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Glossary and acronyms

(To be seen inonjunctionwith other WP PFAs.)

Glossary

Downstream Refers to proximal causes of illness. Also usedhterventions at the level

of health service provision, and/or local and incidental interventions (see

also Upstream).

Health inequalities These can be of two types, concerning (a) health status or (b) the

or inequities provision of health services andher forms of health protection.

Health services Health care (treatment of all kinds including palliative care) as well as
preventive activities carried out by health care service providers, such as
vaccinations, cheelyps, health education antealth literacy, registration

and monitoring of (patient) data.

Healthpromotion Activitiesempowering peopléo make healthy choice3hese activitiesnay

or may not fall within the realm of the health sector

Health protection Health services are a foraf health protection, but the concept also extends
to populationwide public health activities such as monitoring of population
health, screening programmes, research, and other preventive measures
not carried out by health services. Because reductiohedlth risks often
requires taking measures outside the health system, intersectoral action

using the HIAP principle is usuallgeded
Health in All Policies Intersectoral action to tackle social detemants of health
Inequality A difference, regardlessf how it is caused.

Inequity An unfair and avoidable difference. It is often unclear to what extent
differences in health status should be regarded as inequities, but differences
Ay &aSNBAOS LINRPGA&AAZ2Y NB Ftyvyzad gl

Mediator (Statistics) A factor or process that lies on the causal path between two variables.

Migrant 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
NEaAaARSYyOSs NB3IFINRfSaa 2F om0 (KS LIS
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Moderator

Upstream

Acronyms

CoE
CSO
EC
EEA
EU
HIAP
IOM
IGO
NGO
PFA
SDH
SEP
TCN

WHO
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movement is voluntary or involuntayy3) what the causes for the movement

are; or (4) what the length of the stay is.

Guidelines publisheth 1998 by UNDESAefine a migrant a smeone who

changes their country of residence for longer than 3 months, for whatever
reason. An actual or inteled stay of a1 Y2y (i K& SN Ya @ AN /
MH Y2Y(iKa 20NBBWOWI Aa Wiz2y3

(Statistics) A variable that can alter the strength or direction (positive or
negative) of the link between two variables. Sometimes referred to as an
WS T FRRONT AYSNR @

Refers to distal influences on health. Also used for health interventions going
beyond health services and/or embedded in broad, structural and sustainable

policies.

Council of Europe

Civil society organisation

European Commission

European Economic Area

European Union

Health in All Policies

International Organization for Migration
International Governmental Organization
Non-governmental organisation

Policy Framework for Action

Social Determinants of Health
Socioeconomic position

Third-country national

World Health Organization
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Executive Summary
This Policy Framework for Action (PEeXplores opportunities in the context of Joint Action on

Health Equity EuropdJAHEEWork Package 7 (Migration Health), for actions tackling health
inequalities that affect migrants. The scope of this PFA is that it will be the overall guiding document
for the implementation of WP7 and in particular provides the rationale and the badisd Country
Assessmentt LU o0S3IAya gAGK I NBGASE 2F GKS wadlras
that have been identified and the interventions that have been proposed to reduce tkhem.

further introduction to the project designfd AHEE seeppendix1.

WP7 has the advantage that although the systematic implementation of policies on migrant health
has lagged behind, a great deal of experience has been gained since the early years of this century
with research and practical interméons in this area. This experience has been crystallised in what
willbed f f SR GKS Ww2l RZal LI& SN ISRS 2RAEVYER TG Q L2 A
international governmental organisations since 2007. It is therefore unnecessary to carrmewt a

review of problems and proposed solutions for the purposes of JAHEEROETEMap addresses
020K WR2gYya0GUNBFIYQ YR WdzZLJAGNBIYQ A&daadzsSasz It dK
the former type, focusing on health services rather than satgsérminants. A brief overview of

problems and recommended solutions is given in Table 1.

'y AYLRNIOIFIYG AadaadzsS O2yOSNYyAy3aI (GKS &a20AFft RSOSI
of socioeconomic position (SEP). One influential school afZBd & NJX I NRa RA FTFSNEB
state of health as primarily a reflection of the fact that their SEP is often lower than that of nationals.
This would imply that separate interventions aimed at migrants are superfluous, or at any rate have
much lesgriority than actions to reduce inequalities linked to SHms PFA argues that although

{9t Aa AYLRNIFIYy(d FT2N dzyRSNBROGFIYRAY3a Ylye 2F Gl
state of health, migrant status remains an important health determinanits own right. Some
differences are not related to SEP, while being a migrant both influences SEP and moderates its

effects on health.

The next section deals with the Country Assessments (based on available data) that need to be
carried out to identifythe best opportunities (entry points) for tackling health inequalities affecting

migrants in the 13 countries participating in WP7. Here too, a substantial body of recent work has
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already addressed this issue, in the form of the 2015 MIPEX (MigrantdtitegPolicy Index) Health

strand. This instrument was developed to benchmark progress on implementing a key document in
GKS w2l R al LJX (KS /Recdmh@idation? dn motdityPrigid@a and atoess

to health caré MIPEX collects data o2hi K WR2 gy aid NBI YQ | yR WdzLJA (G NS |
the Road Map) aying more attention to the forrr kind. MIPEX data exist for all 13 countries
participating in WP7, but they may need to be updated and supplemented by more detailed and

wide-readiing information, and some countries may need sutalysis.

The last section concerns the selection, out of all possible actions, of the ones most suitable for
implementation in JAHEE. It first reviews the criteria for making this selection and prooeed&e
suggestions, using data from MIPEX, regarding the most suitable and promising areas of
intervention. Finally, the opportunities for collaboration between WP7 and other Work Packages

are examined.
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1. Sate of the Art: What is known about healtinequities linked to migration

and measures to tackle them?
During the 20th century researchers and poliogkers in Europe paid only sporadic attention to

the health of migrants, but in the present century, as this figure shows, the topic has steaddyg gai

more prominence.

2000 —— Research articles
~ Reviews

1800

1600

Number of documents
8
1

) ) 5
S %% %% % % 5 0 e T

7 %
year
Figure 1. Increase since 2000 in research articles and reviews on migranttealth.

LYAGALrffe GKS F20dza 2F (GKA& ¢2N] sl a ltyvyzad S
of health services to migrants. The two maisuies problematized were access to care and quality
2F OFNB® wSO2YYSYRSR AYyUSNBSylGAz2ya owaz22R LN

improving entitlements

reducing norfinancial barriers to accessing services

improving the quality of caré WNB a LI2 Yy aA 8Sy Saa Qo

providing information, health education and health promotion for migrants

education and training for (frorine) health workers

ALISOALE TOGGSYGAz2y F2N) Ww@dzE ySNI 6t S INRAzZLIA QO

Ly (GKS LINBaSyid OSyiddzaNE3I GKS asibgdnmndi&asinglp @alisedk W d:
Treating migrants when they become ill is a very limited approach to protecting their health: in Sir
aAOKF St alNX¥2iQa ¢2NRAX agKe (GNBFG LIS2LIXS (KS
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& A OJAKeédy in the 20thcentury, some researchers had started investigating the social
RSUSNNYAYLFYy(la 2 FUpstréam Mieaguies © takl® thésé Heterminants have been
prioritised by global and regional governmental organisations (IGOs) from 2007 onwards, though
national governments have been slow to adopt them. Some, indeed, still adopt no measures at all

in relation to migrant health.

LDha &dzOK & 21 hx Lha YR /29 KI@S tAGGES 2N
policies, while the principle of sgidiarity limits the competence of the EC to certain public health
issues. All these organizations have therefore concentrated on providing technical guidance or
recommendations (s® | f f SR Waz2FiQ LI2tAOe AyadNHzYSydanao d |
AaadzsSa O2yOSNYyAy3I YAINryGaQ KSHEGK YR GKS YS
by IGOs from 2007 onwards. Tweittyo of these, from 2007 t@018, are included in Appendix 2

they include declarations, resolutions, standards, conferemoaclusions, action plans and

frameworks for action.

The reason why such initiatives are mainly taken by IGOs is that at national level, migrants have very
little political power. Their voting rights are limited and they usually form only a small myradrit

the population. The motivation of IGOs is twofold: to defend human rights (which for many of them

is a core function) and to further development, to which they regard migration as making a positive
contribution. At national level, NGOs may make subs#h contributions to aiding migrants,

collecting data and advocating for them.

There is a high level of consistenegang the documents in Appendix Pogether they can be seen

Fa | aAy3atsS WwWw2l R al LI SI OK O2 ydibdhre. dheingiy 0 dz
documents were based on extensive reviews of research evidence, as well as consultations seeking
the views of various stakeholders. For the purposes of JAHEE, therefore, there is no need to reinvent
the wheel by undertaking a new literate review and synthesis of the state of the art: we can stand

on the shoulders of those who have already done so. (Nevertheless, after selecting a particular type
of action for implementation, it may be necessary to collect more detailed and specifiddahgsv

about it.)
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The main recommendations to be found in the Road Map are summarised below in Table 1.
wSO2YYSYRIGA2Y&a MZ H YR o O2yOSNY dzZLJAGNBIFY Y
Road Map departs from received wisdom prior to 2007ichtwas almost entirely concerned with

health services. This shift reflects the broader changes in thinking about health policy that have been
promoted by WHO. In addition, since 2007 importance has increasingly been attached to
coordinated, structural, sstainable and evidenebased measures, rather than the ad hoc efforts

that had traditionally charactesed the field of migrant health. shd (22 Aa NB3IF NRSR
dzLJa G NB I YQ©o

Some recent documents recognise that migration does not always &iéatth negatively, and that
YAINI GA2Y R2Sa y20 YI1S I LISNBER2Y W@dzZ ySNIo6f SQ
6y20 G2 0SS 02y FdzaSR 4AGK WAYISNESOG2NIf QU Aa
migrant status but also ongtinteractions with other variables. Recognising the enormous diversity
FY2y3 YAINIyda Ay (GKAa gl & YIF1Sa AG LkRaaAroftsS
and most in need of supportive policies. Instead of recycling static notions aboutswdras not

vulnerable, the selection of groups should be evidehased.
The same applies to the selection of certain health conditions for special attention; this should not

be based on stereotypical notions about health problems thought to charaetegfugees and

other migrant groups, but on the problems that are actually found.

