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Introduction

Preventive health services (PHS) form part of primary healthcare with the aim of 
screening for and preventing disease. PHS have a key role in preventing chronic 
disease, reducing related morbidity and mortality. Preventive healthcare interven-
tions act at different stages of life and may intervene before the occurrence of any 
disease (primary prevention), or at an early stage of the disease (secondary preven-
tion). Primary prevention includes interventions that aim at preventing the appear-
ance of a disease and include strategies to quit tobacco use, vaccinations/
immunization against infectious diseases and health promotion towards healthy 
lifestyles, including diet and physical activity. Secondary prevention includes activ-
ities such as population-based screening programmes for early detection of diseases 
or provision of chemo-prophylactic agents to control risk factors.

One important piece of preventive strategies relies on health promotion. Health 
promotion is the process of enabling people to increase control over, and to improve, 
their health. Health promotion concerns in general diet, physical activity, sexual and 
reproductive health and healthy lifestyles (WHO 1986).

Migrants show significant differences in lifestyle, health beliefs and risk factors 
as compared to the native population (Loue and Sajatovic 2012). This could have a 
significant impact on migrants’ access to health systems and participation in preven-
tion programs. On the other hand, barriers to access to preventive health services 
can be higher than to other health services. Even in countries with widely accessible 
healthcare systems, migrants’ access to preventive health services may be difficult 
(Mladovsky 2007). Moreover, health promotion programs should be culturally sen-
sitive and adequately targeted in order to reach migrant population and ethnic 
minorities (Liu 2012).

Nowadays health inequalities are undoubtedly a public health and policy concern. 
Health care systems are also measured taking into account how equitable they are. 
The fight against social exclusion could be, in this perspective, a mean of achieving 
better health care systems. Nevertheless, access to preventive health services is ineq-
uitable. “Equity refers to the extent to which access is determined by 'medical need' 
as proxied by health status as opposed to socio-economic factors such ethnicity, 
income and insurance status” (Uiters 2009). Gender, socio-economic position and 
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immigrant status have always been the factors analysed to monitor a possible varia-
tion in health care access/utilization. There is evidence, although not always coher-
ent, that access to health care services and preventive health services varies between 
immigrant and native population.

International conventions, such as the International Convenant on Economic, 
Social and Cultural Rights or the International Convention on the Elimination of All 
Forms of Racial Discrimination or the Council of Europe Convention on Human 
Rights and Biomedicine, should ensure equitable access to health care of appropri-
ate quality without any discrimination based on nationality or legal status. Among 
European countries full access to health care is guaranteed only for migrants in a 
legal status, with some discrepancies. For undocumented migrants and asylum 
seekers the situation may vary considerably according to national legislation, as the 
competence to act in the field of public health is still primarily a national matter 
(Pace 2011; MIPEX 2017). Major access barriers reported in the literature are lack 
of awareness of legal entitlements, fear of being reported to authorities, financial 
obstacles, cultural and language barriers, complexity of actual needs and health 
problems of the migrant population.

Social determinants may increase the risk of poor health status or poor access to 
health care services of migrants as the results of a combination of poor social poli-
cies and ethnic discrimination.

Access to screening, immunization and treatment is relatively low among undoc-
umented migrants (Chauvin et  al. 2009) while one of the main concerns of the 
receiving countries are infectious diseases surveillance and control such as for HIV, 
TB and Hepatitis B. Delayed healthcare seeking including the issue of not seeking 
care at all, cause a deterioration in the health advantage of newly arrived migrants, 
a possibly more advanced disease at the time of diagnosis and contribute to the 
invisibility of this population both for registering data and for health services plan-
ning. This may induce a bias in the estimation to what extent the access to health 
services is reduced among migrants.

Data sources of the studies included in the book are mainly health care utiliza-
tion data, registers and health surveys. Data comparability may be hampered by 
the heterogeneity in the identification of migrants, the diversity of migrant and 
ethnic minority groups and the different methods and time of data collection. 
Nevertheless, it seems possible to carry out cross-country comparisons of health 
indicators and epidemiologic measures on migrants by using citizenship and/or 
country of birth, which are available in the majority of health data sources in the 
European countries (EC 2008).

The book aims at analysing the access to cancer screening programs and vacci-
nation among migrants as well as the access to primary health care and other aspects 
of primary prevention, such as lifestyle and behavioural changes. Each chapter will 
include an overview of the literature, and, possibly, some original data from 
European countries.

Much of the scientific evidence on access to preventive health services by 
migrants, as well as to primary care, is available from the USA and Australia, 
while the availability of information in European countries on this issue is scarce 
(Rosano 2017; Uiters 2009; Levecque 2012). On the other hand, the American 
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healthcare system differs substantially from European systems in terms of the 
service providers as well as payers so that comparisons with European countries 
are challenging. For this reasons, the book is focused on the European context. 
The book also investigates the possible reasons for the existing inequalities among 
migrants and native populations.

The book is organized in nine chapters. The first chapter evaluates access to 
medical examination in the absence of disorders or symptoms by migrants, taking 
into account cultural, socioeconomic, and demographic factors. Chapters 2, 3, and 4 
analyse the access to specific PHS, such as infant vaccinations, female cancer 
screening and colorectal screening. In chapter 5, we examine the available literature 
in advocacy of bridging the research and policy gap between the primary and pre-
ventive care required by and the care provided to LGBTQ+ migrants, refugees, and 
asylum seekers. Chapter 6 focuses on existing knowledge on health related lifestyles 
and intermediate health conditions, such as overweight, obesity and hypertension of 
migrants. Chapter 7 investigates the issue of quality of primary healthcare and pre-
ventive health services provided to migrants using hospitalization for Ambulatory 
Care Sensitive Conditions as a specific outcome measure. In chapter 8, we analyse 
the available evidence regarding adaptations of primary health for migrants. Best 
practices that may serve as template for those willing to implement such interven-
tions in their primary care facility are also identified. Finally, in chapter 9, the access 
to PHC by migrants is discussed along with policies on migration and health, the 
financial crisis and PHC reforms, considering the experience of Portugal.

The book provides an exhaustive analysis of the state of the art of the access of 
migrants to preventive health care in the European countries, investigating the risk 
factors that reduce the access to PHS among migrants.

National Institute of Health Aldo Rosano
Rome, Italy Ornella Punzo
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Chapter 1
Access to Medical Examination for  
Primary Prevention Among Migrants

Anteo Di Napoli, Alessio Petrelli, Alessandra Rossi, Concetta Mirisola, 
and Aldo Rosano

1.1  Introduction

Migration flows from developing countries towards Europe, both for economic rea-
sons and to flee war and persecution, have increased in the last decade, in particular 
towards Mediterranean countries, such as Italy, Spain and Greece (ISTAT  – 
Geodemo 2017; Petrelli et  al. 2017; Carrasco-Garrido et  al. 2009; INE 2017; 
Galanis et al. 2013; ELSTAT 2011).

The phenomenon of immigration generated new cultural and economic chal-
lenges for each country, in particular for the health care systems (Carrasco-Garrido 
et al. 2009; Franchi et al. 2016). In general, migrants are healthier than native-born 
residents, a selection phenomenon that is known as the “healthy migrant effect”, 
due to the selection of the subjects with better health condition can begin and face 
the migratory process. However, migrants represent a potentially vulnerable popu-
lation, being exposed to a number of health risks before, during, and after migration 
(Petrelli et al. 2017; Carrasco-Garrido et al. 2009; Norredam et al. 2009).

In fact, while a number of studies have indicated that recent migrants are often 
healthier than their native born hosts, explaining why the demand for health care 
resources may be lower than that of natives, migrants’ health often deteriorates with 
length of stay in the host country (Franchi et al. 2016). “Acculturation refers to the 
changes that take place among migrants due to contact with culturally dissimilar 
groups and influences, such as the uptake of risky health behaviors, and has been 
posited as an explanatory process for this deterioration” (Gazard et al. 2015).

A. Di Napoli (*) · A. Petrelli · A. Rossi · C. Mirisola
National Institute for Health, Migration and Poverty (INMP), Rome, Italy
e-mail: dinapoli@inmp.it 
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Answering the health needs of migrants represents a challenge for health care 
services. According to the WHO the right to health implies equal and timely access 
to health care services, the provision of health-related education and information, 
and the participation of the population in health-related decisions at national and 
community levels. The right to health also implies equity in access to health care 
services for equal health needs. Health care services should be physically and finan-
cially accessible for all subgroup of the population, including vulnerable groups, 
and should be delivered without any discrimination. Facilities, goods, and services 
should respect medical ethics, being culturally and medically acceptable (UNCHR 
2008; Meeuwesen et al. 2006; Devillé et al. 2011). However, some of the world’s 
richest countries, including some of those in the European Union, have limited 
access to healthcare, in particular for migrants (Devillé et al. 2011; Gimeno-Feliu 
et al. 2016; Gimeno-Feliu et al. 2013; Diaz and Kumar 2014; Diaz et al. 2014).

Migrants do not always have access to the services they need, due to their legal 
status, but even in countries where access to health care is guaranteed for all migrant 
populations, they experience barriers for individual, socio-cultural, economic, 
administrative and political reasons (Devillé et al. 2011).

Structural barriers, related to legal restrictions established according to the spe-
cific health care model of each country, may limit the entitlement of the most vul-
nerable groups including migrants (Gil-González et  al. 2015). For migrant 
populations, utilization of healthcare may differ from native population because of 
factors related to the process of migration. Particular for first-generation migrants 
the newcomers are less knowledgeable about the organizations of the healthcare 
system and how to navigate inside it (Norredam et al. 2009). Other barriers could be 
the limited capacity of the health services and the lack of providers meeting 
migrants’ specific needs, hence limiting their accessibility. While entitlement relates 
to financing and stewardship (which mostly affects the non-universal health system 
model), accessibility relates to characteristics of service provision, which is more 
related to the National Health System model (Gil-González et al. 2015). A large 
body of literature has shown the risk of unequal access of migrants to health care, 
because migrants often face formal and informal barriers in accessing health ser-
vices. A substantial variability is observed in European countries and the analyses 
on the issue should be conducted within the corresponding national context 
(Norredam et al. 2009; Gimeno-Feliu et al. 2013, 2016; Gil-González et al. 2015; 
Graetz et al. 2017).

Migrants may have different disease profiles from the population in host coun-
tries, and the presence of formal and informal barriers may limit their access to, and 
use of health services care, which may lead to social and economic deficiencies, 
producing greater vulnerability (Carrasco-Garrido et al. 2009; Franchi et al. 2016; 
Norredam et  al. 2009). Formal barriers are represented by factors related to the 
organization of the healthcare system. They include legal restrictions on access for 
groups, such as undocumented migrants or asylum seekers, or those due to the cost 
of  health care, as migrant populations in general have low socio-economic status. 
Organizational issues and lack of referral between services are other types of formal 
barriers (Norredam et al. 2009).

A. Di Napoli et al.
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Socio-cultural factors, such as language, communication, and the impact with 
the new country may represent informal barriers to the migrants’ health service 
utilization. On the other side, migrants, may have different expectations of health 
and perceptions of appropriate care, influenced by experiences with the health sys-
tem in their country of origin (Cabieses et al. 2012).

Gimeno-Feliu et al. found that “barriers caused by cultural differences, language, 
legal status, lack of familiarity with health care provision services, employment 
situation and timetable incompatibility may hinder health service use, because 
lower levels of stable employment conditions, increase difficulty to take time off 
work to go to the doctor” (Gimeno-Feliu et al. 2013). Many studies found that lim-
ited language proficiency of the host country leads to inappropriate use of health 
services (Galanis et al. 2013; Norredam et al. 2009). Administrative complexities 
and lack of information play a crucial role in hindering migrants’ health care access 
(Devillanova and Frattini 2016). Good ability to speak the language of the host 
country facilitates health services literacy. It has been observed that less-effective 
communication in relation to migrant patients may cause  misunderstandings, 
missed appointments, non-compliance, and lead to suboptimal care and reduction of 
treatment adherence (Galanis et al. 2013; Norredam et al. 2009; Devillanova and 
Frattini 2016; van der Gaag et al. 2017).

An Italian study, based on ISTAT national survey, found that influenza vaccina-
tion coverage among all immigrants was 16.9% compared to 40.2% among Italian 
citizens (Fabiani et  al. 2016). Differences in demographic characteristics, socio- 
economic conditions, and health-services utilization explain the reduced influenza 
vaccination coverage in most long-term immigrants compared to Italian citizens, 
except those from Africa and recent immigrants, suggesting the role of informal 
barriers (e.g., cultural and linguistic) for these sub-groups (Fabiani et al. 2016). In 
particular, a lower educational level has been proposed to explain the disparity in 
influenza vaccination among migrants, as education level is a strong predictor of 
preventive care receipts. Furthermore, immigrants’ knowledge and attitudes towards 
the intervention might affect vaccination adherence (Carrasco-Garrido et al. 2009; 
Fabiani et al. 2016; Fiscella 2005).

Most of studies show that for a given morbidity burden, migrants’ use of health 
services is generally lower than expected, compared to native-born populations, but 
other ones have found the reverse; in general the differences in the results are related 
to the type of health service focused by the studies (Gazard et al. 2015; Devillé et al. 
2011; Gimeno-Feliu et  al. 2016; Gil-González et  al. 2015; Graetz et  al. 2017; 
Glaesmer et al. 2011).

