. How many international migrants are there in
SA? Africa Check: Factsheet 14 August 2016. https://africacheck.org/factsheets/data-migrants-numbers/. Accessed
13 November 2017.
Stupart R. Is South Africa home to more than a million
asylum seekers? The numbers don’t add up. Africa
Check 15 August 2016. https://africacheck.org/reports/
south-africa-home-million-refugees-numbers-dont-add/.
Accessed 13 November 2017.
Collins F. South Africa’s asylum seeker figures questioned.
TimesLive 20 June 2017. www.timeslive.co.za/news/201706-20-south-africas-asylum-seeker-figures-questioned/.
Accessed 13 November 2017.

216.

Landau LB, [ed]. Exorcising the Demons Within: Xenophobia, Violence and Statecraft in Contemporary South
Africa. United Nations University Press, April 2012. https://
unu.edu/publications/books/excorcising-the-demons-within-xenophobia-violence-and-statecraft-in-contemporary-south-africa.html#overview. Accessed 13 November
2017.
Xenakis JJ. Xenophobic violence against migrants returns
to South Africa. Breibart 27 February 2017. www.breitbart.com/national-security/2017/02/27/27-feb-17-worldview-xenophobic-violence-migrants-returns-south-africa/.
Accessed 13 November 2017.
Misago JP, Freemantle I, Landau LB. Protection from
Xenophobia: An Evaluation of UNHCR’s Regional Office
for Southern Africa’s Xenophobia Related Programmes.
Geneva: UNHCR 2015. www.unhcr.org/55cb153f9.pdf.
Accessed 13 November 2017.
Misago JP. Responding to Xenophobic Violence in
Post-Apartheid South Africa: Barking Up the Wrong Tree?
African Human Mobility Rev. 2016;2[2]:443-467. https://
sihma.org.za/wp-content/uploads/2016/09/AHMR-Vol2-No-2-May-August-2016-2.pdf. Accessed 13 November
2017.
Maina G, Mathonsi N, William G, McConnell C. It’s not just
Xenophobia. Factors that lead to violent attacks on foreigners in South Africa and the role of the government. Mt
Edgecombe: Africa Centre for the Constructive Resolution
of Disputes 29 Mar 2011. www.accord.org.za/publication/
its-not-just-xenophobia/. Accessed 13 November 2017.
Misago JP, Landau LB, Monson T. Towards tolerance, law,
and dignity: addressing violence against foreign nationals in South Africa. Arcadia: International Organization
for Migration, Regional Office for Southern Africa 2009.
https://southafrica.iom.int/system/files/drupal-private/
Addressing_Violence_against_Foreign_Nationals_IOM.
pdf. Accessed 13 November 2017.

82

217.

218.

219.

220.

221.

222.

223.

Abdool Karim, SS, Churchyard GJ, Abdool Karim, Q. Lawn
SD. HIV infection and tuberculosis in South Africa: an
urgent need to escalate the public health response. Lancet
2009; published online August 25. doi:10.1016/S01406736[09]60916-8.
No healing here. Violence, discrimination and barriers
to health for migrants in South Africa. Human Rights
Watch 2009. www.hrw.org/report/2009/12/07/no-healing-here/violence-discrimination-and-barriers-health-migrants-south-africa. Accessed 13 November 2017.

224.

225.