10
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1. Data and Research
Improve data-collection and research on migrants’ health, including health status,
health services and background information on the migrant population and its
situation in the receiving society.

2. Governance

Strengthen theleadership of efforts to improve health protection for migrants in each
country; ensure coordination between stakeholders (including NGOs and CSOs), as
well as regional and international collaboration. Raise the awareness of
policymakers, managers and professional bodies concerning migrant health. Promote
the involvem ent of migrants in all activities concerned with protection of their health.
Encourage community involvements and multilevel initiatives (top-down™ and
“bottom-up’ at the same time).

3. Intersectoral action on SDH
Apply an intersectoral, “whole-of-government’ approach to protecting migrants’

health, including health impact anal vses of policies outside the health sector.

4. Access to health services
Facilitate migrants” access to health services by improving entitlements and tackling
both supply-side and demand-side access barriers. These include both internal and
external factors to the person seeking help. For example; through better information
for migrants about their entitlements, the health system and how to use it; removal of
practical and linguistic barriers to access; and ensuring that migrants need not fear
being reported to immigration anthorities by health services).

Lh

Quality of services

Improve the appropriateness, acceptability and effectiveness of health services for
migrants by adapting treatments and service delivery to their needs, paying particular
attention to language or communication barriers and “cultural competence’ or
“diversity sensitivity’. Target preventive activities where necessary to ensure that
they reach, and are effectivefor, all migrants. Ensure migrant participation at service
provider level.

6. Attention for ‘vulnerable groups’
The term “vulnerable’ can refer either to properties of individuals or of the sitnation
they are in. In the ‘road map’ these two meanings are seldom distinguished. It is
recommended to pay special attention to (in particular) women, children, migrants
with disabilities and victims of trafficking. In addition, special attention is often
recommended for certain health conditions (such as infections and non-
communi cable diseases or mental health problems).

Table 1. Summary of main recommendais in the Road Map (Appendix) 2
11
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One document in the Road Map that represents the latest state ofativg@articularly well is step
20, the 2017 WHO paper entitle@eyond the Barriers: Framing evidence on health system
strengthening to improve the health of migrants experiencing poverty and social exdlssen

Appendix 2 available ahttps://bit.ly/2Dp6cwB). This paper can be recommended because it does

not assume that all migrants amoor and socially excluded, but instead adopts an intersectional
approach, acknowledging the great diversity within migrant popaiet. It distinguishes between
AYRAGARdzEf |yR &adAbGdzZ GA2Y It @dzZ ySNFroAftAGE | yR
MIPEX Healtstrandfor categorising and benchmarking equitable policies on migrant health (see
Section 4), and shows t\ameasures for increasing health system sensitivity to migrants can overlap
with those that improve inclusiveness towards other grotpd NA &1 BB KA FRND WiiST
a strong humasrights basis and examines issues such as governance, accditytphrticipation

and empowerment, as well the economic and political context of contemporary polatyng.

la. Improvingaccesdo, and quality of, health services

The Road Map pays a great deal of attention to downstream interventions aimed atvimgro

health services, reflecting the fact that most experience has been gained in this area. Many projects
(most of which were supported by DG SANCO in the First and Second Health Progfdrmanes)

been carried out in Europe to identify problems of accass quality in health service delivery to
YAINryGa 6AGSYa n FYR p Ay ¢Fo6fS MO YyR G2
them. Several overviews are availabf®:°¢ KS OdzZNNBy i ySSR Aa y2i0 az
LINF OGAO0SaQ Ia G2 SyadiNB GKFG Sadlof xad& R 2y ¢
WYl AYAGNBFYQ YAINIGAZ2Y Ayd2 KSFHfOK aSNBAOSao®

Evaluation of interventions

At present, both the identificabn of problems in health service delivery and the evaluation of
solutions tend to be based on qualitative rather than quantitative data. Quantitative measures of
health care utilization by migrants are sometimes available, but these are difficult tqreter
because they reflect the combined impact of levels of need, patterns of heat#king behaviour

and barriers to access. Measures of unmet need also contain many methodological weaknesses,
especially in relation to migrant$.Regarding the effectiveness of interventions, there is a general

101 2F ljdd yiAadriAgS addRASad LT Fye SOt dd i
12
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WILIINEOBlatad GA2Yy o0K2g ¢Sttt GKS AYyUSNBSylAzy WYl -
rather than controlled trials to measure the effect that was achieved. All evaluation research,
especially the latter kind, is expensive and difficult to carryproperly, while adequate funding is

seldom available.

It is in any case inherently problematic to calculate the health gain that will result from improving
the accessibility and quality of health services provided to migrants. The gain will depend on how
many migrants there are, the incidence among them of particular kinds of health problems, the
effectiveness of available treatments, and the extent to which the 4ax@nd effectiveness of care

is improved by a given intervention. These are not constdmis,parameters that vary greatly
between countries, migrant populations and health issues. As a result, the health gain from any
particular intervention will be different for each health issue, every time and place, and every

migrant group.

In any casethe argument for equitable health service provision is not primarily based on the health

gain that it can yield, but on considerations of human rights and social justice. Already in 1966,
al NIAYy [dziKSNJ YAy3 RSOf I NB Rjusiick in fiealih 2afe islthie tostii K S
aK201 Ay 3 | YNRevekthélEsdzihe potertial value of policy improvements can sometimes

0S ljdzt YGAFTFASRY F2NJ SEFYLX SsS |y Ay3aSyAazdza & dzF
broadening entitlements to hath care for asylum seekers in Germany actually leads to

demonstrable cost reduction'®.

106 ¢FO1ftAy3a a20AFt RSGSNXYAYyIlIyGa 2F YAINIyGa

Less experience has been gained with measures to tackle upstream health threats to migrants,
because this is elatively new policy focus. In this section we focus on work that can provide useful
SYUNE LRAYyGa F2NILNRBISOGAYT YAINIYGAQ KSIfOKD

Apart from a pioneering article by Bollini and Siem in 198tgst research to identify the links

between migration and SDH is quitecemt, as Castadtla et al. (2015§ point out. Part of the reason

may be the reluctance of many researchers on SDH to regard migration and ethnicity as significant

health determinants in their own right. Such approaches are especially common in Europe: in the

USA, where epidemiologists seenore ready to accept that their society is stratified along ethnic

fAySazx GKS GSNY WKSIfGOK RAALI NRAGASEAQ NBFSNE
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2ySad oLy GKS !'{! YR 'Y GKS @FINAIOofS thhS{iKyA
WYAINI yi adidl §dza €moreaieptdedfdt thé latterSt & G KSNBE A

What factors underlie health risks that may be higher for migrants? As for other populations, the
main one is often their socieconomic position (SEP), which most researcherSDH define in
GSN¥Ya 2F GKS WOIF LI oAfAGEQ | LILINE I OK ageriky defifdd NI & |
Fa GoKFG I LISNER2Y Aa FTNBS (42 R2 YR | OKAS@OS A
Fa AYLRNIIFYGE BHTeugual waypfoperatiddalisingg SEP i® in terms of education

and income (sometimes adding occupation and/or wealth).

An important motive for migrants is the desire to improve their SEP and/or that of their faifies

only in the most basic sense of giiag alive. Many migrants arrive in the receiving country with only
limited skills to offer on the labour market, as well as disadvantages such as poor language
LINEFAOASYOe FyR 101 2F a420Atf ySUg2NlAGHRA QA ¢
For this reason it would be quite misguided to blame their lower average SEP only on the policies of
GKS NBOSAGAYy3 O2dzyiNE® bSOSNIKSESaasz I O2dzyidN
determining whether a migrant is given evargportunity to realise their full potential, or instead

encounters processes of social exclusion and discrimination.

The level of SEP that migrants are able to reach will be strongly influenced by the barriers that are
placed in their way. These barrievary greatly between countries, as well as between types of
migrant (regular migrants, asylum seekers and irregular migrants) and different countries of origin.
MIPEX (the Migrant Integration Policy Index) measures the inclusiveness of national podiés in
RAFFSNEBYUG WwWaidNIyRaQ adzOK I a S RYEQdusioh 2eytiicts the 6 2 dzl
rights, benefits and opportunities available to migrants and thus contributes to locking them into a
disadvantaged social position. They are not sofucWf STi 06 SKAYRQ | a Wi SLJ

ly 200A2dza gl @ (2 AYLINRBOS YAINIryGaQ KSFHfOGK g2
policies, so that they can achieve their highest potential SEP. On arrival, migrants are usually just

as healthy, orevenheathSNE | a y I GA GBS OAGAT Sylbutdieki®e WKSI £
their health tends to deteriorate. However there are several nauances between the healthy

migrant and the sick migrant. Since 2012, the migrant journeys have beemresprecarious and

14
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so upon arrival a large number are not in the best of health. In additiothése coming to

Europe from existing refugee camps or conditi¢gg Syrianstheir medical needs are complex.