The lower use of health services could also depend on differences in  attitudes 
and perception of health and illness, among people of different origin and culture. 
For example, in Spain migrants of Asian origin have much lower visit frequencies 
than Latin Americans, probably for their more frequent use of traditional medicines 
(Gimeno-Feliu et al. 2013, 2016). Furthermore it has been mentioned that migrants 
may have a perception of illness, they fail to use services due to fear, difficulty to 
take time off work, or use traditional medicines (Franchi et al. 2016; Graetz et al. 
2017).

1 Access to Medical Examination for Primary Prevention Among Migrants
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1.2  Analysis of Access to Health Care Services by Type 
of Setting

1.2.1  Primary Care

A Dutch study showed that general practitioners communicate differently with 
migrants, compared to native patients, and the consultations with migrants were 
shorter. Furthermore, practitioners were more verbally dominant and migrants were 
less demanding (Meeuwesen et  al. 2006). Utilization of general practitioner ser-
vices among migrants compared with natives, shows diverging rates of use in some 
studies and countries.

One of the reasons is that migrants are more likely to contact emergency services 
and less likely to visit specialist doctors or use preventive care. In fact, the utiliza-
tion of accident and emergency services (bypassing general practitioner services) 
was higher among migrants in most studies and countries, probably because some 
European countries provide emergency care without any type of co-payment for the 
patient, making these services more affordable (Carrasco-Garrido et al. 2009; Gil- 
González et al. 2015; Graetz et al. 2017; Devillanova and Frattini 2016). Poor famil-
iarity with their rights and the local health system may also influence migrants’ 
access to care patterns. Recent migrants more frequently use emergency services, 
but over time they adopt natives’ use patterns (Franchi et al. 2016; Norredam et al. 
2009). Some authors highlighted that the overutilization of emergency services also 
results in higher costs when compared with accessing primary care (Graetz et al. 
2017).

1.2.2  Oupatient Care

A lower utilization of outpatient specialist services by migrants compared with 
natives was reported by many studies (from Spain, Italy, Germany, Czech Republic), 
while only few studies (from Denmark, Spain, Norway) reported the opposite 
(Graetz et al. 2017). The migrants’ general lower use of outpatient specialist ser-
vices, in particular of screening services, suggest the existence of barriers in access-
ing these services. These barriers may be due to organizational issues, language 
barriers, lack of health literacy, lack of knowledge about the availability and benefits 
of services, and a failure to accommodate cultural differences. They could also be 
caused by experiences in migrants’ countries of origin, where primary care and 
specialist services could be of poor quality, sometimes without gatekeeping systems 
(Norredam et al. 2009; Diaz and Kumar 2014; Diaz et al. 2014; Graetz et al. 2017; 
van der Gaag et al. 2017).

A. Di Napoli et al.
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1.3  Use of Health Services According to Generation

Some studies observe relevant differences in health care use among first generation 
migrants compared to the natives and migrants’ second generation. First generation 
migrants might be less informed about the system, while second generation, due to 
a higher level of acculturation, show health care utilization patterns more similar to 
native-born populations. In Germany, first generation migrants had a lower access 
to specialists and a higher frequency of visits to general practitioners (Glaesmer 
et al. 2011). In Spain, duration of stay was associated with higher rates of healthcare 
service use (Gimeno-Feliu et al. 2013, 2016). In England, recent migrants had a 
lower probability to be registered with a general practitioner and to use secondary 
health services than natives (Gazard et  al. 2015). Devillanova et  al. found that 
second- generation migrants in Italy had a lower probability of specialist visits and 
higher hospitalization rates (Devillanova and Frattini 2016). Franchi et al. found in 
Lombardy (the most peopled Italian region) an underutilization of health care 
between migrants even after they have been living in the region for at least 10 years 
(Franchi et al. 2016).

1.4  Conclusions

The lower health service use in the migrant population compared to native citizens 
found in many study could support the classic inverse care law described by Hart: 
“the availability of good medical care tends to vary inversely with the need of the 
population served”. It is well known that people who lived on the margins of society 
and in disadvantaged socio-economic conditions, such as migrants, are more likely 
to experience poor health (Diaz and Kumar 2014; Diaz et al. 2014; Gil-González 
et al. 2015; Glaesmer et al. 2011).

International evidence suggest that supply of healthcare services in universalistic 
systems better supports the healthcare need, but does not guarantee equity or remove 
the socioeconomic gradients in access and outcome (Cabieses et al. 2012). However, 
even in countries where access to health care is guaranteed, migrants do not always 
take full advantage of services available. In Spain, despite the presence of universal 
coverage health system offering broad legal access to migrants, the access of health-
care services was lower for migrants than for natives (Gimeno-Feliu et al. 2013, 
2016). A relevant issue is that universal health insurance appears to improve income 
equity in primary care, but not in specialist care (Glazier et  al. 2009). In some 
European countries, like in the Netherlands and Germany (van der Gaag et al. 2017, 
Glaesmer et al. 2011), where a general compulsory health insurance is established 
and where general practitioners act, even if with a different role, as a gatekeeper 
between the patient and the specialist. In the Netherlands a specialist doctor cannot 
be approached directly by the patient, unless the patients pay an additional fee. In 
these cases, migrants who avoid general practitioner services might either not visit 

1 Access to Medical Examination for Primary Prevention Among Migrants
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a specialist at all or try to use specialized emergency care, if provided free of charge 
(Schäfer et al. 2010). Thus, the differences in general  practitioner gate-keeping and 
co-payment obligations across countries could result in different health care use of 
specialized care by migrants.

Moreover, according to Gimeno-Feliu et  al. “health and illness are socially- 
construed concepts, varying greatly according to the cultural environment. Migrants 
may generally have a more ‘utilitarian’ concept of health, associated with the ability 
to work”. Preventive activities, particularly those monitoring the evolution of 
chronic processes, may not be seen as priorities, as they are not acknowledged as 
needs, at least in their first years in the host country. As a consequence, the public 
health programs for preventive care should take into account the health culture of 
the countries of origin and their experience about health care in countries of origin 
that is generally characterized by major deficiencies (Gimeno-Feliu et al. 2013 ).

The access to healthcare of migrants is a relevant dimension of equity of care 
provision. To disentangle the needs of migrants’ healthcare services is crucial to 
define effective health policy (Gimeno-Feliu et al. 2013, 2016). Appropriate policy 
tools to address this type of barriers are cost-effective and do not generate economi-
cally inefficient distortions on individual’s behaviors (Devillanova and Frattini 
2016).

Socio-economic barriers might be the main causes of disparities in access to the 
health care system even among second-generation migrants.

A major challenge for public health policies is integration, because the phenom-
enon of immigration could increase, and it is relevant to avoid problems of social 
cohesion (Franchi et al. 2016; Devillanova and Frattini 2016).

In conclusion, promoting migrant health care includes cultural elements from an 
anthropological perspective. Social and institutional changes that eliminate barriers 
from access to health services are fundamental in ensuring health for all (Gil- 
González et al. 2015).

References

Cabieses, B., Tunstall, H., Pickett, K. E., & Gideon, J. (2012). Understanding differences in access 
and use of healthcare between international immigrants to Chile and the Chilean-born: A 
repeated cross-sectional population-based study in Chile. International Journal for Equity in 
Health, 11, 68.

Carrasco-Garrido, P., Jiménez-García, R., Barrera, V. H., de Andrés, A. L., & de Miguel, A. G. 
(2009). Significant differences in the use of healthcare resources of native-born and foreign 
born in Spain. BMC Public Health, 9, 201.

Devillanova, C., & Frattini, T. (2016). Inequities in immigrants’ access to health care services: 
Disentangling potential barriers. International Journal of Manpower, 37(7), 1191–1208.

Devillé, W., Greacen, T., Bogic, M., Dauvrin, M., Dias, S., Gaddini, A., Jensen, N.  K., 
Karamanidou, C., Kluge, U., Mertaniemi, R., Riera, R. P., Sárváry, A., Soares, J. J., Stankunas, 
M., Strassmayr, C., Welbel, M., & Priebe, S. (2011). Health care for immigrants in Europe: Is 
there still consensus among country experts about principles of good practice? A Delphi study. 
BMC Public Health, 11, 699.

A. Di Napoli et al.



9

Diaz, E., & Kumar, B. N. (2014). Differential utilization of primary health care services among 
older immigrants and Norwegians: A register-based comparative study in Norway. BMC 
Health Services Research, 14, 623.

Diaz, E., Calderón-Larrañaga, A., Prado-Torres, A., Poblador-Plou, B., & Gimeno-Feliu, L. A. 
(2014). How do immigrants use primary health care services? A register-based study in 
Norway. European Journal of Public Health, 25(1), 72–78.

ELSTAT. (2011). Hellenic statistical authority. Migration 2011. http://www.statistics.gr/en/statis-
tics/-/publication/SAM07/-. Accessed on 11 Aug 2017.

Fabiani, M., Riccardo, F., Di Napoli, A., Gargiulo, L., Declich, S., & Petrelli, A. (2016). Differences 
in influenza vaccination coverage between adult immigrants and Italian citizens at risk for 
influenza-related complications: A cross-sectional study. PLoS One, 11(11), e0166517. https://
doi.org/10.1371/journal.pone.0166517

Fiscella, K. (2005). Commentary-anatomy of racial disparity in influenza vaccination. Health 
Services Research, 40(2), 539–549.

Franchi, C., Baviera, M., Sequi, M., Cortesi, L., Tettamanti, M., Roncaglioni, M. C., Pasina, L., 
Dignefa, C. D., Fortino, I., Bortolotti, A., Merlino, L., Mannucci, P. M., & Nobili, A. (2016). 
Comparison of health care resource utilization by immigrants versus native elderly people. 
Journal of Immigrant and Minority Health, 18, 1–7.

Galanis, P., Sourtzi, P., Bellali, T., Theodorou, M., Karamitri, I., Siskou, O., Charalambous, G., & 
Kaitelidou, D. (2013). Public health services knowledge and utilization among immigrants in 
Greece: A cross-sectional study. BMC Health Services Research, 13, 350.

Gazard, B., Frissa, S., Nellums, L., Hotopf, M., & Hatch, S. L. (2015). Challenges in researching 
migration status, health and health service use: An intersectional analysis of a South London 
community. Ethnicity & Health, 20(6), 564–593.

Gil-González, D., Carrasco-Portiño, M., Vives-Cases, C., Agudelo-Suárez, A. A., Castejón Bolea, 
R., & Ronda-Pérez, E. (2015). Is health a right for all? An umbrella review of the barriers to 
health care access faced by migrants. Ethnicity & Health, 20(5), 523–541.

Gimeno-Feliu, L.  A., Magallón-Botaya, R., Macipe-Costa, R.  M., Luzón-Oliver, L., Cañada- 
Millan, J. L., & Lasheras-Barrio, M. (2013). Differences in the use of primary care services 
between Spanish national and immigrant patients. Journal of Immigrant and Minority Health, 
15, 584–590.

Gimeno-Feliu, L. A., Calderón-Larrañaga, A., Diaz, E., Poblador-Plou, B., Macipe-Costa, R., & 
Prados-Torres, A. (2016). Global healthcare use by immigrants in Spain according to morbidity 
burden, area of origin, and length of stay. BMC Public Health, 16, 450.

Glaesmer, H., Wittig, U., Braehler, E., Martin, A., Mewes, R., & Rief, W. (2011). Health care utili-
zation among first and second generation immigrants and native-born Germans: A population- 
based study in Germany. International Journal of Public Health, 56, 541–548.

Glazier, R. H., Agha, M. M., Moineddin, R., & Sibley, L. M. (2009). Universal health insurance 
and equity in primary care and specialist office visits: A population-based study. Annals of 
Family Medicine, 7(5), 396–405. https://doi.org/10.1370/afm.994.

Graetz, V., Rechel, B., Groot, W., Norredam, M., & Pavlova, M. (2017). Utilization of health care 
services by migrants in Europe – A systematic literature review. British Medical Bulletin, 121, 
5–18.

INE  – Instituto Nacional de Estadistica. (2017). Spain 2017. http://www.ine.es/dynt3/inebase/
index.htm?type=pcaxis&path=/t20/e245/p04/provi&file=pcaxis. Accessed on 10 Aug 2017.

Istat – Italian National Institute of Statistics. (2017). Geodemo: Demography in figures; Italy 2017. 
http://demo.istat.it/index_e.html. Accessed on 25 July 2017.

Meeuwesen, L., Harmsen, J., Bernsen, R., & Bruijnzeels, M. (2006). Do Dutch doctors communi-
cate differently with immigrant patients than with Dutch patients? Social Science & Medicine, 
63, 2407–2417.

Norredam, M., Nielsen, S. S., & Krasnik, A. (2009). Migrants’ utilization of somatic healthcare 
services in Europe – a systematic review. European Journal of Public Health, 20(5), 555–563.