Crush J, Tawodzera G. Medical Xenophobia and Zimbabwean
Migrant access to public health services in South Africa. J.
Ethnic and Migration Studies 2014;40[4]:655-670, doi:10.
1080/1369183X.2013.830504.
Hunter-Adams J, Rother H.-A. A Qualitative study of
language barriers between South African health care
providers and cross-border migrants. BMC Health Services
Research 2017, 17:97, doi.10.1186/s12913-017-2042-5..
Mazars C, Matsuyama R, Vearey J. The well-being of
economic migrants in South Africa: health, gender and
development. Working paper for the World Migration
Report 2013. Geneva: International Organization for
Migration 2013. www.iom.int/files/live/sites/iom/files/
What-We-Do/wmr2013/en/Working-Paper_SouthAfrica.
pdf. Accessed 13 November 2017.
Towards improving forced migrant access to health and
psychosocial rights in urban South Africa – a focus on
Johannesburg. Migration Issue Brief #8. African Centre
for Migration & Society, November 2011. www.csvr.org.
za/images/brief_8_migration.pdf. Accessed 13 November
2017.
Ripe with Abuse. Human rights conditions in South Africa’s
fruit and wine industries. Human Rights Watch 23 August
2011. www.hrw.org/report/2011/08/23/ripe-abuse/
human-rights-conditions-south-africas-fruit-and-wineindustries. Accessed 13 November 2017.

226.

227.

228.

229.

230.

231.

Visser M. Ferrer S, Farm Workers’ Living and Working
Conditions in South Africa: key trends, emergent issues,
and underlying and structural problems. Report to the
Pretoria Office of the International Labour Organization,
February 2015. www.ilo.org/wcmsp5/groups/public/--africa/documents/publication/wcms_385959.pdf.
Accessed 13 November 2017.
Jalal N, Kruger J, Mathole T, Zarowsky C. Agricultural
migrant workers navigating the Western Cape health
system: From Access to Continuity of Care in settings with
histories of anti-migrant violence in South Africa. Fourth
Global Symposium on Health Systems Research, Vancouver, BC, 14-18 November 2016. http://epostersonline.com/
gshr2016/node/3377. Accessed 13 November 2017.
Global Trends: Forced Displacement in 2015. Geneva:
UNHCR 2016, p.14. www.unhcr.org/576408cd7.pdf.
Accessed 13 November 2017.
Turkey: Refugee Crisis. European Commission ECHO Factsheet July 2017. http://ec.europa.eu/echo/files/aid/countries/factsheets/turkey_syrian_crisis_en.pdf. Accessed
13 November 2017.
Global Humanitarian Assistance Report. Bristol: Development Initiatives 2017, p. 46, fig. 3.2. http://devinit.org/
wp-content/uploads/2017/06/GHA-Report-2017-Full-report.pdf. Accessed 13 November 2017.
Refugee Rights Turkey. Types of accommodation: Turkey.
Asylum Information Database 2017. www.asylumineurope.org/reports/country/turkey/types-accommodation.
Accessed 13 November 2017.
Dinçer OB, Federici V, Ferris E, Karaca S, Kirişci K, Çarmıklı
EÖ. Turkey and Syrian refugees: the limits of hospitality.
Washington DC: Brookings Institution, November 2013.
www.brookings.edu/wp-content/uploads/2016/06/
Turkey-and-Syrian-Refugees_The-Limits-of-Hospitality-2014.pdf. Accessed 13 November 2017.
Kirişci K. Syrian refugees and Turkey’s challenges: going
beyond hospitality. Washington DC: Brookings Institution, May 2014. www.brookings.edu/wp-content/
uploads/2016/06/Syrian-Refugees-and-Turkeys-Challenges-May-14-2014.pdf. Accessed 13 November 2017.

83

232.

233.

234.

235.

236.

237.

238.

239.

240.

Refugee Law and Policy: Turkey. US Library of Congress,
21 June 2016. www.loc.gov/law/help/refugee-law/turkey.
php. Accessed 13 November 2017.
Mehmet D, Hayati D. Refugees of the Syrian civil war:
Impact on reemerging infections, health services, and
biosecurity in Turkey. Health Security 2016;14[4]:220-225,
doi:10.1089/hs.2016.0054.
Canada: A History of Refuge. Ottawa: Government of
Canada 26 May 2017. www.cic.gc.ca/english/refugees/
timeline.asp. Accessed 13 November 2017.
Canada opens Montreal Olympic Stadium for migrants
from US. BBC News 3 August 2017. www.bbc.co.uk/news/
world-us-canada-40806862. Accessed 13 November 2017.