Inability to escape from a disadvantaged sociaipon will contribute to this decliné’ Often,

GKSANI 2FFaALINAY3I O0GKS WaSO2yR 3ISYSNIGA2Y QU | f a
The main obstacles to migrant integration lie in other sectors than health itself (in particular

educatian, access to employment and general levels of discrimination and social exclusion). This
leads to the paradoxical conclusion that the main opportunities for improving migrant health may

lie outside the health sector itself, calling instead for intersedioral OG A2y (2 FIF OAf A

integration.

1c. Thecomplex relation between migranstatus, SEP and health

Because low SEP is associated with both migrant statumeareghsecealth threats, it is sometimes
assumed that the health threats migrants aeposed to simply reflect their lower average SEP. The
CSDH report of 2008 made 56 recommendations, but none of them concerned international
migrants. Presumably the authors shared this assumption and felt that measures to help the worst

off would sufficeto reduce the health threats affecting migrants. On this view, discrimination
FIFAyad YAINIyYydGa Aad WAYRANBOGQ NI GKSNI GKIyYy WR
are migrants, but simply because they have lower SEP. We will call4higrant-60 f AappRo@ch

to health inequalities.

This is a complex issue, which JAHEE provides an ideal opportunityussdistthe Road Map
(Appendix® = | f 6 K2dzZ3K 'y dzLJAONBIF YZI AYyGSNARASOG2NI f {
beenrecommended from 2007 onwards, few steps have been taken to implement it. In particular,
KFNRf& Fyeé FdadSydAazy Kra o6SSy LIAR (02 GKS | dZ
protected simply by reducing health disadvantagesgdeople with low &P. Appendix 8hows a
GSNBRAAZ2Y 2F OGKS FFEYAEAFINI WNIXAYo0o26 RAIFINIYQ 27
which appeared in WHO publications in 201@ &917 (listed as steps 7 and @0the Road Map in
Appendix 2. This diagram makes no disttion between direct health threats for migrants and

those that are mediated by SEP. Such a distinction is also very relevant to implementing the SDGs,

but it does not seem to have been discussed in that context.

15
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ImpliOA G f @ 2 NJ SE LAliyARXR GH LSLINR | OIKY A[ENI /Sik £ G K Ay Sljdz £
confounder, producing aiilusory causal link between migrant status and health. When SEP is
controlled for or held constant, the link should disappear. To a certain extent, this is indeedl foun
empirically: but what does it mean? It is a basic statistical principle that a confounder may not lie

on the causal path between two variables. If, as we have claimed, exclusionary processes prevent
migrants from reaching the SEP they are capable ofw8HF® on the causal path between migrant

status and health and cannot therefore be regarded as a confoulfdarthat case, it makes no

aSyasS (2 WLINILAFE AG 2dziQo

Ly LIS NJF SoCIOAf yeR QP YaA2adONEF S/tilie = 6 A (0 K 2 dzli  Igrdirds, theoyiyR 2 F
health inequalities between migrants and nationals would be due to health problems that migrants
brought with them, aquired in host country, or social characteristics such as lack of skills, language
LINE FAOASyO& Iy Rintesvdtidvery tiigh RIPEYsdoled, ch ad Syedéndr Portugal,
migrants should experience few barriers to realising their full potentialtheofact of being a
migrant should have less impact on SEP and therefore on health status. Conversely, iresountri

with very low MIPEX scores such as Turkey, Latvia, Cyprus and Slovakia, migrants will face many

OF NNASNB FyRX Fa | NB a dff fiAy RKGS | H LIKINERGF KONKS | {128 ddzye |
inequalities is thus potentially applicable in all societiest2 yf &8 Kl & STTFSOLVMRQAY
a20AS0ASad [STAratlraAaz2y Ay GKS 9! k99! FAYa 02

countries to that of national citizens, but does not do this for third country nationals (TCNSs) arriving
from outdgde the area. For TCNs facing discriminatory and exclusionary processes, measures to
improve the situation of people with low SEPs would certainly help in the short term, but we suggest

that such measures would be purely ameliorative and would not getéa oot of the problem.

Direct links between migrant status and health status
Above we have argued that links between migrant status and health status may be both direct and
indirect (i.e. mediated through SEP). The direct links are easiendtyse and will therefore be

examined first, using the following path diagram:
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Migrant ——— Moderators F—m™ > Health
status status

Figure 2. Path diagram for direct links between migrant status and health status

The arrow stands for the causal pathway linking migrant status to health status: &SkBnsed by
the authors not to lie on this pathway. Since there are many such links, one should imagine here a

bundle of arrows rather than just one.

Migrant statusrefers not only to whether one is a migrant, but also to variables such as legal status
(regular, irregular or transit migrant, asylum seeker or refugee); ethnicity or country of origin; length

of time in the country and age at arrival; and so on. These distinctions could also be regarded as
moderators, but for simplicity we treatthemhereas & F SNEy & @I f dzS&a 2F GKS ¢

Moderators (sometimes also called modifiers) are factors that can strengthen or weaken the
relation between two variables, or even reverse it. In the widedgd model of Diderichsen et al.
(2001)19theyO2 NNB & LI2 Yy R (2 WRATFTFSNBY (Al f SELR&AINBQ 2
to which migrants have a higher or lower level of exposure than nationals, or which they have a
reduced or increased ability to tolerate. An example would be unegipént, which is not only

more often found among migrants (exposure), but also has more drastic consequences for them

(vulnerability).

Health statuscan be measured in many different ways, depending on the purposes. General
measures such as seHted hedth status or mortality rates can be used, or more specific indicators
of particular conditions such as clinical diagnoses. The validity of these indicators for different
groups must always be critically examined: for example, biases may distort mortdabty for
migrants, while controversy exists over the crosdtural validity of selfated health and diagnoses

of mental disorders.

In what follows we discuss a number of possible direct links, describing the causal mechanisms

involved and the factordiiat may act as moderators.
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State of health on arrival

2S KIFE@S Tt NBFRe YSYidA2ySR GKS WKSIfdKe YAIANIY
be more healthy than nationals on arrival. This effect is usually ascribed {segettion; it may nb
apply to reunited family members, asylum seekers and refugees, whose physical and/or mental
health has often been undermined by adverse events prior to their arrival. It is moderated by length
2F adl e Ay GKS O2dzyGiNBY I{f (SSNE SIQIVE Yel S8 NBES  NIKLS
0SSy OFtftSR (KS WSEKIdzZAGSR YAINIyid SFFSOGQo
la ¢Sttt a Gells 2F YAINIyYydG FyR fSy3aagkK 27F a
be moderated by demographic characteristics such as sex, age, ethnicityuliryc of origin.
LYLRNIFYG Ay (GKA& NBALISOG Aa GKS aSyRAy3a 0O2dzy
refers to the different disease profiles characterising countries at different stages of economic
development? In theory, SEP cangls Y2 RSNI ¢S (GKS STFFSOG 2F GKS
odzi 6S NS RSTAYAYy3I WRANBOGIQ fAyla Fa GK2aS A
Migrants may have a raised prevalence of certain infectious diseases, though a recent ECDC
report?! states that this can only be reliably established for TB, HIV, Hepatitis B and Chagas disease.
9SSy GKSy:I (KS RA&SIFaS YAIAKOG KI @S conbeSehardgd O SR
as the most important topic in migrant healthare grongly related to prevalence in the country of
origin, which is therefore an important moderator. Vulnerability to infectious disease is also affected
08 GKS YAINIYyUGQa O OOAYylIGA2y adlkddzas 6KAOK & A

andtheir living conditions after arrival.

Genetic or cultural factors that can maintain or undermine health

. ST2NBE (GKS WaKATFO dzLJAGNBF YQZ gKAOK NBF20dzaSR
countries, genetic and/or cultural factors wedBS 3 NRSR & (GKS YIFAYy RS{E€
health. These more traditional topics should not be ignored.

1 Some diseases, such as sigdd anaemia and Ta§achs disease, are mainly found in
particular gene pools. Germool related factors may alsaffect responsiveness to certain
medications.

1 Certain cultural traditions that migrants bring with them may undermine their health (e.g.
female genital mutilation) or strengthen it (e.g. lower rates of alcohol consumption for
religious reasons).
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Health system in the receiving country

aAdNIyGdGaQ 00Saa G2 FLIINZPLNAIGS YR STFFSOUGAOS
of health. Lack of such access may be an important reason for the deterioration in their health that
is often obseved in over time. As we saw earlier, health services have been the major focus of
migrant health research and policgaking in the past. Restricted service provision is a potent health
threat to irregular migrants, who in most countries are only entitecemergency care (and may
even have to pay for it themselves). Lack of access to primary care may result in illnesses being
detected only in advanced stages, when they are more difficult (and expensive) to treat.

Such restrictions are often adopted by@& Ny YSy G a | a  F2N¥Y 2F WAy
i.e. as measures to encourage irregular migrants to leave and discourage others from arriving. This
issue was highlighted in the 20Review of social determinants and the health divide in the WHO
Europan Regios KA OK 02y Of dZRSRY aiKSaS YSIFadiaNBa R2 VY
numbers of irregular migrantg their main effect is increased vulnerability to marginalization,
RSadGAldziA2yE Aft®ySaa yR SELX 2AGFGA2Y ¢ d

{ dzOK WRS({ SNNE y &pflied natanly fo@redbldar migharks, bdit®ven to asylum
seekers. In Section 3a we described the restricted access of asylum seekers in Germany to health
OF NBd® ¢KAA ¢l & AYGINBRIZOSR Ay (GKS ! ae&fdzy {SSq°¢
make the country less attractive to asylum seekers following the massive influx irfd8pparently
this motive was still strong after the 2015 influx, because in spite of objections on hrigtds
grounds as well as research showing that restricted aaesslly increases health costthe main
restrictions have not been lifted.