1 Access to Medical Examination for Primary Prevention Among Migrants

http://www.statistics.gr/en/statistics/-/publication/SAM07/-
http://www.statistics.gr/en/statistics/-/publication/SAM07/-
https://doi.org/10.1371/journal.pone.0166517
https://doi.org/10.1371/journal.pone.0166517
https://doi.org/10.1370/afm.994.
http://www.ine.es/dynt3/inebase/index.htm?type=pcaxis&path=/t20/e245/p04/provi&file=pcaxis
http://www.ine.es/dynt3/inebase/index.htm?type=pcaxis&path=/t20/e245/p04/provi&file=pcaxis
http://demo.istat.it/index_e.html


10

Petrelli, A., Di Napoli, A., Rossi, A., Costanzo, G., Mirisola, C., & Gargiulo, L. (2017). The 
variation in the health status of immigrants and Italians during the global crisis and the role 
of socioeconomic factors. International Journal for Equity in Health, 16(1), 98. https://doi.
org/10.1186/s12939-017-0596-9.

Schäfer, W., Kroneman, M., Boerma, W., et  al. (2010). The Netherlands health system review. 
Health Systems in Transition, 12, 1–229.

UNCHR. (2008). The right to health. Factsheet 31 OHCHR-WHO. http://www.ohchr.org/english/
issues/health/right/. Accessed on 24 July 2017.

van der Gaag, M., van der Heide, I., Spreeuwenberg, P. M. M., Brabers, A. E. M., & Rademakers, 
J.  J. D.  J. M. (2017). Health literacy and primary health care use of ethnic minorities in 
the Netherlands. BMC Health Services Research, 17(1), 350. https://doi.org/10.1186/
s12913-017-2276-2.

A. Di Napoli et al.

https://doi.org/10.1186/s12939-017-0596-9.
https://doi.org/10.1186/s12939-017-0596-9.
http://www.ohchr.org/english/issues/health/right/
http://www.ohchr.org/english/issues/health/right/
https://doi.org/10.1186/s12913-017-2276-2.
https://doi.org/10.1186/s12913-017-2276-2.


11© The Author(s), under exclusive licence to Springer International Publishing AG, 
part of Springer Nature 2018 
A. Rosano (ed.), Access to Primary Care and Preventative Health Services of Migrants, 
SpringerBriefs in Public Health, https://doi.org/10.1007/978-3-319-73630-3_2

Chapter 2
Access and Barriers to Childhood 
Immunization Among Migrant  
Populations

Pier Luigi Lopalco

2.1  Vaccine Preventable Diseases in the EU: From Jenner’s 
Vaccination to the European Vaccine Action Plan 
2015–2020

Childhood vaccination programmes are considered among the most effective pre-
vention services. In Europe vaccination programmes have a long tradition started in 
the late XIX century, when Jenner’s vaccination was used for mass campaigns 
against smallpox. The modern childhood immunisation programmes have been 
implemented after the 1950s with the introduction of tetanus, diphtheria, polio, and 
subsequently pertussis vaccination. In the 1990s the introduction of hepatitis B vac-
cination (HBV) and, in a short time, the arrival of acellular pertussis vaccines, 
Haemophilus influenza type b (Hib), pneumococcal (PNC) and meningococcal 
(Men) conjugate vaccines improved the vaccination offer. During the latest years 
vaccination offer has been further enlarged with the availability of varicella, rotavi-
rus and human papillomavirus (HPV) vaccines. Availability of new vaccines offered 
new opportunities but increased the complexity of the childhood vaccination pro-
gramme. In many European countries introduction of new vaccines was hampered 
by low budget availability and competition at national level with other healthcare 
services (King et al. 2008). Therefore, notwithstanding the availability of safe and 
effective vaccines, in many EU countries there are still gaps and vaccination offer is 
limited to the “old” vaccines (Haverkate et al. 2012).

The EU, as well as the larger WHO European Region, adopted the European 
Vaccine Action Plan (EVAP) 2015–2020 (World Health Organisation 2014). 
Sustainability of polio-free status, elimination of measles and rubella and control of 

P. L. Lopalco (*) 
Università di Pisa, Pisa, Italy
e-mail: pierluigi.lopalco@unipi.it

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-73630-3_2&domain=pdf
mailto:pierluigi.lopalco@unipi.it


12

hepatitis B infection are the three disease-related EVAP goals. In addition, EVAP 
underlines the need for having a common evidence-based approach on new vaccines 
introduction at European level, together with an effort to make vaccination pro-
grammes sustainable and equitably extended to all population groups.

In the EU equity is not only an issue between member states (different budget 
availability and subsequently different vaccination offer) but also within each coun-
try. Vaccination coverage among disadvantaged groups like migrants, refugees and 
travellers’ communities (Roma, Sinti, Irish travellers) is often lower than the aver-
age population (Mipatrini et al. 2017).

Language barriers, lack of documents, poor education, are reported among the 
causes of missed opportunities for vaccination in these groups. On average, nearly 
95% of children born in Europe receive the complete three-dose series of diphtheria, 
pertussis and tetanus vaccine by the age of 1 year. However, most of those children 
not accessing vaccination services belong to migrant and disadvantaged families. A 
strong call to “pay special attention to migrants, […], in ensuring their eligibility 
and access to (culturally) appropriate immunization services and information” is 
listed among the priority actions of the EVAP.

2.2  Poliomyelitis

The European Region was certified polio-free in 2002 and has maintained this sta-
tus, notwithstanding acute threats like the outbreak in Tajikistan in 2010 (WHO 
2010), the detection of silent circulation of wild polioviruses in Israel in 2013 
(Shulman et  al. 2014), and the cases of vaccine-derived poliovirus infection in 
Ukraine in 2015 (WHO 2016). Latest polio cases occurred in an EU country were 
reported from the Netherlands (van Wijngaarden and van Loon 1993–1994; 
Oostvogel PM et al. 1994). From September 1992 to February 1993, 71 polio cases 
and 2 deaths were confirmed in a population refusing vaccination for religious rea-
sons. Since then no paralytic case has been reported from any EU member state in 
the presence of effective either acute flaccid paralysis (AFP) surveillance or envi-
ronmental monitoring.

Oral polio vaccine (OPV) is the first-choice vaccine in the presence of local cir-
culation of wild polioviruses. Once the polio-free status is certified, switch to inac-
tivated polio vaccine (IPV) is needed in order to avoid the risk of introduction of 
vaccine-derived polioviruses (VDPV) in the environment. The EU countries pro-
gressively switched to IPV-only schedule starting from the polio-free status declara-
tion. At present IPV is the only vaccine used for childhood immunisation in the EU 
(ECDC, Vaccine scheduler 2017). Vaccination coverage levels for three doses of 
IPV at 24 months are on average over 90% in most EU countries (WHO, CISID 
2014). In the presence of high levels of polio vaccine coverage, the risk of having 
paralytic cases is very low, but the silent circulation of either wild or vaccine-derived 
polioviruses cannot be ruled out, as recently demonstrated in Israel. Should such 
silent circulation occur in an, even limited geographic area where pockets of 

P. L. Lopalco



13

 under- vaccinated population are clustered, risk of disease becomes higher. During 
the recent outbreak in Ukraine, the ECDC highlighted some potential issues in 
countries bordering the Ukraine, like Romania, where average vaccination coverage 
was sub-optimal (88%). In addition, estimate on vaccine uptake in this country 
could have been underestimated because of lack of birth certificates or other docu-
mentation in socio-economically disadvantaged groups such as Roma. The geo-
graphical clustering of such groups can result in a situation where vaccination 
coverage is significantly lower than the average in the country, posing a serious 
threat for poliovirus circulation.

Data on polio vaccination coverage among citizens of foreign origin in EU is 
lacking. Few surveys have been recently carried out among refugees. In Italy, more 
than 99% of refugees coming from Asia and Africa and temporarily hosted in a 
camp were found having high immunity levels against polioviruses (Tafuri et al. 
2010). In a group of refugees from Syria in Germany, 12 out of 629 (6.3%) children 
less than 3 years of age were positive for Sabin-like viruses in the stools, sign of 
recent vaccination with OPV.  No wild polioviruses were found (Bottcher et  al. 
2015). In France, 64.4% of HIV-infected patients coming from sub-Saharian Africa 
had protective antibodies against the three polioviruses (Mullaert et al. 2015).

In conclusion, even if the risk for having paralytic polio cases in the EU is con-
sidered low, however children belonging to some subpopulation groups like Roma 
or migrants should be considered at higher risk because of low immunity levels.

2.3  Tetanus, Diphtheria, and Pertussis

Tetanus vaccination does not provide any herd immunity effect and therefore any 
single child not vaccinated is at high risk of disease. During the period 2010–2014, 
between 88 and 149 cases of tetanus have been reported in EU countries each year. 
The highest number of cases has been notified by Italy, Poland and France. Most of 
the cases occurred in adults and all fatal cases were in people aged 65 years and 
above (ECDC 2016d). Definitively, tetanus is under control in the EU, but still come 
effort must be put in place to prevent cases in those populations with low vaccina-
tion coverage or waning immunity.

Vaccination coverage among migrants have been often found to be lower in com-
parison with EU-born individuals. Construction workers coming from Egypt and 
Morocco had lower immunisation status in comparison with Italian colleagues, not-
withstanding tetanus vaccination is required by Italian law for construction workers 
(Rapisarda et  al. 2014). Workers in the agricultural sector coming from EU had 
higher tetanus coverage (91%) compared with non-EU workers (81%) in an Italian 
survey (Tabibi et  al. 2013). Lower seroprevalence levels were found in the 
Netherlands in first-generation migrants coming from non-Western countries born 
before 1984, but the overall seroprevalence was over 94% in the whole population 
sample (Steens et  al. 2010). A survey conducted in a sample of HIV infected 
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 individuals in Austria showed in migrants lower seroprevalence levels against teta-
nus (Grabmeier-Pfistershammer et al. 2015).

Newly arrived migrants, including children, may be a population at higher risk, 
due to poor access to vaccination in the country of origin. Only 27% of newly 
arrived migrant children in Switzerland had protective antibody levels against teta-
nus (de la Fuente et al. 2013).

Tetanus remains a threat for non-EU adults, especially those with higher occupa-
tional risk. In addition, special attention should be paid to the immunisation status 
of newly arrived migrant children.

Diphtheria cases are still reported from several EU countries. Between 2010 and 
2014 number of reported cases ranged from 14 to 35 per year. In 2015, an asylum 
seeker originating from Afghanistan was diagnosed with respiratory diphtheria in 
Finland (Sane et al. 2016). He arrived in Finland from Sweden. No secondary cases 
were associated with this case. In France, a survey conducted among HIV-infected 
patients coming from sub-Saharian Africa showed protective antibodies against 
tetanus in 70.7% and against diphtheria in 69% of the sample (Mullaert et al. 2015).

Notwithstanding diphtheria is under control and only few clinical cases are noti-
fied in the EU, nevertheless available evidence shows that not vaccinated children 
are still at risk. Pertussis vaccination had a great impact on pertussis incidence 
worldwide. Childhood immunisation mainly aims at preventing severe pertussis 
cases in young infants. However, due to the limited duration of immunity after both 
vaccination and natural infection, repeated boosters are needed in order to decrease 
Bordetella pertussis circulation among all population groups and subsequent trans-
mission to infants. Resurgence of pertussis is reported from several EU countries 
during the last years. The reasons for such phenomenon are complex and still under 
scientific assessment. Recently, vaccination of women during the third trimester of 
pregnancy is providing promising results. Very little evidence is available on vac-
cination coverage among migrants and disadvantaged groups for pertussis (Mipatrini 
et al. 2017). Any specific vaccination strategy aimed at decreasing B. pertussis cir-
culation should take into consideration that migrant population may represent a 
disadvantaged group in terms of access to vaccination services.

2.4  Measles and Rubella

Measles and rubella are targeted for elimination in Europe. In 2016 70% and 66% 
of the 53 Member States in the European Region had interrupted the endemic trans-
mission of measles and rubella, respectively (O’Connor et al. 2017). Nevertheless, 
large measles outbreaks as well as cases of congenital rubella still occur in many EU 
countries. Between January 2016 and June 2017, over 14,000 measles cases have 
been reported in the EU, including 35 deaths. According to the WHO Health for All 
database, during the decade 2004–2013, 123 new congenital rubella cases have 
been reported by EU countries.
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A systematic review has been recently carried out in order to assess the burden 
of measles among migrants in the EU (Williams et al. 2016). There is little evidence 
available on the real incidence on measles in migrant population in Europe: those 
studies that mentioned migrants frequently mixed them up with indigenous reli-
gious groups or ethnic minorities. Several cases studies on measles outbreaks in 
Europe mention ethnic minorities or among populations at higher risk, but fail to 
specify whether these include recent migrants or not. The largest ethnic minority 
clearly related to disproportionate measles risk is the Roma/Sinti group in Bulgaria 
and Romania.

The latest bulletin on congenital rubella and rubella in pregnancy published by 
the National Institute for Health in Italy (ISS, Istituto Superiore di Sanità) reports 
that 25 out of 163 (15%) cases of rubella in pregnancy notified over the period 
2005–2016 are in women of foreign origin (Giambi et al. 2017).

Data on vaccination coverage in migrants are not routinely collected (WHO 
Regional Office for Europe 2012). Few studies from individual EU countries 
(Germany, Italy, and Spain) report similar findings showing that migrant children 
are less likely to be vaccinated against measles. One German study, found that chil-
dren of foreign origin had a 3-fold higher risk of being unvaccinated (Poethko- 
Muller et al. 2009). An Italian study reported measles vaccine coverage of 89.6% 
among children born outside of Italy compared with 87.3% in native children 
(Chiaradia et al. 2011). A study carried out in Catalonia, Spain, found a statistically 
significant difference in vaccine coverage rates between indigenous and immigrant 
children, for both the first (96.5% vs 85%) and the second dose (88.6% vs 78.3%) 
(Borras et  al. 2007). Concerning rubella, studies carried out in Sweden and UK 
showed lower immunity levels in migrant than in native women (Kakoulidou et al. 
2010; Hardelid et al. 2009).