241.

242.

243.

244.

Canada’s health care system. Ottawa: Government of
Canada 22 August 2016. www.canada.ca/en/health-canada/services/canada-health-care-system.html#a22.
Accessed 13 November 2017.
Nanhou V, Bernèche F. L’état de santé des immigrants du
Québec a-t-il changé au cours des années 2000 par rapport
à celui des Canadiens de naissance? Une vue d’ensemble à
partir d’indicateurs-clés. ZOOM Santé, April 2014, No. 42.
www.stat.gouv.qc.ca/statistiques/sante/bulletins/zoomsante-201404-42.pdf. Accessed 13 November 2017.
Ridde V. Health and access to care of uninsured migrants
in Montreal. University of Montreal, Equité Santé, 5
July 2014. www.equitesante.org/uninsured-migrants-inmontreal-health-access-to-care/. Accessed 13 November
2017.
Migrant health. Migrant Health subgroup of the Campbell
and Cochrane Equity Methods Group, 2017. http://
methods.cochrane.org/equity/migrant-health. Accessed
13 November 2017.
Forced migrant health: priorities for health research. A
report of a roundtable meeting held by the Academy of
Medical Sciences on 15 June 2016. London: Academy of
Medical Sciences 2016. https://acmedsci.ac.uk/file-download/41617-58380e78803c7.pdf. Accessed 13 November
2017.

245.

246.

247.

248.

Mansell CM. Camp code: How to navigate a refugee settlement. Places J. April 2016. https://placesjournal.org/
article/camp-code/. Accessed 13 November 2017.
Abbott A. The mental-health crisis among migrants.
Nature News 10 October 2016. www.nature.com/news/
the-mental-health-crisis-among-migrants-1.20767.
Accessed 13 November 2017.
Spallek J, Zeeb H, Razum O, [eds]. Life course epidemiology:
A conceptual model for the study of migration and health.
Migration and Health: A Research Methods Handbook
2014. www.jstor.org/stable/10.1525/j.ctt7zw2z4. Accessed
13 November 2017.
2nd Global Consultation on Migrant Health: Resetting
the Agenda. Jointly Organized by IOM, WHO and the
Government of the Democratic Socialist Republic of Sri
Lanka, 21-23 February 2017, Colombo, Sri Lanka. Geneva:
IOM 2017. www.iom.int/migration-health/second-global-consultation. Accessed 13 November 2017.
Europe’s refugee crisis: An agenda for action. Human
Rights Watch 16 November 2015. www.hrw.org/
report/2015/11/16/europes-refugee-crisis/agenda-action.
Accessed 13 November 2017.
Crawford V. 10 ways countries can help refugees integrate.
World Economic Forum 27 May2016. www.weforum.org/
agenda/2016/05/10-ways-countries-can-help-refugeesintegrate/. Accessed 13 November 2017.
Khan MS, Osei-Kofi A, Omar A, Kirkbride H, Kessel A,
Abbara A, Heymann D, Zumla A, Dar O. Pathogens, prejudice, and politics: the role of the global health community
in the European refugee crisis. Lancet Infect Dis. published
online June 17, 2016, doi:10.1016/ S1473-3099[16]30134-7.
Mission. The M8 Alliance. www.worldhealthsummit.org/
m8-alliance/mission.html. Accessed 13 November 2017

84

Notes:

85

86

Centre Virchow-Villermé
for Public Health Paris-Berlin
Germany

Charité - Universitätsmedizin
Berlin Charitépatz 1
10117 Berlin

France
Hôtel Dieu AP - HP
1, Place du Parvis Notre-Dame
75004 Paris

contact@virchowvillerme.eu | www.virchowvillerme.eu

Migrants’ and refugees’ health:
Towards an agenda of solutions

Stephen A. Matlin, Anneliese Depoux, Stefanie Schütte, Antoine Flahault and Luciano Saso

M8 Alliance expert meeting, 23-24 June 2017,
Sapienza University of Rome