Even migrants whose residence in the country is perfectly legalbmaranted less coverage
for health care costs than nationasWhether this is intended to discourage migration is not always
clear. In the Czech Republic and Malta, it seems also to reflect a close relationship between health

ministries and commerciahsurance companie®.

Apart from curative care, health services also provide a certain amount preventive care in the form
of vaccination, population screening, health education and health promotion. Here, the question is
not so much whether the migrarman reach the services as whether the services succeed in reaching
GKS YAIANIY(IP WhdzONBIFI OKAY3IQ YSiK2Ra YlI& 0SS OFf

be specially targeted to increase their effectiveness with migrant populatfons.
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Should barers to accessing appropriate health services be regarded as direct or indirect? In other
words, do migrants experience more barriers because of their lower average SEP? In principle,
European health systems strive to offer universal coverage regardleseahe, though some

inequities linked to SEP remain:

1 Out-of-pocket (OOP) payments, i.e. user fees, deductibles afmhgments at the point of
supply, clearly undermine universal coverage because they place a disproportionate burden
on the poor and the sick. However, in most countries there are ceilinggtesband
SESYLIiAz2yad AYyGiSYyRSR (2 O02dzyiSNI OG G(KS&sS wn
are likely to have less disposable income, they may be particularly burdened by OOP
paymentsg though not necessarily to a greater degree than nationals thiédhrsame income.

1 Health services are more likely to be responsive to the wishes of the better educated
nationals who tend to be ovelB LINB a SY 1SR Ay WIAY aNEsdltOphatieditsi 2 NB
with lower SEP may experience less appropriate care. The social distance between doctors
and patients may also play a role. When patients do not have the same attitudes and beliefs
concerning health as the professionals who treatrthehey are often described (sometimes
O2yRSaOSyRAy3Ife&y la KFEr@Ay3a WwWizg KSIFHEGK A
LI GASYGaQ LRAYG 2F OASo-SERp@tientsF FSOG 620K YA

Whether barriers to accessing appropriate healthNggA OSa aK2dzZ R 6S NB3IF NRS|
discrimination against migrants will depend on the situation in each country. Where the principle of
providing equal health services to rich and poor is strong, disadvantages for migrants will tend to be
WRANBOUQT HKSNB KSIfUOK aSNWAOS& | NB YdzOK 06Sd
WAYRANBOGQ®

Finally, we should also bear in mind that variables such as sex, gender, age and type of health
problem will also moderate direct barriers to acseg effective health services. For example, many
countries allow special exemptions from access restrictions in the case of pregnancy and childbirth,
OKAf RNBY YR 20KSNJ W@dzf ySNIX¥ofS ANRAzZLIAQY | & 4SS
health. All this underlines the need for an intersectional approach, i.e. one that pays attention to

the diversity within migrant groups.
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Discrimination

Again, we are concerned here with direct discrimination against migrarasism or xenophobig

rather than the indirect kind, which is mediated by SEP. All migrants may be exposelividual
KauAftAdes 2F0Sy OFftftSR WNI OS KIGSQ>Y 6KAOK A&
health?® However, direct discrimination can also Imstitutional, i.e. embedded in the policies of

organisations rather than the attitudes of individuals.

ne example of institutional discrimination against migrants, leading directly-bedlth, are the
inequitable health policies discussed in the previoestisn. Another example is provided by
immigration policies which, like health policies, may be used as a form of internal migration
control2¢ KS Yz2aid y202NA2dza SEF YL S Aa (GKS 2first 32 @€
introduced by Theresa May, which aims to make living conditions as harsh and unwelcoming as
possible for irregular migrants. This is not an isolated case: many abo@tries operate similar

policies, but are more discrete about their aim.

Indirect links between migrant status and health status

¢KS LINBE@A2dza aSO0GA2Yy aK2gSR GKFd YIlye GKNBIFGa
{9t > (Kdza AWFIUEBD Wenow tiri tg he more complex question of links between
YAINI yiG adlddza FyR KSFfOGK (GKIFIGd R2 aSSy G2 oS

ones. Figure 3 combines these two types of path into a general model.

SEP

Moderators
Migrant of A

status

Health
status

A4

Link A

Figure 3. Gena model for effects of migrant status on health status
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Link B (between migrant status and SEP)
The moderators of this link are the barriers that often prevent migrants from reaching their full

potential SEP, ar conversely policies that have been imginented to give migrants a headstart.

Just as for women, older workers or people with disabilities, many forms of discrimination and
exclusion stand in the way of migrants, requiring them to make more effort than others in order to
reach the same levelfo { 9t ® | 2 SOSNE Ay &dzOK Ol 4Sa YSI adz
2LIR NI dzy AGASEQd ¢KSaAaS Yre (F1S GKS F2N¥Y 2F | R

action (for example, quotas for minority personnel).

Applying such measures¥A ANJ yia Aa | da20A1F0SR 6A0GK WwWYdz GA
become increasingly unpopular with voters since the end of tHe@htury. Nationals with lower

SEP, in particular, may regard such policies as inequitabl@ch they may be, indeed, if nothing
comparable is done for nationals. Policies relating to opportunity barriers for migrants are captured
08 (KS O2dzy aNB Qa3 ZDEMBIT (KS STFSOGa 2F adzOK o
AYRAOIFI 2NARQX RYINRPRdAzZOSR AY HAamMna®

Below we discuss further the main pathways that could make up link B or C.

Access to the labour market

Data from Eurost&t show that across a range of indicators, the position of-Ethmigrants on the

labour market is far weaker than that of EU migrants or nationals: they are less likely to be
economically active and more likely to be unemployed. Migrant or ethnic minooityhyare a
particularly vulnerable group, with unemployment rates sometimes twice as high as those of
nationalsct Y2 1 KSNJ NBIF a2y FT2NJ 6SAy3a O2yOSNYySR | 062 dzi
reflection of lower levels of skill that migrants briwgth them: discrimination on the labour market

is common and measures to tackle it are often weak.

The jobs that are likely to be available to migrants tend to be those that native citizens are unwilling
G2 GF{1ST 0SOIFdzaS GKS& RIFYH S ¥ 828 NILIY RR RISYWRk 3 Ny P
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recognise prior educational qualifications also forces many migrants to work below the level for

which they qualified. All these factors will undermine their SEP and thus, ultimately, their health.

Another aspetof the work that migrants often undertake is that it is precarious. Mberal policies

have reduced job security for all workers, especially-p@mid ones, but migrants are particularly
strongly affected because they are usually unable to fall badkersafetynet of unemployment
0SYSFAGA YR 20KSNJ YSI &adzZNBa G2 LINBGSyid FlLttAay

take away their entittement to health care and even their right to remain legally in the country.

aSladzaNBa (S30ONBLIXIBeRAY® FASERQ FT2NJ YAINIyda Yl
LINA2NJ 42 RSLI NI dzNBO G2 SyadaNBE o60SGGSNI YIG§OKAY 3
Fa LIRfAOASA (2 SyO2dzNI IS NBO2 3y A ks §or egampley A 3 NI
F2N) KSFEGK g2N]SNARX K2 INB 2FGSy Ay &aK2NI adz
in demand is therefore a likely moderator of link B. Assistance with language learning and
integration can also be crucial. In the tNerlands government support for these courses was
abolished in 2013, which has reduced the ability of less-@felinigrants to improve their position

on the labour marke#?

Access to appropriate education and training

This is anotheimportant aspect of migrant integration, which may affect both children and adults.
There may be barriers to accessing education, while its content may be inadequately adapted to the
ySSRa 2F YAIANIyidaod C2N) SEIl YL ST (nfighnt bhddteB Q& t
achieve higher qualifications when the education system allows them the extra time they need to
learn the language and become acculturaté@pecial measures may also be needed to prevent

dropout.

In the field of education there may beteractions with sex or gender. Of particular note is the fact
GKFG Ay &aSOSNIf O2dzyiNASAaX YAINIXydG IFANIT A ol a
educational system and on the labour market than ba&yge is another important moderatoit is

advantageous for a migrant child to enter a new education system at an early age rather than later.
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Inadequate access to appropriate health services

This issue has been treated as a direct link between migrant status and health, but it may also

p

fdzy OGA2Y Fa | O0FNNASNI (42 AYyGSANI GA2YY dzy i NBI ¢
GKSANI Fdzf t LRGSYGAltod aLttySaa SEFIOSNBIGSa Y|
ONBIlIiGAY3 || R2gyslF NR ALIANIEO

1 Other factors onthis link: Need for interpretation services limiting access to meaningful
consultations.

1 Migrant person not knowing how to navigate the system, what their entitlements are/are
not.

1 Fear of being identified by authorities if irregular migrant.

Fear that baig identified with acontagious disease may affect asylum claim for some.

1 Hostility/Welcoming attitudes by health care staff.

=

Other barriers to integration

Finally, there are many other kinds of diversity in migrant populations (religion, outward
appeararce, country of origin, etc.) that are likely to moderate barriers that prevent them from
realising their potential. Barriers are likely to be particularly high for some groups that are more

disadvantaged.

Before leaving this subject we should note thag¢itl is an important difference betweerducing

barriers to social mobilitgnd flattening the social gradientin this section we have only discussed
YAINIyGaQ oAftAde G2 NBFfAAS GKSANI LROGSYGAl f =
to integration, the receiving society is for them not a meritocracy but a closed stratification system

¢ like a caste systemg with many migrants (especially irregular ones) trapped at the bottom.
Conversely, policies that ensure equal opportunities forrarits make create more of a meritocracy

for them. However, whether a society is a meritocracy or a closed stratification system says nothing
about the size of inequalities within it, as measured (for example) by the Gini coefficient. The SDH
movement tendsnot only to argue for equal opportunities, but also for reduction of the size of
inequalities. When discussing policies to tackle health inequalities/inequities for migrants, it should

be borne in mind that these are two different issues.
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Link Q(between SEP and health status)

The processes that mediate this link have been explored in many studies on SDH. Again, there are
many such processes, so there should be many lines in Fig. 1. The fact that migrant status often
moderates these links (as showby the diagonal arrow from Migrant status to box C) shows that

the relation between SEP and health status cannot be understood without taking migrant status
into account. Usually, low SEP produces more severe disadvantages for migrants than it does for

nationals.