In conclusion, there is strong evidence that large measles outbreaks involve eth-
nic minorities in the EU like Roma, but no data are routinely collected on the burden 
of disease among migrants. On the other hand, specific studies show that migrant 
children are less likely to be protected against measles in comparison with native 
population. In addition, disproportionate risk for rubella in pregnancy has been 
demonstrated in Italian women of foreign origin. In this perspective, specific mea-
sures should be implemented in order to close such potential immunization gaps 
and accelerate the measles and rubella elimination programme.

2.5  Meningococcal Invasive Disease

Meningococcal invasive disease is a rare but life-threatening disease in the EU. At 
present, the majority of cases are due to serogroup B, since serogroup C infection is 
mostly under control also thanks to extensive childhood vaccination programmes 
with meningococcal C conjugate vaccine (ECDC 2016c). Data on vaccination cov-
erage on migrant children are not available and therefore there is no evidence of 
disproportionate risk of meningitis between migrant and native population (Mipatrini 
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et al. 2017). Since risk of disease is higher in children hosted in refugee camps or 
living in very crowded or poor hygiene conditions, meningococcal vaccination 
should be considered in refugees.

2.6  Hepatitis A

EU countries present different endemicity levels for hepatitis A.  According to a 
recent systematic review most EU countries can be considered at a very low ende-
micity for hepatitis A, but few counties present either low or intermediate levels that 
may suggest local virus circulaiton (Carrillo-Santisteve et  al. 2017). Hepatitis A 
outbreaks still occur in Europe. Recently large multi-country outbreaks have been 
reported either linked to contaminated food consumption (Tavoschi et  al. 2015; 
Scavia et al. 2017) or sexual transmission (Werber et al. 2017; Beebeejaun et al. 
2017; Freidl et al. 2017). Second generation migrant children have been highlighted 
as peculiar risk group (Whelan et al. 2013). Second generation children are suscep-
tible to hepatitis A having been grown in a very low endemicity country and are at 
high risk of infection when visiting their country of origin.

Universal childhood and adolescent hepatitis A vaccination (HAV) is effective to 
stop local transmission both in outbreak situations and in areas at intermediate/high 
endemicity (WHO 2012). In the EU universal vaccination have been implemented 
only in Catalonia (Spain) and Puglia (Italy). HAV is recommended to risk groups in 
most EU countries. Following the recent evidence, vaccination should be actively 
offered to second generation migrant children.

2.7  Hepatitis B

Hepatitis B virus (HBV) can cause both acute and chronic infection. Risk of chronic 
disease is higher if the infection is acquired during childhood. Universal children 
and adolescent vaccination has shown to be very effective in controlling the disease 
and limiting the virus spread. However, due to the presence of chronic carriers, 
elimination of hepatitis B is hard to achieve in a reasonable timeframe.

The prevalence of HBsAg (hepatitis B surface antigen, a marker of infection) 
positive individuals varies significantly across the globe, with a clear correlation 
between HBsAg seroprevalence and socio-economic status, with high seropreva-
lence level in developing countries (Schweitzer et al. 2015). Even in the EU there is 
a distinct geographical variation with increasing rates from West to East and from 
North to South (ECDC 2016b). Overall, incidence of acute hepatitis B infection is 
declining in the EU, probably thanks to the successful implementation of vaccina-
tion programmes. On the other hand, almost 4.5 million people live with a chronic 
hepatitis B virus infection in the EU (Hope et al. 2014).
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Several studies have investigated the prevalence of HBV infection among 
migrants. A systematic assessment carried out by the ECDC reports an estimate of 
two million cases of chronic hepatitis B infection among migrants from intermedi-
ate/high endemic countries and a prevalence of 6% for HBsAg (ECDC 2016a, b, c, 
d). The ECDC study estimates that the burden of chronic hepatitis B among migrants 
in relation to the overall number of infected cases to be around 25%. This estimate 
shows that migrants are disproportionally affected by chronic hepatitis B, since the 
proportion of migrants in the total population is 5% for migrants coming from HBV 
endemic countries (ECDC 2016a). According to the ECDC assessment, migrants 
born in south-east or east Asian countries are among the migrant groups with the 
highest number of infected cases (ECDC 2016a, b, c, d). A study carried out in 
Amsterdam showed that the incidence of new HBV infections was higher in both 
first- and second-generation migrants in comparison with the Dutch-born popula-
tion, showing that the risk of acquiring the infection is related to habits and living 
conditions of the resident migrant population, independently from the prevalence of 
infection in the country of origin (Whelan et al. 2012).

In Germany, both first- and second- generation children and adolescents are at 
higher risk of infection. In particular, children with both parents with immigration 
background and first-generation children are at the highest risk (Cai et al. 2011).

Studies on hepatitis B vaccine coverage among migrant children are limited. A 
study conducted in a rural area in Germany found similar vaccination coverage 
among migrant and indigenous school age population (Mikolajczyk et al. 2008).

In conclusion, acute hepatitis B infection is declining in the EU, but migrant 
population continue to be disproportionally at risk. In particular, knowledge on 
local situation is needed in order to target prevention and screening efforts towards 
priority migrant groups.

2.8  Barriers to Childhood Immunization Programmes 
Among Migrant Children

Some evidence shows that migrant children are disproportionally exposed to vac-
cine preventable diseases. On the other hand, data on vaccine coverage in children 
with migrant background are scarce because they are not routinely collected. 
Similarly, knowledge gaps still exist on which barriers prevent migrant groups from 
reaching high vaccination coverage. Lack of targeted vaccination programmes may 
explain this finding. Vaccination, more than other health care services, relies on 
robust communication strategies. In the absence of diversity-oriented and migrant- 
sensitive communication tools and organisation behaviour, migrant children can 
easily become a hard-to-reach group for vaccination programmes (Rosano et  al. 
2017). Recently, several countries in the EU are considering the introduction of vac-
cine mandates in order to counteract the increasing vaccine hesitancy among the 
public. A law requiring parents to vaccinate their children against 10 diseases by 
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school age raised a vigorous debate in Italy (Day 2017). In France a similar law 
requiring immunisation against 11 diseases is going to be enforced starting from 
2018 (APMNews 2017). Introduction of mandates may increase vaccine coverage 
among those migrant families that do not vaccinate their children because of lack of 
information or poor access to health care services. As a matter of fact, vaccine man-
dates for access to school may represent an effective filter to reach this population 
group. Finally, strong efforts should be put in place to better integrate marginalised 
groups like Roma/Sinti in relation to measles and rubella elimination efforts in 
Europe.
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Chapter 3
Female Migrants’ Attitudes and Access 
to Cervical and Breast Cancer Screening 
in Europe

Sandra C. Buttigieg and Adriana Pace

3.1  Introduction

Research has widely shown that migrant women have a universal lower 
 participation rate in breast and cervical cancer screening programmes when com-
pared to autochthonous women (Fontana and Bischoff 2008; Vermeer and Van 
den Muijsenbergh 2010; Azerkan et al. 2012; Lofters et al. 2011; Ginsburg et al. 
2015; Campari et al. 2016). In addition, they also manifest lower cancer survival 
rates when compared to corresponding national averages (Ginsburg et al. 2017; 
American Cancer Society 2017).

Considering the increase in the phenomenon of migration, it is disconcerting that 
they are less likely to make use of screening as it has been widely reported that early 
detection and screening represent the best strategy for increasing survival rate 
(World Health Organisation 2014; European Commission 2017).

There are several reasons why policymakers and healthcare professionals should 
be made aware of the phenomena of ethnic and cultural diversity in the populations 
that health systems serve to date. The migrant population is consistently rising. For 
example, in 2010, the European Union (EU) hosted 31.4 million migrants, amount-
ing to 6.3% of EU residents (Vasileva 2011). Illness may impede the integration 
processes of migrants in host countries as health affects their ability to engage in 
society in general. This may lead to further marginalization and social isolation, 
which again may affect health in a negative way. This is even more salient in women. 
The more traditional culture of the immigrant groups protects women more than 
men by their family (Van Ours and Veenman 2006). This infers that by and large, 
women integrate less within the host society, and therefore less likely to access 
education, health, work and other social activities. Furthermore, there is the ethical, 
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legal as well as moral argument, which is based on the notion of “the right to the 
highest attainable health”. This right was first described by the World Health 
Organisation (WHO) in 1946 and was then reiterated in other recent declarations 
(WHO 1978, 1998). More recently, the 2008 Resolution of the World Health 
Assembly on the “Health of migrants” called for a number of steps to improve 
migrant health, including ensuring equitable access to health services (World Health 
Assembly 2008). Another argument is of equity in access, which is a fundamental 
objective for many healthcare systems. An equitable healthcare system implies that 
resource allocation and access are determined by patients’ need, irrespective of fac-
tors such as ethnicity or migration status (Rechel et al. 2011). Last but not least is 
the financial aspect as migration has a vast impact on the economy of the host coun-
try. Early detection leads to a reduction in advanced stage disease. This implies 
reduced costs due to less radical treatment, fewer out-patient clinic visits and a 
healthier working population (IARC 2002). Therefore, for these reasons health sys-
tems should better adapt to migrants’ health needs and should ensure migrants’ 
abilities to access healthcare.

Despite the emerging migrants’ health problems for many European countries, 
we have mainly identified research originating from the United Sates (US) and 
Canada. For this reason, we referred to the wider literature to better understand the 
female migrants’ attitudes and access to cervical and breast cancer screening, draw-
ing comparisons whenever possible.

3.2  Factors Affecting Participation

There are a multitude of factors affecting breast and cervical cancer screening par-
ticipation. Each of the following sections will describe the several factors, which 
potentially have an impact on participation of immigrant women. The first section 
will describe variables that are dependent on the country’s policies and structure, 
namely entitlement and access to healthcare. In the second part, we will discuss 
personal variables including the socioeconomic, socio-demographic and psychoso-
cial factors. Understanding these structural and personal factors, which hinder or 
facilitate breast and cervical cancer screening, is imperative as this may help to 
reduce the personal and societal costs of late cancer detection (Brown et al. 2006).

3.2.1  Entitlements and Access to Healthcare in Europe

Disparities in access and entitlements to healthcare exhibited by exclusionist 
countries can be one of the main factors leading to poor health of the immigrant 
population (Malmusi 2014). To our knowledge, there is no evidence directly com-
paring access to breast and cervical cancer screening between immigrant and native 
women in Europe. Most of the conducted research was carried out on the level of 
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participation rather than specifically on entitlement or access to healthcare (Fontana 
and Bischoff 2008; Campari et al. 2016). However, the Migrant Integration Policy 
Index (MIPEX 2015) compares the overall health system responsiveness to immi-
grants’ needs by measuring four dimensions, namely entitlements, access policies, 
response services and mechanisms for change. As highlighted in Fig. 3.1, in Europe 
there are major differences, which emerge in immigrants’ healthcare coverage and 
ability to access services between countries.

Policies are favourable in the Nordics (Norway, Sweden and Finland), English- 
speaking countries such as the United Kingdom, as well as countries that are 
major destinations for immigrants including Italy, Switzerland and Austria. 
Furthermore, it is evident from Fig. 3.1 that targeted migrant health policies are 
usually more responsive to migrant needs in countries with higher Gross Domestic 
Products (GDP). In addition, some of the highest ranking countries have estab-
lished specific national policies aimed at improving migrant health that go beyond 
statutory or legal entitlements. These countries include Austria, England, France, 
Germany, Ireland, Italy, the Netherlands, Portugal, Spain, Sweden and Switzerland 
(Rechel et al. 2011).

Switzerland has ranked number one as the most responsive to immigrants’ health-
care needs (MIPEX 2015). The Swiss Federal Office of Public Health (FOPH) has 
joined forces with the WHO and has developed a migration-specific strategy named 
Migration and Public Health. The main aim of this strategy was to reduce health 
inequalities by delivering a healthcare system that is accessible for all. This five-field 
intervention strategy prioritised the domains of prevention, education, research, 
health promotion and therapy for traumatised asylum seekers (FOPH 2002).

On the other hand, countries where numbers of migrants are very low such as in 
Bulgaria, Poland and Slovakia, little or nothing has been done to adapt service 

Fig. 3.1 Health Integration Policy Index of European Countries (Migration Integration Policy 
Index 2015)
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delivery to immigrants’ needs. Austerity measures also play a major role in Greece. 
Other health systems that are poorly responsive or inclusive in countries with 
restrictive integration policies include most of Central and Southeast Europe 
(MIPEX 2015).

Despite the EU’s declared objective to harmonise the entitlements of immigrant 
persons, studies demonstrate considerable, but varied, health inequalities between 
migrants and non-migrants (Mladovsky 2007). This problem is mostly prevalent 
for asylum-seekers and undocumented migrants (Karl-Trummer et al. 2010). The 
Council of the European Union (2003) highlighted minimum standards for asylum- 
seekers. These consisted of emergency care, essential treatment of illness, and nec-
essary medical or other assistance for applicants with special needs. Nevertheless, 
in far too many EU member states, these minimum standards are still not met 
(Rechel et al. 2013).

Similar to Europe, in the US, there is inadequate access to healthcare, particularly 
for immigrants (Goldman et al. 2014). In addition, having health insurance is a key 
predictor of access to healthcare, particularly for immigrants (Siddiqi et al. 2009).

In the US there are several major public programmes, including Medicaid, 
which provide economic, health, and nutritional support to low-income fami-
lies. Although immigrants may requires assistance through these programmes as 
a result of low wages and limited health insurance in comparison to nationals, 
they have less access to health and human services programmes. This limited 
access reflects stricter programme eligibility requirements, and additional barri-
ers to access that lead eligible immigrants to take up these benefits at lower rates 
(Pereira et al. 2012).

Studies have shown that even if immigrant women have the same access to 
screening programmers when compared to resident women, participation is still 
lower (Ivanov et al. 2010; Campari et al. 2016; Dunn et al. 2017). This implies that 
migrants face other obstacles in accessing health services that go beyond legal 
restrictions. These obstacles include psychosocial, socioeconomic and socio- 
demographic factors.

3.3  Psychosocial Barriers

3.3.1  Language Barrier

Several studies document that language barrier can hinder access to healthcare, 
reduce the quality of care as well as result in dissatisfaction (Lim 2010; Karliner 
et al. 2011). Lim (2010) studied the effects of linguistic barriers on health outcomes 
and access in relation to cancer screening for Asian American women. It was evi-
dent that language proficiency influenced the participation rate, as English-speaking 
Asian American women were more likely to undergo cervical cancer screening 
(Lim 2010).
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3.3.2  Cultural Barriers

Several studies documented cultural barriers between different immigrant groups 
(Ivanov et  al. 2010; Lofter et  al. 2011; Harcourt et  al. 2014; Dunn et  al. 2017). 
Abernethy et al. (2005) document that immigrant populations have culturally influ-
enced attitudes and beliefs that can encourage or impede healthy behaviours such as 
participating in screening programmes. Examples of cultural attitudes and beliefs 
include fatalism, lack of perceived vulnerability, and unfamiliarity with the concept 
of screening (Dunn et al. 2017).

Harcourt et  al. (2014) in a cross-sectional survey among African women in 
Minnesota reported that Somali women had higher participation rates in mammo-
gram use while a lower rate of Pap testing when compared to other African immi-
grant women. In line with other studies (Cronan et al. 2008; Abdullahi et al. 2009), 
the author concluded that since Pap smear consists of a more invasive and personal 
procedure this may pose cultural barriers and may hinder these women from utilis-
ing screening services (Harcourt et al. 2014).

In previous studies, discrimination from healthcare professionals has also been 
shown to play a role in outcome disparities between different races as immigrant 
women have been prescribed different treatments. For example, Del Carmen et al. 
(1999) reported that black women were less likely to receive a radical hysterectomy 
than white women for early stage cervical cancer. Another study reported that they 
were less likely to receive intra-cavity radiation therapy for locally advanced dis-
ease (Mundt et al. 1998).

Another finding, which further highlights the importance of factors associated 
with culture, is the fact that having a family doctor who is from the same country of 
origin as the woman significantly increases the chances of being screened (Vahabi 
et al. 2016). Vahabi et al. (2016) attributed this positive relationship due to the fact 
that physicians from the same origin/ethnic group may overcome language barriers 
and have a better understanding of women’s behavioural and cultural norms. 
Similarly, other studies have shown that the gender of healthcare professional also 
impacts the level of screening participation as male healthcare providers may 
increase the immigrants’ women anxiety (Akers et al. 2007; Lofters et al. 2011).

3.3.3  Socioeconomic Barriers

Individuals with lower socioeconomic status have disproportionately higher cancer 
incidence rates and mortality rates than those with higher socioeconomic status, 
both among foreign-born women as well as among the general population. Low-
income women have frequently been deemed as vulnerable to under- screening, 
regardless of demographic factors such as race/ethnicity (Lofters et al. 2011). In 
fact, women in lower socioeconomic groups often present with advanced stage dis-
ease and are less likely to receive standard regimens of treatment (Siegel et al. 2015). 
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Unfortunately, ethnic minorities including immigrant women disproportionately 
experience lower socioeconomic status (Weissman and Schneider 2005). In addi-
tion, women are at a greater risk of poverty when compared to their male counter-
parts (Eurostat 2017).

It is interesting to note that most of the studies which describe a low socioeco-
nomic group as a factor affecting level of participation in cancer screening originate 
from the US (Weissman and Schneider 2005; Lim 2010; Siegel et al. 2015). The 
impact of socioeconomic factors may be much higher in the US where the Private 
Mixed Health Services Model applies as it is financed both privately and publicly. 
Privately, it is characterised by individual and employer contributions. Public sys-
tems that assist the most vulnerable patients include Medicare, Medicaid, the State 
Children’s Health Insurance Programme and others, such as the Veterans Affairs 
Programme (Buttigieg et al. 2015). Public insurance is available for those 65 years 
of age and older, those with disabilities, and those at certain levels of the federal 
poverty level. Although there is public and private insurance in the US, the number 
of uninsured individuals continues to grow (Ivanov et al. 2010). It is evident that 
when compared with persons of similar socioeconomic status, uninsured and under- 
insured Americans receive fewer needed health services and suffer worse outcomes. 
Hence, lack of adequate health insurance may be one of the most important prob-
lems contributing to disparities in cancer diagnosis, treatment, and outcomes 
(Chatterjee et al. 2016).

3.4  Socio-Demographic Factors

3.4.1  Duration of Residence

Veermer and Van den Muijsenbergh (2010) reported that the attendance of migrant 
women at the national breast cancer screening in the Netherlands increased from 
51% in 1997–1998 to 63% ten years after. Although in this study there were no 
data available about the factors associated with this increase, the authors attributed 
this increase to the fact that most women involved in the screening have lived for a 
longer period in the Netherlands. In fact the authors recommend prospective studies 
to get more insight on the factors contributing to higher attendance rates.

These findings are in line with other studies originating from the US as women 
with a longer duration of residence were more likely to screen for breast and cervi-
cal cancer (Brown et al. 2006; Harcourt et al. 2014). These differences may be due 
to the fact that women who have lived longer in the US are more likely to be profi-
cient in English, and more acquainted with and have better skills at navigating the 
seemingly complex US health system. In addition, they are also likely to be differ-
ent in respect to cultural factors, such as concerns related to modesty and cancer 
screening knowledge (Harcourt et al. 2014).
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Vahabi et al. (2016) observed higher screening rates for immigrant women who 
lived longer in Canada, however, the rates never reached those of their native-born 
peers for many immigrant groups. These findings imply that a longer time spent in 
foreign country increases participation however it does not fully eliminate other 
socio-demographic, socioeconomic and structural barriers to screening.

3.5  Specific Immigrant Groups and Sub-groups  
that are Less Participative

According to Vahabi et  al. (2016), studies researching breast cancer screening 
participation by immigrant women often consider them as a homogenous group. 
These studies fail to account for the diversity that exists among these subgroups. 
Immigrants are a heterogeneous group consisting of not only diverse ethnic, cul-
tural, and religious affiliations, but also trajectories of acculturation that are based 
on the circumstances of their immigration (e.g. immigration class). These factors 
in turn can heavily influence immigrant women’s health, health behaviours, and 
healthcare utilisation.

Vahabi et  al. (2016) have shown that despite similarities among immigrant 
women regarding their low breast cancer screening utilisation, there were signifi-
cant differences between subgroups living in Canada in their patterns of participa-
tion. For example, South Asian women had the lowest overall rate of participation 
while women from the Caribbean, Latin America, and Western Europe had higher 
screening rates.

In another study, Andreeva and Pokhrel (2013) reported that Eastern European 
immigrants demonstrated low health-related self-efficacy and an external locus of 
control as they had little health motivation while also relied on healthcare providers’ 
initiative on screening referral. Furthermore, Easter European immigrants lacked 
knowledge about prevention. Regardless of the host country, healthcare access or 
educational level, these women largely displayed an external locus of control 
regarding health matters. This attitude towards health is worrying since it points to 
their susceptibility to cancer, as well as to other serious conditions for which per-
sonal actions and responsibilities are critical.

3.6  What Can be Done?

To ensure equity in health and healthcare for all patients, health systems need to 
consciously and systematically incorporate the needs of migrants into all aspects of 
health service planning and implementation (Forteir 2010). Towards this end, initia-
tives have been developed in the US and Europe aimed at building “culturally com-
petent” or “migrant-friendly” healthcare institutions (European Migrant Friendly 
Hospitals Project 2004; Hudelson et  al. 2014). These initiatives highlighted 
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strategies such as facilitating access to professional interpreter services, training 
health- workers in cross-cultural communication, and adapting information to 
migrants’ health literacy levels (Mladovsky et al. 2012).

Different countries use different strategies to overcome barriers and thus 
increase the participation of immigrant women. For example, in the 1980s, Sweden 
and Netherlands organised “community interpreting” systems in the health sector 
to overcome the language barrier. Furthermore, Sweden established the right to 
interpreters by law and in 2011 a telephone interpreter service, which was subsi-
dised by the federal government, was set up for health professionals working in 
both the private and public sectors (Rechel et al. 2011). In Southern and Central 
Europe, interpreter services, if available, are often provided by “cultural media-
tors” (MIPEX 2015).

Another strategy to overcome the language barrier is to promote diversity 
amongst health professionals by recruiting staff with varied linguistic and cultural 
skills (Rechel et  al. 2011). For example, Canada and the US have promoted the 
registration of students from migrant communities in medical and nursing schools 
(Fox 2005).

When planning and implementing strategies to increase participation, it is impor-
tant to acknowledge that immigrants cannot be defined as a homogenous group as 
there are various subgroups (Vahabi et al. 2016). In fact, Percac-Lima et al. (2012) 
demonstrated that barriers to screening among Bosnian refugees and immigrants in 
the US could be overcome by using a culturally tailored, language-concordant navi-
gator programme. Similarly, Shirazi et al. (2013) recommended a socially, cultur-
ally, and religiously tailored community-based health education programme for 
Muslim Afghan immigrants. These studies highlight the need for a holistic and cul-
turally appropriate approach to promote cancer screening in general rather than 
focusing on a particular cancer (Vahabi et al. 2016).

Developing clinical and administrative structures adapted to migrant patient 
needs is not enough. Various studies emphasise the importance of training cultural 
competent healthcare professionals in order to be able to provide appropriate care to 
diverse patients (Weekers et al. 2009; Rechel et al. 2011; Hudelson et al. 2014). 
Cultural competence needs to be part of the overall skills, knowledge and attitudes 
of health professionals. Organisations and institutions have addressed this by pro-
viding academic courses to students and employer-sponsored training for practitio-
ners (Hall et al. 2014).

Concurrently, professionals need to be made aware of their preconceptions. This 
means that healthcare providers need to adopt a humble and open-minded approach 
(Rechel et al. 2011). Furthermore, professionals need to understand the determi-
nants of migrants’ health and be capable to advise them about their access and 
entitlements (Weekers et al. 2009). An institutional culture consisting of shared val-
ues, norms and practices around the care of migrant patients must be developed for 
“migrant friendly” or “culturally competent” hospitals to be effective (Hudelson 
et al. 2014).
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Chapter 4
Access to Colon Cancer Screening  
of Migrants in Four European Countries

Ornella Punzo and Aldo Rosano

4.1  Background

Risk prevention and mitigation play a major role in reducing the incidence of cancer 
cases. If the exposure to cancer cannot be avoided, the next step would be making 
efforts to minimise the negative effects of exposure, e.g. enabling early detection of 
cancer cases. These strategies can be organized at an individual or at a population 
level. One of the main interventions at population level to decrease premature deaths 
is to ensure access to screening and early detection services. This type of screening 
can reduce dramatically the mortality from breast, cervical and colorectal cancer. 
Estimates show that a total of 256,670 men and women died of these three cancers 
in 2012 in the EU Member States (including Croatia), even though many of these 
early deaths were preventable (International Agency for Research on Cancer 2017). 
Population-based colorectal cancer screening has proven to be effective in reducing 
colorectal cancer incidence and mortality. The uptake of population- based pro-
grammes proved higher than spontaneous screening, confirming this type as more 
effective than other types of screening, such as spontaneous screening (Ferroni et al. 
2012). Both letter-based and GP-based invitation programmes seemed effective, but 
the former appeared more cost-effective (Ferroni et al. 2012).

Therefore, the implementation of such population-based screening approaches 
with well-defined target population, screening intervals and appropriate follow-up 
would reduce the burden of these cancers in the European region. Access to qual-
ity screening services plays a major role in the success of screening programmes 
(International Agency for Research on Cancer 2017; European Commission 
2017).
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Colorectal cancer (CRC) is much more common in developed countries and is 
associated with dietary habits and environmental risk factors. It is recommended 
that screening starts at around the age of 50 using faecal occult blood tests and 
endoscopic exams. Colorectal cancer is the second most common cancer in Europe, 
causing over 200,000 deaths per year (European Colorectal Cancer Screening 
Guidelines Working Group, 2013).