Health and safety at work

A major review of this area in 20¥&oncluded that migrants receive less pay, work longer hours

and experience worse conditions than nomgrants. This is not simply a matter of lower
occupational status: they are teh subject to human rights violations, exploitation, abuse, human
trafficking and violence. Their less favourable working conditions and other problems (such as
language barriers) lead to poorer health outcomes, including more workplace injuries and
occumtional fatalities’® As already mentioned, precarious employment is even more
RAAFRGIYGFr3S2dza F2N) YAINIyda GKIEY F2N yI-GA2yl
ySiaQ Ay GKS F2N¥Y 2F dzySYLX 28YSy i N@SZE&BA BWRSH
g2N] Q o2dzZ R R $®dtithppedrs to ewh SdiéirEportant for migrants than for
national citizens.

An interesting sex difference was noted by the authors of second study cited &hdade migrants
experienced more negative working conditions than nationals, but no difference was found among
females. Outside Europe, acute health risks (including rape, torture and murday be
experienced by female domestic workers whose residence permit obliges them to stay with a single
employer, but the worst of these horror stories tend to come from Sdtiétst Asia and the Gulf
States: in Europe, such abuses do not seem more conmsmmng migrant women than among
nationals. However, as the authors of the study point out, migrant women may simply be more
reluctant to complain about their working conditions, for example because they are more

vulnerable to losing their job.

25



JAHEE

JAHEE [HPA2017][801600]
Deliverable 7.1

Access to appropriate health services

This topic has already been examined in relation to links A and B. The question here is whether
migrant status moderates the influence of SEP on service provision, i.e. whether differences in
health services that arénked to SEP affect migrants more strongly than-nugrants. It should be

noted that MIPEX defines health equity for migrants only in terms of differences between migrants
and nonmigrants. If migrants and nemigrants with low SEP are equally poorly sehby the

health system, MIPEX will consider this as equitable for migrants. Conversely, if special measures
are taken to improve health services in (for example) disadvantaged neighbourhoods, these will

probably benefit migrants and nemigrants alike.

Healthy living environments

Migrants generally live in areas of cheap housing, which tend to have fewer amenities and to provide
less healthy living conditions. Public transport, on which migrants may rely heavily, may serve these
areas less well although some countries may be enhanced. The main reason for this inequality is
that migrants cannot afford to live in the better areas. However, this is unlikely to be the whole
story. Even if a migrant could afford to live in a better area or building, dis@ton by house
agents or landlords may deny them access to it. Migrant status thus exacerbates the negative effect
of SEP on health.

Encouraging healthy lifestyles

Migrants with low SEP may not be able to afford healthy food, or have enough time tarprigp

and it may not be available in the neighbourhoods where they live. It is not clear whether this health
threat differs between migrants and nemigrants. However, campaigns to increase awareness
about healthy eating may reach migrants less effedyivand are often inadequately targeted in

terms of language and conteft.

As mentioned above in relation to nutrition, health promotion campaigns may reach migrants less
effectively and be insufficiently targeted. It is important to increase awarenessgmigrants of

0KS dzyKSIFf iKe aLlSolta 2F Ww2SaldSNyQ tAFSadtetSa
eg South East Asian migrants have higher rates of type 2 diabetes if follow Westeandietays

to avoid them. Of course, influencingeltyles alone is only part of the problem: the underlying

causes of unhealthy lifestyles must also be tackled.
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2. Country Assessments
The country assessments will be done by using existing or available data. It is beyond the scope of

this WP to conduct anyaw studies or generate new researdre choice of activities to be carried

out needs to be based on reliable information about the migrant population, national policies on
migrant health and attitudes to migration, and particular problems that have beemntified in the

health field. This information will be part of the general assessment to be made for each country.
Therefore the importance of this step cannot be overemphasized. A common thread running
through the Road Map in Appendixis that withouta solid evidence base, attempts to improve
health equity for migrants cannot succeed. In some countries, simply taking steps to promote the
collection of such data might be the most useful contribution JAHEE can make. (In countries where
few policies on ngrant health exist, another necessary first step would be to identify stakeholders
to be brought together to form a coalition to give leadership, create synergies and promote joint

action.)

Background information on the migrants in a country is partidylanportant for estimating the

kinds of demands that health services will face. Some countries have a migrant population dating
back to the Western European economic boom of 239@3: in these populations, ageing will be a

major issue. In other countriggspecially those with low GDP and poor opportunities for migrants,
WINI YAAG YAINIYGEAQ LINBR2YAYIFGS OYAINIyGa GNBA
prosperous parts of Europe): Serbia is a good example of this.

In Greece and Italy, largeumbers of migrants who arrived without authorisation by sea reside as

asylum seekers or irregular migrants, with few possibilities of onward travel.

When it comes to mapping the policies on migrant health in partner countries, WP7 has a headstart:
a mapr project has been carried out to benchmark progress on the list of measures regarded by the
Council of Europe (2011, step 9 in the Road Map) as necessary for achieving health equity for
migrants. The MIPEX Health strand is based on this list and an&8sedicators in 31 EU/EEA
countries plus Bosniblerzegovina, FYR Macedonia and Turkey, as well as the USA, Canada, Australia
and New Zealand. The reference date was the beginning of 2015. Results were published-in a 102
pageSummary Repottand a fivepage overview article in thEuropean Journal of Public Health.

Using these data, Country Reports have been written for the first 34 countries named above, which

provide backgrond material together with a narrative account of the quantitative data and
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explanations of how the scores were arrived*@Since 2015, data have also been collected in
Serbia, Montenegro, Albania, Moldova, Russia, Georgia and Israel (though as yet Wibliodry
Reports), bringing the total of European countries covered by the MIPEX Health strand to 45.

This extensive data source provides a solid foundation for the Country Assessments required for

WP7. Just as the Road Map provided a readyle overvigv of the problems and solutions that

IGOs have identified in the field of migrant health, so does the MIPEX Health strand provide a

matching database for European countries. In both cases, there is no need for JAHEE to repeat this

work, although detailedn-depth information may be needed to shed more light on certain topics.

As noted earlier, upstream approaches to migrant health have only recently started to be applied,
despite having been recommended for over a decade. Most interventions focus on getbn
NEfFGABSte WLWNRPEAYIEQ F2N¥Ya 2F LINBGSyYyildAzy &dL
determinants of health. As a result, both the Road Map and the MIPEX Health strand pay much more

attention to service delivery than to upstream issifaspics 13 in Table 1).

We give here an example of the information that MIPEX can provide, which is supplemented in
Appendix4 by an examination of detailed scores. Table 2 below shows background data and MIPEX
summary scores for the 13 countries paipiating in JAHEE. All scores have been ranked using the
following procedure: scores from the full sample of 34 European countries plus Serbia were ranked,

then divided into five groups of seven countries each and given a number from 1 to 5 (highest score)

The background data relate to 2014: like the MIPEX scores, they may need to be uphletdxbrs

of non-EU/EEA migrant ¢ / ba o | NB SELINBaaSR a | LSNOSyidl

the rest of MIPEX, only TCNs are considered: for EU/EEA citizens, health care apirkeaofher

important benefits¢ remains in principle the same when they move to another Mentitate. The

table gives absolutmumbers of asylum seekershut these are ranked as a percentage of the

L2 Lddzf F GA2Yy Ay 2NRSNJI G2 GF 1S I OO02 dzglP perEapi@id T F S N.

euros, adjusted for purchasing power) is givatioived byhealth expenditure per capitawhich is

closely related. Countries are ordered from top to bottom of the table in order of their GDP. Since

wealthier countries tend to have higher scores on most MIPEX indicators, this makes it easy to see

wherel O2dzy UNB Q& &GNRBY3I YR 6SF] LRAyGa €AS | T4
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b2N¥l &8Qa D5t Ay wnanmn ¢gla ftyz2ad FABS GAYSa
participating in WP7 cover a very wide range of economic levels.riteless, the average GDP

(96.9) of WP7 participants is close to that of the other 23 countries (95.3).

% non- asylum Health | oher | Health A B c D
EU/EEA| o GDP |expendi- Entitlements| Accessibility Responsive{ Achieving
Country . applications| MIPEX | strand
migrants 2014 2014 | ture per strands | total ness change
2014 capita

Norway 7,4
Germany eSS

Finland
United Kingdom

Czech Republic
Portugal
Slovakia
Greece

Serbia

Table 2. Selected background scores and MIPEX Health strand scores

Colours reflect score values. Grey is average, green is abh@rage and red is below average.
Darker shades reflect more extreme scores.

The righthand side of Table 2 contains summary MIPEX scores. The first column shewsrtge

of all strands otherthan Health ¢ KA OK NBFf SO0 a K2 & ciek bndnfededibno f S |
are outside the health system. This is followed by ltealth strand total scoreand the scores on
Entitlements for migrants(Section A)Accessibility of health serviceB) andResponsiveness of
ASNIAOSa (2 (QATHN® FNNMRa WBSBRIG2 (KS WR2yaliNBIY
1. The upstream issues (1, 2 and 3) are dealt with in Section D, laBelieVing changel-rom this

S OFly &a4SS GKIFIO WR24yaGNBIFYQ A&dadzsSa | NS ,020SN

which reflects the current state of the art in this field.