CRC screening tests are ranked in three tiers based on performance features, 
costs, and practical considerations. The first-tier tests are colonoscopy every 
10  years and annual faecal immunochemical test (FIT). These tests are recom-
mended regardless of being included or not in a population based type of screening, 
and they are also tests of choice when several alternatives are available. FIT should 
be offered to patients who decline colonoscopy, in a sequential fashion. FIT screening 
is also appropriate in populations with an estimated low prevalence of advanced 
neoplasia, whereas colonoscopy screening is recommended in high prevalence pop-
ulations. The second- tier tests include CT colonography every 5  years, the FIT-
faecal DNA test every 3  years, and flexible sigmoidoscopy every 5–10  years. A 
third-tier test is capsule colonoscopy every 5 years. Screening should begin at age 
50 years in average-risk persons (Rex et al. 2017). CRC incidence is rising in per-
sons under age 50, and thorough diagnostic evaluation of young persons with sus-
pected colorectal bleeding is recommended (Rex et al. 2017).

In Europe to date, only the faecal occult blood test (FOBT) for men and women 
aged 50–74 years has been recommended by the EU for CRC screening (European 
Colorectal Cancer Screening Guidelines Working Group, 2013). Moreover, any 
other screening technique included should follow the principle listed by the Council 
of Europe Recommendation and be evidence-based. Although the use of endoscopic 
screening methods is increasing, the majority of colorectal cancer screening exami-
nations performed in the EU use the evidence-based test recommended by the 
Council of Europe.

The current status of colorectal cancer screening in Europe shows 23 countries 
having their programmes either already implemented or in the planning phase, with 
the implementation started only in the 2000s. More than 110 million women and 
men are being targeted by these population-based programmes. For colorectal can-
cer the International Agency for Research on Cancer (IARC) and the European 
Commission report that there are currently population based screening programmes 
at national level in 15 Member States, while in 4 Member States population based 
screening programmes exist only in some regions, and in 9 Member States no pro-
grammes exist for the moment (but in 6 of them several CRC screening actions are 
scheduled for 2016) (European Commission 2017). Though a majority of the 
screening is still based on FOBT, large proportions of the target population have 
access to screening using endoscopy (flexible sigmoidoscopy or total colonoscopy). 
In Europe the screening interval for gFOBT/FIT programmes is 2 years in all the 
countries except Austria and Latvia where screening is done yearly. Within the non- 
population- based programmes, screening with colonoscopy is offered at 10 years 
interval in Austria, Czech Republic and Germany and at 5 years interval in Greece. 
Within population-based programmes, colonoscopy is offered once in a lifetime in 
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Poland as it is the case for sigmoidoscopy in Italy and England (International 
Agency for Research on Cancer 2017; European Commission 2017).

Eurostat shows that the self-reported screening, i.e. the proportion of people 
aged 50–74 years having had a colorectal cancer screening test within the specified 
time periods, in 2014 or nearest year, varies greatly in different European countries 
(European Commission n.d.). The EU-28 estimate average of the European popula-
tion having had a colonoscopy ever is less than 50%. Countries such as Romania, 
Cyprus, Bulgaria and Estonia (followed closely by Norway) are the ones reporting 
the highest proportion of people who never had a colonoscopy in their life. Germany, 
Austria, Slovenia and Czech Republic were the countries where the above men-
tioned proportion was the lowest.

Secondary cancer prevention programs are particularly important for migrants 
because they often underuse preventive care or fail to make return medical visits, 
and often lack cancer awareness. Migrants are more likely to receive a diagnosis of 
cancer at an advanced stage. Limited access to screening is one possible reason for 
this. Another element to consider is that the inclusiveness of the target population 
database chosen to issue invitations for screening purposes depends on how com-
plete is the database and on the eligibility of individuals, e.g. electoral registers 
might not include eligible foreigners or dates of birth (European Colorectal Cancer 
Screening Guidelines Working Group, 2013).

In the USA, colorectal screening tends to be lower for migrants than for the 
native population. However, screening patterns converge towards that of the native 
population as the length of stay in the country increases (Arnold and Razum 2012). 
Risk factors change over time upon arrival in the host country, and changes in a 
lifespan can be mixed, both positive and negative. Factors such as dietary changes, 
physical inactivity, weight gain and obesity, smoking, all contribute to a shift in 
migrant population’s risk profile. Therefore, despite the presence of the well-known 
“healthy migrant effect”, for which immigrants have a better health profile and over-
all lower mortality than hosts in Western countries, the convergence of mortality for 
hosts and immigrants with increasing duration of residence suggests that “healthy 
migrant effect”, and negative acculturation effects may counteract each other. The 
“healthy migrant effect” explains how on average migrants arriving in a host coun-
try are healthy, and this is explained as they would represent a pre-selected healthier 
cluster of their population of origin. On the contrary, the assimilation of cultural 
traits of the local population, such as alcohol consumption or increased dietary fat, 
would lead to a deterioration of the originally better migrant health profile. Arnold 
et al. (2009) analysed the literature for cancer risk diversity in non-western immi-
grants to Europe and found that they show an overall lower all-cancer morbidity and 
mortality compared with the native population. Nevertheless, they noticed consider-
able site-specific risk diversity. While migrants from non-western countries were 
more prone to infections-related cancers, e.g. liver, cervical and stomach cancer, at 
the same time they were less likely to get cancers related to western lifestyle, e.g. 
colorectal, breast and prostate cancer. Therefore, there is a strong need of culturally 
sensitive cancer prevention and screening programmes that take into account the 
specific needs and risk profiles of migrants, also at the individual level.
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This chapter aims at investigating the access to colorectal screening programs 
among migrants through a review of the literature and at analysing some original 
data from four European countries.

4.2  Review of the Literature

We reviewed the literature searching for original papers and reviews focusing on the 
uptake and the barriers to access CRC screening for migrants in Europe; in addition, 
we analysed original data from four European countries coming from the European 
Health Interview Surveys (EHIS).

The literature search was performed on Pubmed electronic database, through 
free Google and Google scholar search and snowballing selected articles references. 
The Italian grey literature was retrieved from national and regional websites, includ-
ing the Ministry of Health website. The European Commission and the International 
Agency for Research on Cancer (IARC) websites were searched for the European 
grey literature. Guidelines and reports were also found in official European Union 
or European Commission websites.

There are very few literature reviews regarding the access to health services in 
general and even less specifically focused on access to screening by migrants. The 
screening methods used in the original data were gFOBT (guaiac-based faecal occult 
blood test) and colonoscopy, while in the original articles we found FOBT, sigmoid-
oscopy and colonoscopy in the US (Idowu 2016), FIT (faecal immunochemical test) 
in the Netherlands (with colonoscopy offered to those with a positive sample) 
(Woudstra et al. 2016), FOBT in the UK (Robb et al. 2008), FOBT for France (Le 
Retraite et al. 2010). We will analyse the results comprehensively, despite that differ-
ent countries have different CRC screening techniques in their programmes.

In the systematic review by Norredam et al., there are only four studies focused 
on screening services, and none of them refers to colorectal cancer screening; they 
are focused instead on mammography (2) and on cervical screening (2) (Norredam 
et al. 2010). Nevertheless, the findings show a lower uptake of cancer screening ser-
vices among migrants compared with the indigenous population in all four  studies. 
The systematic literature review by Graetz et al. on utilization of health care services 

Pubmed Search Terms
 1. “migrant”[Title/Abstract] AND (“neoplasms”[MeSH Terms] OR 

“neoplasms”[All Fields] OR “cancer”[All Fields]) AND 
(“2007/09/01”[PDAT]: “2017/09/01”[PDAT]) AND “humans”[MeSH 
Terms].

 2. “migrant”[Title/Abstract] AND “cancer screening”[Title/Abstract] AND 
(“2007/09/14”[PDat]: “2017/09/13”[PDat] AND “humans”[MeSH 
Terms]).
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by migrants (Graetz et al. 2017) found that all screening practices ( mammography 
for breast cancer, cervical cytology for cervical cancer, abdominal aortic screening 
for aneurysm, and finally colorectal cancer screening through gFOBT or flexible 
sigmoidoscopy) were far less utilized by migrants than by the resident population. 
The studies were conducted in different European countries, such as Spain, Sweden, 
Germany, Denmark, Greece and the Netherlands, the only exception being a single 
German study involving Turkish immigrants, that showed higher screening services 
utilization compared to the local population (though study results were regarded as 
inconsistent with the European trend).

Frederiksen et  al. report that participation in colorectal cancer screening was 
almost half as frequent in migrants compared with native Danes (Frederiksen et al. 
2010). Accordingly to this study, that analysed how the participation to systematic 
CRC screening was affected by socioeconomic factors, low SEP (socioeconomic 
position) was associated with lower testing with FOBT.  Moreover, non-western 
immigrants were also less likely to uptake the screening, but this difference was 
likely attributed to the lower SEP in the ethnic groups considered.

In another paper included in this systematic review by Carrasco-Garrido et al., a 
study was conducted on awareness and uptake of cancer screening in Spain 
(Carrasco-Garrido et  al. 2014). By 2010, six Spanish autonomous regions had 
implemented population-based screening programmes for CRC, representing 40% 
of the total Spanish population (Ascunce et al. 2010).These programmes include 
men and women aged 50–69 years as their target population using faecal occult 
blood test (FOBT) every 2 years. Adherence to these programmes ranged from 5.4 
to 21.6%. Among the results, the study shows that subjects born in Spain reported 
higher awareness of all cancer screening programmes and specifically of FOBT 
(OR 1.41; 95% CI: 1.16–1.71) than immigrants. The highest uptake was found for 
mammography (74.46%; 95% CI: 71.96–76.14), followed by Pap smears (65.57%; 
95% CI: 63.09–66.83), PSA (Prostate-Specific Antigen) (35.19%; 95% CI: 32.43–
37.94) and FOBT (9.40%; 95% CI: 7.84–11.23). However, it has to be considered 
that the uptake for CRC screening in Spain is overall much lower than in other 
European countries such as UK or Italy (e.g. 56.8% in the UK and 44.6% in Italy) 
(Carrasco-Garrido et al. 2014) .

The possible explanations given for the lower screening uptake among migrants 
range from lack of information to lack of screening tests tailored for migrants, low 
socio-economic status, socio-demographic or linguistic issues and finally lack of 
health insurance (Graetz et  al. 2017). Socio-economic status, including education, 
employment and income, plays a significant role in migrant health in general, and 
since migrant populations are usually more financially disadvantaged, their health 
profile tends to get worse upon years after arriving in the host country (Dinesen 2011).

A paper authored by Le Retraite et al. (2010) focuses on the impact of the place 
of residence on participation, or lack thereof, in a CRC screening in Marseille, 
France. The study finds that migrant participation in CRC screening is lower com-
pared to the non-migrant population, with differences in participation related to 
higher presence of migrants in a district. However, the differences observed do not 
seem to be attributable to migrant status, this being more likely to represent a proxy 
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of other intrinsically related socioeconomic factors (Le Retraite et al. 2010). Another 
qualitative study conducted in the Netherlands (Woudstra et al. 2016) shows how a 
low level of Dutch language was the biggest barrier to CRC screening. Mistrust, 
misconceptions and low self-efficacy were all counted as other reasons for low CRC 
uptake. Practice implications included a request for more easily accessible informa-
tion, such as verbal and visual information in the mother tongue of the recipients. A 
bigger involvement of the GP was also suggested as a means of higher self-efficacy. 
A further research paper looks at attitudes to CRC screening among minority groups 
in the UK (Robb et al. 2008). As also previous literature highlighted, that socioeco-
nomic status affected CRC uptake more significantly than ethnicity alone. Regarding 
possible barriers to accessing CRC screening, shame and embarrassment seem to be 
the leading causes for disinterest towards screening programmes and lower CRC 
screening uptake.

A further review of the literature was performed in order to find other sources 
treating this subject, but it only retrieved a few articles. We performed a broader 
search using less and more undefined terms on Pubmed and Google, but only 
retrieved papers useful for describing the context.

4.3  Original Data Analysis on CRC Screening

We tried to integrate the literature available on migrants’ access to CRC screening 
through the analysis of data coming from European Health Interview Surveys 
(EHISs) and National Health Interview Surveys (HIS) and other data sources from 
different European countries on colorectal screening coverage. The screening meth-
ods considered are gFOBT and colonoscopy, which are among the techniques rec-
ommended by the American and European CRC screening guidelines (Rex et al. 
2017; von Karsa et al. 2012).

The data sources were the HISs, respectively 2011 for Spain, 2012–2013 for Italy, 
2013 for Belgium and 2014 for Portugal. The indicator chosen was the percentage of 
persons (aged 50–74) reporting a colorectal cancer screening in the past 3 years. The 
proportion of interviewed subjects reporting a gFOBT colorectal cancer screening 
was 17.2% (17.5% among nationals and 11.1 among migrants) (Table 4.1).

Information about colonoscopy was analysed for Italy only. Those who under-
went a colonoscopy in the last 5  years, aging 50–74  years, were 13.1% among 
nationals and 7.5% among migrants. Those who never underwent a colonoscopy 
were 83.4% among nationals and 91.2% among migrants.

4.4  Discussion

Early detection during screening programs for colorectal cancer is a key factor for 
better survival in high-risk groups. In the original data, focus of this analysis, the 
proportion of interviewed subjects reporting a colorectal cancer screening was very 
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low (1 out of 7). Among the considered countries, in Italy, Portugal and Spain the 
proportion of migrants who reported CRC screening was much lower that of nation-
als. In other countries, such as the UK, this appears to be due to a general lack of 
information about colorectal cancer, which was more pronounced among some 
minority groups (Robb et al. 2008).