The tendency for green cells to be concentrated at the top of the table and red ones at the bottom
reflects that fact that all the variables in this table are positively correlated, to sometexteh

GDP. Total scores on the Health strand are similar to the average of those on other MIPEX strands,
with some conspicuous exceptions: Portugal scores much lower on health, largely as a result of
austerity measures in the health system implementadtidg the financial crisis. Germany also

scores lower, mainly reflecting access barriers.
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Appendix 4gives us deeper insight into these scores by showing how countries performed on the
indicators that made up each scale. This enables us to locate mr&pra St &8 (G KS 02 dzy
and weak points. Adjustments will need to be made to the UK scores to take account of different
policies in Wales; in all countries, since the data are already four years out of date, some data will

have to be updated.

Of couse, this information does not give answers to all possible questions about migrant health
policy. For a start, only policies are covered, not outcomes. However, it provides a good starting
point for identifying areas of strength and weakness. The instntrhas been recommended by

the Global Migration Group as a good practice for measuring inequities in health policies in the
context of the SDGY.It is alsaeferred to in theProposed Health Component in the Global Compact

for Safe, Orderly anBegular Migrationjointly issued by the IOM and WH#&as well as the report
Benchmarking Access to Healthcare in the EU by the Expert Panel on effective ways of investing in
Health (EXPHSY.Its unique advantage is that it contains a large, uniform ctib@ of carefully
standardized and operationalised indicators, enabling comparisons to be made between countries
and between countries at different points in time (MIPEX is a longitudinal survey, new data being

collected at four or five-year intervals).
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3. Selecting actions for implementation in JAHEE
The choice of actions to implement will depend on what is useful and feasible in each country. This

will depend in turn on:

1 Need: which problems be identified during the Country Assessment for vgmainising
AyGSNBSylGAazya SEAaG FyR KIF@S y2G 0SSy N
a0l ddza 20aSNIBSR Ay YAINryGaszs 2N G2 LIR22NBN
depend on the numbers of migrants present in a country whoeegnce the problem in
guestion, and the extent to which measures have not been taken to tackle it.

1 Are the resources that are available in the context of JAHEE sufficient to implement this
intervention? The number of persdmours available, the duratioof activities, the skills and
interests of participants and their ability to involve other people and organisations in the
interventions all need to be borne in mind.

1 All interventions require the cooperation of those responsible for the activity in lwiiis
proposed to intervene. Nothing can be undertaken without approval from the relevant
authorities in a country. A collaborative approach is preferable, in which even the choice of
interventions is discussed at an early stage with the relevant autbsri

1 Interventions should have some lasting value, either because they generate new knowledge
Fo2dzi GKS dzaS¥F¥dz ySaa 2F Ly Ayy20FG§A3S LINTF O
system in a way that leads to permanent, sustainable change 3tn@uld not simply fill in
gaps in government policy in the manner of NGOs.

3a. Possible actions to be implemented

Actions are ordered by the topics listed in Table 1. This list is not exhaustive and will need to be

supplemented as the project proceeds.

Data and Research

Medical databases or clinical records should register the migrant status, country of origin and
(where this classification is used) ethnicity of each individual. For migrants, this information should

include the year in which they arrigein the country, so that their age on arrival and length of
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residence can be calculated. Alternatively, it should be possible to link medical databases and clinical

records to other sources containing this information.

This information is important foridaggregating migrants in epidemiological and health service
research, and to provide information to health professionals about migrant patients. Among
participating countries the need for better data collection (according to MIPEX) is greatest in the
Czeb Republic and Serbia, but there are also shortcomings in Germany, Finland, Spain, Cyprus,

Porttugal and Greece (see Appendix 4

Public authorities and health service providers are the point of entry for improving data collection.
Successful interventionisave recently been carried out by the Scottish Government to promote
data linkagé* and increase recording of ethnicity data in hospitalé\ote that in the UK ethnicity
receives more attention than migrant status.) Whereas in Scotland and most Scaadinauntries

the use of data on national origin or ethnicity is routine, in some countries ethical and political

objections may be raised.

Health data on migrants also needs to be supplemented by background information on the migrants
in each countryg their numbers, history, origins, demographic profile, geographical distribution,
main occupations and so on. Where such data are lacking, efforts should be made to encourage

governments and research centres to collect it.

Data, or course, are not enough&e&S | NOK A& |faz2 SaasSyidAiAlt Ay 2NF
reveal their implications. To avoid fragmentation of effort, setting up centres of expertise in
research on migrant health is recommended, together with networks for bringing researchers
together at national, European and global level. The project MIGHEALTHRIDT-2009) set up a
YSU62N] 2F 6S0aAiSa GKNRdAAK2dzi 9dzNRBLIS OWHATAA
and materials were collected related to migrant health. Altbuhe project proved unsustainable

after 2009 due to lack of funding (expect for the wikis in Norway and the Netherlands), it could be

revived on a national basis.

Governance

Instead of being sporadic, spontaneous and unsustainable initiatives, good governance requires that

measures to protect the health of migrants should be structural, systmd organisatiorwide
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OWYFAYAGNBF YSRQUZI YR SYo0 S RBef ® become inldlied, Sinc€a ® a
wide range of bodies can influence policy and practice: national, regional and municipal
governments, IGOs, service provider organisations, professional bodies, educational and research
institutions (universities), healtiinsurers, accreditation agencies, private companies, as well as
NGOs, CSOs and advocacy groups (in particular, those representing migrants). Good contacts with
the media and effective use of internet (social media) are also important. An excellent exaimple
health risk reduction achieved by a broad coalition is the successful campaign in Britain to cut back

the traditional CoceCola Christmas stunt, in which sugary drinks are handed outfree.

Leadership is required in order to foster collaboration aywksgies between all these stakeholders.

CKS 2LIRAAGTARR YR 4 YRZLIGBRAYB AN G A FSEa Aa Aff dz
seldom a clear hierarchy of stakeholders. Effective action requires a sense of involvement and
ownership among all caerned. Community involvement is particularly important in the health

field: local authorities often display a more energetic approach to migrant issues than national

government. And, of course, every opportunity must be taken to involve migrants thersselve

In every country there is room for initiatives to strengthen governance on migrant health, since even
when leadership exists it may have shortcomings. Where there is at present little or no action, NGOs,
CSOs and local IOM offices may be the best glastart building up a coalition to get it off the

ground.

Intersectoral action on the social determinants of health

Although action to tackle the social determinants of migrant health outside the health system has
been urged for many years, the traditial preoccupation of health systems with health service
provision has diverted attention from such approaches. Only in 7 of the MIPEX sample of 34
9dzNRB LISFY O2dzyiNASE A& GKSNB GaO2yaARSNI A2y 27
policiesi 1 KSNJ aSO02NAR GKIyYy KSFfOGKéd LYy GKS 'Y GKA
9ljdz f Al 5dzi@ QU3 A yad lib&KYeet, & iv&ksawih sectiohBloizthérd\dkeSrany 2 y
areas in which migrants appear to be more vulnerable to haalts than nommigrants. This must

0S | FASER gA0GK 200A2dza -KIAEAX WA (I KNUrA (OQWH Rt ©S
however: how? On this matter, the expertise of WP9 will be invaluable.
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At the outset, it is clear that the HIAP princiley R G KS y20A2y 2F WAYGSN
interpreted in either a narrow or a broad sense. In the narrow sense, these terms apply only to
government policies: sectors are identified with ministries, while intersectoral action refers only to
collaborai A 2y 0S06SSY YAYAAaGNASaAad ¢KA& AYGSNILINBGLI G
f SPStQ I20SNYIFyOS IyR GKS oNRBFR SyaSyotS 27
FFFSOG YAINI YOG KSIFIEfGKE |a ¢S L&A OAYS &K S ELINKG: ONAF

a purely topdown way.

¢g2 YIAY FFLOU2NAR aildlyR Ay (KS ¢gl& 2F Y2NB Sy
current European resistance to immigration that has been so effectively exploited by populist
politiciars in recent years, which makes national governments increasingly nervous about appearing
G2 0SS (2BNWYVRING QYD ¢KS 20KSNJ Aa (KS @SaidSR Ayl
supply of undemanding, flexible and easily disposable laboumtiigitants provide. Although these

two factors are in conflict with each other, they are united in opposing outright improvements to

the rights and benefits of migrants.

The most effective arguments for improving the social conditions of migrants thereffmneot

confront xenophobia and business interests heag but instead look for changes that can be

TN YSR GlAY Q@MY dz GA2yad C2NJ SEF YL S5 LI2fAOASE
O2YUNRE Q GKNRdAzZAK Lizy A (A DS peséd aRieédeddiNBivisive anid I & o
unjustifiable in cosbenefit terms. Everybody would benefit by phasing them out. Likewise, unsafe
working practices impair productivity and create unnecessary social costs. Not allowing migrants to
realise their full potetial impoverishes the whole society, just as the exclusion and
disempowerment of women does. Underlying all these is the fundamental principle of the SDH

movement, that health inequities undermine the interests of society as a whole.