Cultural factors may also play a role, e.g. fatalism (the perception of everything 
as being ordained by fate) was found to be associated with a lower uptake of colorec-
tal cancer screening among elderly African Americans compared to elderly white 
participants in the USA (Powe 1995). Several studies highlighted how being 
foreign- born correlates with a lower CRC screening uptake. This may be due to a 
lack or lower availability of organized CRC screening in the country of origin. 
Lower awareness of CRC screening is also thought to be associated to lower access 
to healthcare services in settings such as the USA, where access to public healthcare 
and health coverage is not guaranteed to the whole population and the non- 
universalistic health system is quite different from how it is organized in Europe 
(Idowu 2016). Therefore, the need of wider health education and information provi-
sion for immigrants are listed as possible solutions. Moreover, a lack of knowledge 
of colorectal cancer family history may translate into a low perceived risk of 
CRC. The health belief model substantially predicts these results. This model theo-
rized that people’s beliefs about susceptibility to disease, and about their percep-
tions of the benefits of prevention, influenced their readiness to act (Idowu 2016).

In the USA, although screening uptake is raising for both immigrant and non 
immigrant groups, gaps still remain and are linked to citizenship and insurance 
status (Reyes and Miranda 2015). Wide variations in the recommendations given by 
the GPs were also noted, suggesting that the first step to improve screening uptake 
among ethnic minorities could be ensuring that GPs recommend guideline-aligned 
screening to all patients. Also relevant is using computerized medical records, 
which through reminders increased the screening uptake, while minimizing the 
health inequalities among the migrant population (Reyes and Miranda 2015).

Although medical issues and guidelines are defined and meant to be internation-
ally acceptable in principle and application, the context in which patient needs are 
defined and expectations met, remain one of the biggest challenges. One of the key 

Table 4.1 Percentage of subjects who reported a gFOBT by country and immigrant status in four 
EU countries. Age 50–74

Belgium Italy Portugal Spain Total

Nationals
In the year 8.7 2.5 17.8 4.0 5.0
1–2 year 7.8 10.0 9.5 2.3 8.9
2–3 year 4.1 4.8 1.0 3.6
>3 or never 79.4 82.7 72.7 92.7 82.5
Migrants
In the year 10.9 1.7 14.3 3.5 4.0
1–2 year 7.1 5.1 3.8 2.5 4.8
2–3 year 6.0 2.2 1.6 2.3
>3 or never 76.0 91.0 81.9 92.4 88.9
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solutions would lie in recognizing individual needs and resources in order to deal 
appropriately with increasing cultural and ethnic diversity in the context of a society 
whose priorities are currently heavily dictated by profit, efficiency, tighter regula-
tions and standardized practices (Norredam et al. 2006).

4.5  Conclusions

Many factors may contribute to hindering migrant access to preventive health ser-
vices (PHSs), such as length of stay in the host country, ethnic background, culture, 
religion, levels of health literacy and integration, resulting in inequitable access of 
migrants to CRC screening. Social factors have a significant role in migrant health 
and the direction of the causal processes is not always clear. Barriers to access non- 
urgent health services are identified as organizational issues (both on the adminis-
tration and on the physician sides), language barriers (and lack of interpreters, 
which for example prevents from performing telephone consultations), lack of 
health literacy (not recognizing symptoms and potentially life-threatening health 
risks), lack of knowledge about availability and benefits of the services, failure in 
offering culture-sensitive options (Graetz et al. 2017). It is well known that one of 
the main barriers for screening uptake in the USA is represented by the insurance 
status (Reyes and Hardy 2015), but it may come a bit as a surprise that the situation 
is similar in Canada too (Gesink et al. 2014). In Europe, entitlements for migrants 
vary from country to country (Huddleston 2015).

There is urgent need for a deeper understanding of the barriers between migrants 
and CRC screening uptake as well as for more and better longitudinal studies, mixed 
methods and intervention studies in order to obtain better indicators of social deter-
minants and integration. Moreover these indicators also need to be significant at an 
international level. Many researchers argue that there is urgent need of “intersec-
tional, integrated, multivariate and multilevel approaches” (Ingleby 2012).

Public health issues, such as access to health services and screening, are intrinsi-
cally related to poverty, and poverty to immigration, especially in countries where 
immigrants are not granted free access to preventive care or where health services 
are not enough culturally sensitive. A so-called intersectional approach would take 
into account how the multifaceted issues and obstacles to access CRC screening can 
be tackled, how these barriers interact with each other, how different research and 
operational areas of action intersect and how this intersection can be utilised to bet-
ter understand how to guarantee the access to CRC screening to migrants.

Intersectionality, a term coined by Kimberlé Williams Crenshaw, recognizes that 
certain individuals face multiple and intersecting forms of structural discrimination.

On this issue Östlin (2011) asks: “What are the interactions between the axes of 
social differentiation and how do these contribute to the patterning of inequity at 
population level? More specifically, how do economic status, ethnicity, and gender 
intersect to shape health risks and outcomes?” (Östlin 2011). In order to tackle ineq-
uities in health we need an integrated approach that looks at different factors that 
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contribute to create them at the same time. This approach would harmonize the 
traditional conflicting research fields of social determinants of health and ethnicity 
studies (Ingleby 2012).

In reality, only a few prevention programmes exclusively target migrant groups 
(Mackenbach et al. 2008). Preventive health services should be responsive to patient 
diversity, probably more than other health services. There is a need for diversity- 
oriented, migrant-sensitive prevention and a need for prevention programs address-
ing migrants that are large-scale, evidence-based, sustainable and regularly 
evaluated. Policies oriented to removing impediments to migrants’ access to pre-
ventive interventions are crucial, in order to encourage more positive actions for 
those facing the risk of intersectional discrimination (Rosano et al. 2017). An inter-
sectional approach, in the case of CRC screening, would therefore take into account 
different aspects of the barriers and issues relevant to migrants’ access to screening. 
This would be made possible by enquiring the lives, thoughts, ideas of the group 
under study. Culture-sensitive services, tailored to the specific needs and expecta-
tions of specific ethnic subgroups would be the major step on this path.
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Chapter 5
Access to Primary Care and Preventive  
Health Services of LGBTQ+ Migrants, 
Refugees, and Asylum Seekers

Yudit Namer and Oliver Razum

5.1  Introduction

The Lancet issued calls to the international health community for taking urgent and 
solid steps towards “meeting the unique health-care needs of LGBTQ people” 
(2016a) as well as the right to health of refugee and migrant populations (2016b) in 
subsequent editorials, addressing primary care and preventative health services 
around the world. Refugees and asylum seekers represent the most vulnerable 
subgroup of the very heterogeneous migrant population. Non-heterosexual and/or 
non-cisgender identity contributes to this vulnerability, specifically in terms of 
access to healthcare. This chapter reviews the literature in advocacy of bridging the 
research and policy gap between the primary and preventive health services required 
by and the services provided for this specific group of migrants: LGBTQ+ refugees, 
and asylum seekers.

This chapter uses the abbreviation LGBTQ+ to refer to non-heterosexual and/or 
non-cisgender and questioning persons. The “+” in the abbreviation connotes an 
intentional inclusion. Terminology is clarified below for the unfamiliar. However, it 
should be noted that the political movements and the communities formed by non- 
heterosexual and/or non-cisgender individuals have historically assumed various 
abbreviations (e.g., GLB, LGBT, LGBTT, LGBTI, LGBTQIA) based on the inclu-
siveness of the political movements and the communities represented.
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5.2  LGBTQ+ Population

Four percent of the US adults and 6% of EU respondents identify as LGBT1 in 
surveys; probably an underestimate due to under-reporting (Dalia Research 2016; 
Gates 2017). Those born between 1980 and 1998, for example, are two times more 
likely to report identifying as LGBT than older generations in the US (Gates 2017). 
Respondents are also more likely to report identifying as LGBT when asked online, 
rather than in face-to-face interviews; and more likely to respond positively to hav-
ing had any same-sex experience rather than identifying as LGB (Burkill et  al. 
2016). Difficulties in gathering data from non-US, non-EU countries suggest simi-
lar, if not greater problems in under-reporting due to political climates necessitat-
ing suppression, but do not imply that population proportions are different. Given 
the many ways in which people can experience their gender identity and/or sexual 
orientation, the developments within one’s subjective expression of their identity, 

1 Identification as queer and/or intersex has not been largely surveyed.

LGBTQ+ Terminology
Transgender: Person whose gender identity and sex are not aligned. Can be 

used as ‘trans’ when referring to individuals. When transgender individuals’ 
gender is needed to be referred to, their gender identity (the gender they 
experience) is used (e.g., trans man).

Cisgender: Person whose gender identity and sex are aligned. Can be used as 
‘cis’ when referring to individuals (e.g., cis woman).

Lesbian: (Trans or cis) woman who is attracted to (trans or cis) women.
Gay: Person who is attracted to persons of their own gender. Also used to 

solely refer to (trans or cis) men who are attracted to (trans or cis) men.
Bisexual: Person who is attracted to persons of their own gender and another 

gender.
Intersex: Person whose sex differs from binary categories of sex due to variant 

developments of primary and secondary sex characteristics.
Queer: Person who does not identify within gender-binary and/or heteronor-

mative categories.
Questioning: Person who is currently exploring their gender identity and/or 

sexual orientation.

+ This list by no means attempts to reduce gender identity and sexual ori-
entation to categories, nor claims to be exhaustive. It is solely created for the 
purposes of following the arguments in the chapter, based on common usage 
by international LGBTQ+ civil society. An individual should always be asked 
how they define their gender and sexual orientation if referring to these attri-
butes is necessary.
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and the societal climates within which these identities emerge, it is difficult to 
enumerate the LGBTQ+ population.

5.2.1  LGBTQ+ Refugee and Asylum Seekers

Asylum in the EU can be sought on the grounds of persecution due to sexual orien-
tation and gender identity as legislated since 2004 and 2011, respectively. However, 
asylum on the grounds of gender expression (for individuals who do not conform to 
cultural perceptions of gender) and sex characteristics (for intersex individuals) are 
still not protected by legislation in the EU (International Lesbian, Gay, Bisexual, 
Trans and Intersex Association [ILGA] 2016a). Furthermore, due to the urgency of 
discretion, LGBTQ+ refugees and asylum seekers may choose to pursue protection 
on different grounds than gender identity and/or sexual orientation, such as political 
membership (ILGA 2016b).

Data regarding asylum claims on the grounds of sexual orientation or gender 
identity, thus how many LGBTQ+ refugees and asylum seekers currently reside in 
Europe are not reported (European Union Agency for Fundamental Rights 2017). 
The circumstances and the experiences of LGBTQ+ refugees and asylum seekers, 
however, are increasingly documented. As of May 2017, same-sex sexual activity is 
de facto illegal in 72 states around the world, in four of which the death penalty is 
applied as punishment. Death penalty for same-sex sexual relations is also reported 
in some non-sovereign, non-state regions. Similar sanctions exist for nonconforming 
gender expression (Carroll and Mendos 2017).

ILGA (2016b), summarizing the observations of human rights organizations and 
LGBTQ+ activists, details the following difficulties that LGBTQ+ refugees and 
asylum seekers experience: The rights to privacy and dignity are not always observed 
in asylum processes. Although questions regarding specific sexual practices are 
forbidden by the EU Court of Justice, these questions are still posed in certain 
asylum assessments. Authorities and administrative personnel involved in asylum 
procedures may lack information about gender identity and sexual orientation, 
countries of origin; or may lack sensitivity and awareness regarding the stigmatization 
in countries of origin (ILGA 2016b). Asylum procedures may even require the 
‘authentication’ of asylum seekers’ sexual orientation or gender identity by an 
LGBTQ+ organization in the region (Shakhsari 2014). Such practices may lead to 
unjust asylum rejections as applicants are not considered credibly LGBTQ+ based 
on stereotypes regarding gender and identity. Several states considered safe, either 
as a country of origin or as a third country to return refugees to, criminalize same- 
sex sexual activity or gender nonconformity. Considering the cases where LGBTQ+ 
asylum seekers have not yet disclosed sexual orientation and/or gender identity as 
their reason to flee, the return practices can be especially grave (ILGA 2016b). In 
addition, reception centres and camps in Turkey and EU member states are at times 
unsafe spaces where discrimination and violence in the shape of bullying, harassment 
and threat of physical and/or sexual abuse are observed (UNHCR 2015). Health 
services is one other area where a sense of safety is not ensured.
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5.3  Specific Health Concerns

Data on the health of LGBTQ+ populations from Europe are scarce; findings regard-
ing LGBTQ+ refugees and asylum seekers are scarcer (Keygnaert et  al. 2014). 
Therefore, most findings outlined here will come from North American studies, and 
in cases, be adapted for LGBTQ+ refugees and asylum seekers.