In Section 3b, the ftowing types ofdirect link between migrant status and healthlinks that are

not intrinsically mediated by SERvere identified:

M State of health on arrival
M Genetic or cultural factors that can maintain or undermine health
1 Health system in theeceiving country
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1 Discrimination (individual and institutional)

Perhaps the most fundamental of these is the last, which involves strengthening existing measures
against discrimination. It is here that actions to change public attitudes and pegetices would
probably have most effect. The question is whether in a project such as JAHEE, which mainly brings
together experts in epidemiology and public health, there is enough competence regarding
advocacy, attitude change, legal systems, media isgjdpolitical science and other relevant

disciplines to devise and implement such actions.
Section 3b also identified two typesiofirect link:

1 Barriers to integration, especially in education, the labour market and health services.
1 Increased exposur® health threats for migrants in the fields of health and safety at work,
healthy eating, health services, living environments and lifestyles.
Again, JAHEE could put its weight behind actions to remove barriers to integration for migrants, but
the main feld in which it is competent to implement actiongisnce agairg that of health services.
Regarding the fields in which migrants may be exposed to increased health threats, public health
bodies do experience on health and safety, healthy eating andnsoAte would suggest the

formation of task groups within JAHEE to explore the possibilities for action in each of these fields.

Access to health services

1 00S&a4a ol NNASNBE TF2N) YAINryida KIFE@S 0SSy SEGSyYy:
been devsed to address them. There is no space to do justice to this topic here, but referefices 4
provide extensive overviews. Concerning entitlements, eviddrased advocacy of the kind that

IGOs, NGOs and professional bodies undertake can be deployed tbegetchanged eg Data

sharing between Health and Immigration authorities: actual policy changes can only be undertaken

by national (or in some cases, local) governments. The data from MIPEX increase the scope for this

type of action.

One central issuecé@S Ny Ay 3 Sy dAGft SySyida Aa GKS YedK GKI
level of health care provision. It is not, of course, for the simple reason that waiting until a health
problem causes an emergency guarantees that treatment will be less effextoh more expensive.

Particularly inhumane and irrational is the use of contacts with health service providers to pass on
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information about irregular migrants to immigration authorities. Even migrants entitled to

emergency care may not seek it if they fétacould result in deportation.

Concerning other tygs of access barrier, Appendixsdows that information for service providers
2y YAINIyGaQ SydAdtSYSyda Aa 2F0GSy 62STdA f &
often better. New opporturties are currently being discovered for using internet and mobile
phones (eHealth and mHealth) to provide migrants with not only this type of information, but other
useful advice on health and how to maintain it. Already in 2015, websites were the mgseiriy

used medium for disseminating information about health services to migfénts.

Quiality of services

Language barriers can undermine thecessibility of health services for migrants, but their most
serious consequences are in the field of treatment. Where verbal communication is inadequate, the
type of care that can be provided is degraded to the level of veterinary medicine. MIPEX shiows tha
an astonishing number of countries make no provision for the need for interpretation in health care

(see Appendi¥). When it is available, patients often have to pay for it themselves.

Many of the adaptations of health service delivery that may besssary for migrants fall under the
KSIFRAY3I 2F WOdz GdzNIF £ O2YLISGSYyOSQd o6¢KS GSNY Y
cultural differences among migrants are not the only type of diversity that service providers must
take account of if the | NB (2 LINBFIRNE RQLIKEAXZYWYIEK OF NBoov {
seldom adopted, though training and education are often available. Not only treatment, but health
promotion (including prevention) and health education often have to be adapteutder to be

effective with migrants. Finally, migrants themselves should be involved in a variety of ways to

improve service delivery, but they seldom are.

L G0SyGAz2y T2N) Ww@dzZ ySNI of S 3INRJzLIA Q

Because migrants encounter so many barriers to accessing appropriate care, there is a real danger
that those most in need may not be reached. MIPEX showed that exemptions to restrictive policies

¢ a kind of back door into the health systeqrwere availableh y Y2 aid O2dzy 4 NR Sa 3
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groups. These are usually defined as women, children, the elderly, migrants with disabilities and
victims of trafficking. In addition, there are exemptions for children and female migrants before,
during and immediatelafter childbirth, as well as people who may have infectious diseases or
serious mental health problems. Policies on exemptions in each country need to be critically
SEFYAYSR Ay 2NRSNI 2 RSGSNNAYS 6KSGKSNI GkKS& |

access to health care is not restricted, special attention should still be paid to the most vulnerable.

3b. The relation between actions carried out by other WPs and by WP7

2 KSy Al O2YSa (G2 WR2gYyailNBIFYQ | O0 Aahtg dith Real® dza A y
conditions, the task of WP7 does not overlap with that of any other WP. However, we have noted
Fo2@S GKIG GKSNB YIe& 0S aAYAtTIFINRGASEAE 0SGsSSy |
policies for Roma, for example, can be weMthrough the same lens as those for migrants. (Indeed,

there exists an instrumerg RHIPEX, or the Roma Health Integration Policy fRdéat adapts the

MIPEX Health strand for Roma.) There is thus good reason for collaboration between WP7 and WP8.

Cmcerning upstream actions that go beyond health service provision, there is overlap with all other
WPs. As we saw in Section 3b, both direct links between migrant status and health status, and
indirect ones mediated by SEP, need to be examined. The dimkst(A in Figure 3) concern only

2t 13 o0dzi GKS OF NNASNB (2 &4dz00SaafdzZ AydS3aINI G
NEBf SOFyld G2 Fff 2tQa O2yOSNYySR gA0K GKS Ay

special relevance to action on tisecial determinants of migrant health.
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Appendix 1. The project design of Joint Action on Health Equity Europe

Explanatory framework (theory of change) underlying JAHEE

Key challenge 1 Key challenge 2
To increase levels of commitment and action To address differences in capacity between
at national level to reduce health inequalities countries to reduce health inequalities
Preliminary Previous knowledge, evidence 2013 WHO Review
Country Assessment based research, EU projects, JAs on level of advancement in tackling HI
WHAT IS WHAT CAN BE Do something V//AII/////A

Definition of

BEING DONE DONE

the problem Do more '//////A
I Do better W
|

: Epidemiological Political Stakeholder
Explanation e Values Knowledge | | . | itment | CaPACities || dement Networks

l JOINT ACTION
Instrumental WP Thematic WP
Monitoring (WP5) Healthy environment (WP6)
Health and Equity in All Policies - Migration (WP7)
Governance(WP9) @ Improving access to health (WP8)

| |

Feasibilit MORE EQUAL LEVELS OF CAPACITY TO ADDRESS
Yy HEALTH INEQUALITIES ACROSS COUNTRIES

For any further information on JAHEE https://jahee.iss.it/

ACTIONS IMPLEMENTED
IN CLUSTERS

I-I-
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JAHEE
Appendix2d Ww2l R YIFILIQ 2F az27Fd LRt AOe
No. | Date Organisation Title url
Portuguese EU Conclusions of Conference on Health e
! 2007 Presidency and Migration in the European Union https://bit.ly/2zWoRwl-
2 | 2007 | Council of Europe Bratislava Declaration on health, https://bit.ly/20Jzht1
human rights and migration
Council of the Draft Council Conclusions on Health a o
3 2007 European Union Migration in the EU https:/bit.ly/2pKebwq
4 2008 | World HealthAssembly R_esolunon WHAG1.17 (Health of https://bit.ly/2RwwclLg
Migrants)
International . . . )
5 2009 | Organisation for Consultation on M|grat|on health: https://bit.ly/2y7LVZr
2 Better health for all in Europe
Migration
First Global Consultation on Migrant e
6 2010 | WHO and IOM Health, Madrid https://bit.ly/2RxnwUW
Policy Briefing: How health systems cg
7 2010 | WHO Euro address health inequities linked to https://bit.ly/2zCe2ls
migration and ethnicity
. Communication on Solidarity in Health e
8 2010 | European Commission Reducing Health Inequalities in the EU https://bit.ly/2Psxky0
. Recommendations on mobility, e
9 2011 | Council of Europe migration and access to health care https://bit.ly/2gJ5u8a
WHO Euro HPHask . . .
10 | 2014 Force MECCH Equity standards ihealth care https://bit.ly/2upRglV
2015 | WHO Euro Health Nine synthesis reports on migration ari e .
L 2018 | Evidence Network (HEN health https://bit.ly/ZRAJIYL
12 | 2016 | United Nations N_ew York Declaration for Refugees ar https://bit.ly/2cUNogS
Migrants
Strategy and Action Plan on Refugee e
13 | 2016 | WHO Euro and Migrant Health https://bit.ly/2dfcaRB
14 | 2016 | WHO and IOM Second Global Consultation on Migrar) o i 1y/2kv0obL
Health, Colombo
15 | 2016 | European Commission Action Plan_ on théntegration of third https://bit.ly/2xn4DiA
country nationals
Framework of priorities and guiding
16 | 2017 | WHO principles on Promoting the Health of | https://bit.ly/2Kq9yEw
Migrants and Refugees
Proposed health component, Global
17 | 2017 | WHO & IOM Compact for Safe, Orderly and Regulg https://bit.ly/20liZAl
Migration
18 | 2017 | 1oM Migration Health in the Sustainable https://bit.ly/2u46AJA
Development Goals
wSaz2ftdziAz2y Tnomp o .
19 | 2017 | World Health Assembly KSIfOK 2T NBETdZS$8 https://bit.ly/2D6itXD
Beyond theBarriers: Framing evidence
20 | 2017 | wHO on health system strengthening 1o - 1o i 1o Dp6ewP
improve the health of migrants experi
encing poverty and social exclusion
IOM and Swiss Agency
21 | 2018 | for Cooperation and Migration and the 2030 Agenda https://bit.ly/2Pplo01
Developmeat (SDC)
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Global Compact for Safe, Orderly and
Regular Migration (Final Draft)
23 | 2018 | United Nations Global Compact on Refugees https://bit.ly/2ATri50

22 | 2018 | United Nations https://bit.ly/2zuZ8y;j
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Reducing occupational health
hazards: better information,
inspection, implementation of
safety regulations.

Combating social exclusion, improving the
rights of non-citizens. Improved policies on
individual and institutional discrimination,
education, employment, social protection,
housing, environment and health services,

Reducing barriers to labour
market participation:
tackling unemployment,
better matching of work
to qualifications.

Inclusive educational More appropriate
ﬁggl;lclliizca:t:; tcflrt‘ut:)al "G c\i\““a‘ and e"Vironn,eh andsearcvci‘c?:ssfl?:;lria\'ltg
barriers, underachievement, co(\°«\ Livin L% % tgionitogng of health
drop-out and segregation. 2 : Py, status and service use,
& 20 o9 aggn‘:ivi‘:io e ) o;z}b more and better research.

o 2%

Work Unemployment
environment Y communiz:y ’
2 . ) :

e o : \5‘ 02 \|fest_y/e % Health care Better housing
availability Education g S °. services reduction of
of healthy KRS ge o 5 % environmental
food, t.>etter : e a nm ‘ 2 > Water and health hazards,
o - R T 1P

ina® production Age, sex an .
ealing: hereditary factors HeiEi and qt!ler
campaigns. amenities.

Empowering migrant and ethnic minority
communities, mobilizing their health assets and
strengthening social networks; combating isolation,

loneliness and vulnerability.

Gender norms, roles and relations, which influence and are influenced

asylum and irregular migration.

Measures to improve knowledge of health risks
and the ability to implement it. Strengthening
healthy cultural traditions and questioning
unhealthy ones. Encouraging avoidance of
known risks factors and unhealthy lifestyles.

by the above intersecting factors, must be addressed.
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Appendix4. MIPEX scores of countries participating in WP7

This appendix contains a more detailed breakdown of scores on the M€K strand, examining

them at the level of individual indicators rather than summary scores. It starts with Entitlements
(scale A), in which legal migrants, asylum seekers and irregular migrants are distinguished. Two
scores are giveq firstly, entitlements according to the law and secondly, the amount of freedom
from administrative barriers that can prevent migrants from obtaining these entitlements (i.e.
demands for documents that are difficult for migrants to produce and decisions that are subject to
administrative discretion, usually concerning the urgency of the treatment). Both scores are given
equal weight, though the first has more gradations. Table 3 shows clearly how entitlements for the
three groups of migrants decrease, and administrativeribes increase, as we move across from
legal migrants to irregular migrants. (Full details of the scoring system used can be found in the
Summary Report and the Health strand questionnaire.) The scores in Table 3 are rating scales rather

than ranks.

Legal migrants Asylum Seekers Irregular migrants

Count
Y Freedom Freedom . Freedom

i Entlittements . i
from barriers from barriers| from barriers

Norway
Germany
Sweden
Finland

United Kingdom
Italy

Spain

Cyprus

Czech Republic
Portugal
Slovakia
Greece

Serbia

Table 3. Scores on scale A (Entitlements)
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Scale B concerns other barriers that make it difficult for migrants to reach the care they need.

Health

Inform-
ation for

service
providers

Inform-
ation for
migrants

Languagey Groups
available | reached and

irregular
migrants

against
helping

Country

Germany
Sweden

Finland
United Kingdon
Italy

Spain

Cyprus

Czech Republig
Portugal
Slovakia
Greece

Table 4. Scores on scale B (Accessibility)

In Table 4 it is noticeable thag¢latively little effort seem to be made to inform service providers

' 62dzi YA 3INI Y it andbvisys dpparttinByd yhprévement. In some countries there

are gaps in the provision of health education and promotion for migrants, as well as thef use
WOdzt GdzNIF f YSRAIFIUG2NEQ® 61 26SOSNE Odzf GdzNI £ YSRA
migrants and the health system; they act as brokers between the two sides, but they do not
necessarily bring them closer together.) Obligations to repwdgular migrants to immigration
authorities or police, as well as possible sanctions against health workers providing care, are

fortunately quite rare in Europe, but where they exist they can create serious barriers.

Concerning the responsivenessofge®Sa (2 YAINI yiaQ ySSRa o0aol f S
GDP can be seen (cf. Table 2). This overlaps to a large extent with the distinction between EU15 and
EU13 countries (those that joined the EU from 2004 onwards). Apart from Malta and Cyerus,

EU13 comprises Eastern European countries; the latter countries have low MIPEX scores, with the
exception of the Czech Republic, which has a higher GDP than other East European countries as well
as higher MIPEX scores (see also Table 2). Standard8 Godzf G dzNJ f O2 YLISG Sy O
ASYaAriGAgAGEQ INB y2i gARSt& 1y26y 2N AYLI SYS)
migrants are not often involved in service delivery. Diversity among health staff, so that they form

a better reflection othe population they serve, is seldom encouraged
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Availability | Number of| Cultural - Involve- .| Develop-
Training and Encouragin Types of
Country of | education ment of diversity ment of methods
interpreters standards migrants methods
2 2 2 2
Germany 2 2
Sweden 2 2
Finland 2 2
United Kingdo
2 2
2 2
2 2

Czech Republig
Portugal
Slovakia
Greece
Serbia

Table 5. Scores on scale C (Responsiveness of services)

Table 5 provides detailed scores on the upstream policies measured in Scale D. These correspond
to topics 1,2 and 3 in Table 1 (data and research, governance, and intersectoral action on SDH).
Support for data collection and research is generally goodaade seen from the many green cells

in the second column: in fact, the 13 countries participating in WP7 score slightly better on this
AYRAOIF G2NJ 0KIYy GKS 20KSNJ Ho 9dzNRLISIY O2dpy (i NR S
= 04 onetailed). Howeve, a HiaP approach is applied by only two WP7 participants, Finland and

the United Kingdom, and in only 5 of the other 22 countries): this shows how rare the approach is.
The last three columns concern governance, on which Norway receives the highest gaaan,

the precise meaning of these scores is explained in the Summary ReplbrBokmerke er ikke

definert. more details are contained in th€ountry Reports and the MIPEX Health strand

guestiomaires containing the raw data.

Collection of| Support for
data on research on
migrant migrant
health health

"Health in all
policies"
approach

Whole Leadership | Involvement| Involvement]
organisation by of of migrant
approach | government| stakeholderg stakeholderd

Country

Norway 1
Germany 1
Sweden

Finland

United Kingdom
Italy
Spain
Cyprus
Czech Republic
Portugal
Greece
Bulgaria

Serbia

Table6d { O2NXa 2y aoOltS 5 6W!I OKASGAyYy3a [/ KIFy3aSQo
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Appendix5. Lancet Commission Migration Health
Commission page on thelancet.com
www.thelancet.com/commissions/migratichealth

The UCtLancetCommission on Migration and Health: the health of a world on the move
http://www.thelancet.com/journals/lancet/article/PI1IS0148736(18)321147 /fulltext

UCL-Lancet Commission
on Migration and Health

rationandhealth.org

MIGRATION AND HEALTH

In a time of unprecedented internal and international migration, and their relative
public health impacts, the UCL-Lancet Commission on Migration and Health

provides a foundation for policy makers, advocates, health systems and communities
to improve migration and health locally and globally. The Commission is the result of
a two-year project led by 20 leading experts from 13 countries, and includes new data
analysis, with two original research papers, and represents the most comprehensive
review of the available evidence to date. The report. including its recommendations to
improve the public health response to migration. will be launched on 8th December at
the UN Intergovernmental Conference to adopt the Global Compact for safe, orderly
and regular migration in Marrakech.

KEY MESSAGES

* We call on nation states. multilateral agencies. non-governmental organisations,
and civil society to positively and effectively address the health of migrants by
improving leadership and accountability.

» International and regional bodies and states should re-balance policy making in
migration to give greater prominence to health by inviting health representatives
to high level policy making forums on migration. Health leaders and practitioners
should fully engage in dialogues on the macroeconomic forces that affect
population mobility.

+ Racism and prejudice should be confronted with a zero tolerance approach.

= Universal and equitable access to health services and to all determinants of the
highest attainable standard of health within the scope of universal health
coverage needs to be provided by governments to migrant populations. regardless
of age. gender, or legal status.

+ This Commission argues for a paradigm shift in research on migration and health,
with a deliberate effort to enhance the funding mechanisms and networks
supporting this change. Collaborative work iz needed that links academia. policy,
and front-line health and humanitarian workers.

REPORT FINDINGS

= A new. comprehensive systematic review and meta-analysis concludes that
international migrants in high-income countries have lower rates of mortality
compared to general populations across the majority of disease categories.

#» There is no systematic association between migration and importation of infectious
diseases. and the evidence shows that the risk of trar 1 from migrating
pop jons to host populations is generally low.

+ The Commission points to a growing trend of states limiting access to health care for
migrants. Despite widespread recognition of the numerous migration related health
risks, mobile populatior forced g who are fleeing for their lives—are
often met with punitive border policies. arbitrary detention. abuse and extortion. and
are commonly denied access to care.

= States are increasingly treating unauthorised border crossings as a criminal offence,
leading to detention, at times indefinitely. Detention poses clear violations of
international law. and findings from a systematic review of 38 studies shows that
detention is associated with negative health outcomes, especially mental health.

= An overwhel cor of evidence exists on the positive economic benefits of
migration, which is insufficiently acknowledged. In advanced economies, each 1%
increase in migrants in the adult population increases the gross domestic product per
person by up to 2%.

+ Migrants constitute a substantial proportion of the health care workforce in many high-
income countries. Rather than being a burden. migrants are more likely to bolster services
by providing medical care, teaching children, caring for older people. and supporting
understaffed services. In the UK. 37% of doctors received their medical qualification in
another country.

m THE LANCET Website: www.migrationandhealthorg n Email info@migrationandhealth.org
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