5.3.1  HIV/AIDS

The first health issue that is most commonly associated with LGBTQ+ communities 
is HIV/AIDS. There are certain advantages and disadvantages to this bias. The 
obvious advantage is that LGBTQ+ communities receive a certain level of attention 
regarding HIV prevention. Many prevention programs are funded to target the 
communities, and many LGBTQ+ nongovernmental organizations have divisions 
focusing on HIV prevention. The downside is that LGBTQ+ communities are often 
pictured as high-risk, contributing to societies’ stigmatization stance. In fact, 
Flowers (2001) argues that a collective ‘otherization’ of gay men, implying that 
‘at-risk’ness is an inherent part of being gay, has historically taken place in HIV/
AIDS risk management and reductions efforts. In other words, societies used HIV/
AIDS to create an artificial boundary between gay men and other members of their 
community, perceiving non-gay identities as superior, and gay identities as subordi-
nate. On a different note of othering, Lombardi (2007) shows that trans men specifi-
cally feel invisible when it comes to HIV/AIDS prevention programs.

Nevertheless, disproportionately high rates of HIV transmission among men who 
have sex with men prevail. The European Centre for Disease Prevention and Control 
[ECDC] (2015) reports sexual activity between men to lead in HIV transmission 
rates in the EU and the European Economic Area, with the rates having increased 
again in the last 10 years. Similarly, UNAIDS (2016) reports a 17% increase in new 
diagnoses of HIV among men who have sex with men in western and central Europe. 
Furthermore, in 2014, 32% of new diagnoses were among migrants in Europe. 
Although transmission, according to a recent systematic review, often occurs post-
migration, with migrant men who have sex with men more at risk (Fakoya et al. 
2015), there is some evidence that suggests a mixture of colonial history, poverty, 
health inequity and social responses to HIV epidemics in the countries of origin 
plays a role in higher transmission rates among migrants (ECDC 2009).

5.3.2  Mental Health

Increased levels of suicidal ideation, depressive symptoms, anxiety, hypervigilance 
and posttraumatic symptoms have all been reported in LGBTQ+ individuals, in 
comparison with straight and cisgender counterparts (Alessi et  al. 2013; Balsam 
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et al. 2004; D’Augelli et al. 2002, 2006; Elliott et al. 2015; Matthews et al. 2002; 
Sandfort et  al. 2006). For LGBTQ+ refugees and asylum seekers, mental health 
outlooks are even more intricate.

Alessi et al. (2016) recently explored the pre-migration experiences of LGBTQ+ 
asylees, refugees and persons with ‘withholding of removal’ status in Canada and 
the United States. What emerged from the interviews reflects the complexity of the 
LGBTQ+ refugees’ and asylum seekers’ circumstances: the participants reported 
fear of victimization by family members, community members, and the resultant 
hypervigilance to be a constant presence in their lives, even after being granted 
asylum. Practices to disguise gender identity and/or sexual orientation and to 
decrease visibility were constantly created and maintained to survive family- and 
community-level threats of victimization. Despite developing these strategies, 
victimization in the form of physical and sexual assault, crimes against significant 
others as well as property, threat and harassment, by members of the family, 
community, state authority or street gangs were reported to be routine. State actors 
specifically abused their role as protectors and were directly involved in acts of 
victimization (Alessi et  al. 2016). Hate crimes against LGBTQ+ individuals are 
reported in all regions of the world, implying that LGBTQ+ refugees and asylum 
seekers, although possibly safer than in their country of origin, may not feel in an 
entirely safe environment in the host country. The UN High Commissioner for 
Human Rights (2011) reports gender-based lethal and non-lethal physical, sexual 
and psychological violence committed by religious and political extremists in the 
public sphere, and by family and community members in the private sphere, to be 
widespread global phenomena. Homophobic and transphobic acts of violence, some 
resulting in death, have been reported in all Council of Europe member states, 
providing ground for LGBTQ+ asylum seekers’ prevailing hypervigilance in host 
countries (Council of Europe 2011).

Despite severe pre-migration and post-migration experiences of victimization, 
the resilience observed in LGBTQ+ refugees and asylum seekers is extensive. 
Alessi (2016) found that participants developed hope and maintained positivity as 
they grew increasingly free in their expression of gender identity and/or sexual 
orientation, even during times of isolation and ambiguity regarding status. Along 
with the support of friends and partners, community resources (most significantly 
mental health services, churches with LGBTQ+-inclusive services and legal aid) 
reinforced resilience, despite occasional conflicts. The participants also expressed 
that “doing whatever it takes” to survive in the host country as a refugee, including 
seeking transitional housing, social assistance, or employment below skill level 
demonstrated and reinforced their resilience. Finally, “giving back” to fellow 
LGBTQ+ refugees and asylum seekers in the forms of solidarity, advocacy and 
activism enhanced participants’ resilience.
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5.3.3  Gender-Confirming Processes

Not all transgender individuals prefer to go through medical gender-confirming pro-
cedures. For those individuals who do, hormone therapy may be the first, and in 
cases, sole step. The use of oestrogen or testosterone, depending on the person’s 
gender identity should be facilitated by healthcare providers, as denying treatment 
usually leads to acquisition and unmonitored use of unregulated products with 
varying concentrations of sex hormones or anabolic steroids.

Endogenous puberty suppression procedures are becoming more frequent, with 
positive outcomes. Considering that gender identity is stable by the age of five, 
some medical professionals advocate for suppressing puberty to spare the child the 
distress of developing secondary sex characteristics which are incongruent with 
their gender identity (de Vries et  al. 2011). It is likely that such options will be 
missed, not discussed by professionals, or not funded in the process of fleeing and 
seeking shelter in a new country with a healthcare system whose functioning is 
initially often not transparent to those in need.

5.4  Explaining Health Disparities Experienced by LGBTQ+ 
Populations

There are a number of models which have been utilized to explain health disparities 
that LGBTQ+ populations experience such as the Stress Process Model (Pearlin 
et al. 1981), or the Psychological Mediation Framework (Hatzenbuehler 2009). The 
current subchapter focuses on the Minority Stress Model as it is one of the first 
health models adapted to explore the LGBTQ+ experience, and the Health Equity 
Promotion Model, as it incorporates multilevel factors to explain the health out-
comes of LGBTQ+ individuals.

5.4.1  The Minority Stress Model

According to this model, the continuous macro-level and micro-level stresses and vic-
timizations minorities face daily, connoting a culturally perceived inferiority, nega-
tively impact individuals’ immune system and deem them more vulnerable to certain 
ailments, compared to the members of the majority population (Brooks 1981). As a 
‘sexual minority’, LGB individuals, in response to systemic barriers, may go through 
objective as well as subjective processes of acute and continuous discrimination, resul-
tant hypervigilance based on anticipation of discrimination, internalization of discrimi-
natory attitudes towards self, and disguise of identity (Meyer 2013). Although this 
model was initially articulated in reference to LGB individuals, it is argued to aptly 
denote the experiences of transgender and gender nonconforming persons as well 
(Hendricks and Testa 2012). The negative effect may be increased if a second discrimi-
nating factor such as asylum seeker status is present.
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5.4.2  The Health Equity Promotion Model

Fredriksen-Goldsen et al. (2014) argue for a more comprehensive exploration of 
LGBTQ+ health which takes a life course approach, considering risks but also 
resiliences of the LGBTQ+ populations. This model focuses on the human right to 
health and where responsibilities lie to ensure it. Specifically, the model reflects on 
how LGBTQ+ individuals’ health outcomes are impacted by the intersections 
between their social positions in terms of age, ethnicity and socioeconomic status; 
the context they are in, individually, environmentally and structurally; and the bio- 
psycho- social processes by which health is promoted.

If we were to consider LGBTQ+ refugees and asylum seekers from the super- 
diversity perspective, this model appears to more fully encompass the unique 
intersectionality of being a sexual as well as ethnic and/or religious minority. 
Vertovec (2007), in a seminal anthropological contribution, argued that the global 
migration patterns in the last decades have generated societal conditions of super- 
diversity, an increasing diversification of legal status, ethnicity, languages spoken 
and being learnt, skills brought and religions practised, among others. Super- 
diversity shapes societal discourses by being both invited and resisted against. It can 
even be said that openness to super-diversity defines the nature of a society. Gender 
identity, gender expression, sexual orientation and their conformance to dominant 
societal norms are increasingly becoming part of the diversity narrative of today’s 
migration patterns due to the visibility efforts of activists and resultant gradual 
disappearance of identity suppressing mechanisms in parts of the world.

An LGBTQ+ individual, who was prosecuted for their gender identity and/or sexual 
orientation in their home country may experience a decrease in perceived discrimina-
tion due to gender identity and/or sexual orientation, yet find themselves increasingly 
discriminated against due to their social positions determined by residency status, 
nationality, religion or language. The person has to continually adapt and respond to the 
challenges and opportunities put forward by the host society. One specific challenge is 
access to primary care and preventive health services.

5.5  Access to Primary Care and Preventive Health Services

5.5.1  Migrants’, Refugees’ and Asylum Seekers’ Access 
to Primary Care and Preventive Health Services

Migrants with various residency statuses face certain barriers in accessing primary 
and preventive health services. Variance in entitlements across Europe complicates 
the picture. In Germany, for example, access to healthcare is initially restricted for 
arriving asylum seekers and refugees in both legal and administrative terms. 
Specifically, asylum seekers waiting for status; who hold a temporary residence 
permit on humanitarian grounds; whose application for political asylum is denied 
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but repatriation is awaiting; and who are awaiting expulsion due to rejection of 
asylum application are only entitled to access treatment for emergencies, acute and 
painful ailments, pregnancy care, vaccinations and preventative measures when 
necessary. Other treatment might be granted by the local welfare agency only on a 
case-by-case basis. Individuals can access the restricted services via healthcare 
vouchers in most of the federal states, obtaining of which can be a repetitive and 
confusing process. The waiting time for full entitlement to healthcare to be granted 
is 15 months (Bozorgmehr and Razum 2015).

Culturally inappropriate interventions, lack of diversity training in service pro-
viding staff, language barriers in terms of lack of service providers offering services 
in the client’s language as well as administrative difficulties in recruiting an inter-
preter further impede access to care (Razum and Bozorgmehr 2016). Lack of trust 
in the host country’s system structures add to access barriers (Majumder et al. 2015). 
Refugees and asylum seekers, whose cases are pending, often report their choice of 
not seeing UNHCR-referred health practitioners out of fear that their health details 
will be shared with the UNHCR officials and the third country of asylum (Shakhsari 
2014).

5.5.2  LGBTQ+ Refugees’ and Asylum Seekers’ Access 
to Primary Care and Preventive Health Services

As the categories become narrower, the uniqueness of challenges, and needs for 
solutions proportionally increase. A key study by the UNHCR (2015) revealed that 
63% of their offices which engage in organizing or funding healthcare were aware 
of working with LGBTQ+ individuals. Out of government partners of the UNHCR, 
5% provided hormone therapy for transgender service users, 7% provided mental 
health and LGBTQ + −related psychosocial support, and 21% provided treatment 
for HIV/AIDS. The study emphasizes the significance of nongovernmental partners 
since 7% provided hormone therapy, 28% HIV/AIDS treatment, 30% mental health 
support and 40% LGBTQ + −related psychosocial support.

One of the most comprehensive qualitative studies on this issue surveyed 
LGBTQ+ refugees and asylum seekers from Iran, based in Turkey, waiting to 
hear about their asylum application status. Although all refugees and asylum 
seekers have access to primary healthcare in Turkey, the study showed that 
LGBTQ+ refugees and asylum seekers faced unique barriers. Specifically, the 
study participants indicated that they were subjected to intrusive personal ques-
tions by healthcare workers irrelevant to their health upon revealing their sexual 
orientation and/or gender identity. Transgender individuals who wished to initi-
ate or resume gender-confirming medical processes, that is, procedures to align 
their bodies with their gender identity, such as affirmative hormone treatment, 
reported that the primary healthcare physicians were often unknowledgeable 
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about gender- confirmation and that hormones, when prescribed, were often 
financially out of reach (Kara and Çalık 2016).

Language and cultural barriers are experienced on different layers by LGBTQ+ 
refugees and asylum seekers: healthcare providers may lack the appropriate sexual 
orientation/gender identity vocabulary in addition to their unfamiliarity with the 
individuals’ cultural background and language of origin. Making interpretation 
services available does not by itself ameliorate the issue; interpreters are not always 
acquainted with standards of care in providing services to LGBTQ+ individuals 
(Emanvel 2016). This barrier, as it muddles personal narrative, is specifically 
distressing in mental healthcare. Kara and Çalık’s (2016) participants reported that 
the mental healthcare they received was complicated by the use of interpreters, and 
mental health professionals’ lack of expertise in LGBTQ+ issues. They further 
described the available care as medicalized, that is, more inclined to comprise of 
psychopharmacology than psychotherapy. Due to the low number of professionals 
available, the consultations were months apart from each other.

When challenges of accessing healthcare as an LGBTQ+ individual such as the 
lack of LGBTQ + −ally practices or othering prevention management stances are 
coupled with the restricted entitlements and structural access barriers for refugees 
and asylum seekers, acute and chronic health problems will be left untreated, and 
the individual will be open to certain health risks. The restoration and promotion of 
health equity in the case of LGBTQ+ refugees and asylum seekers fall on 
policymakers, service providers, as well as the community at large.

5.6  Recommendations

A recent study by Kahn et al. (2017) exploring the perceptions of service providers 
working with LGBTQ+ refugees and asylum seekers in Canada concluded that the 
services should first ensure that a sense of safety is built. Although a sense of safety 
is essential for all interactions between service users and providers, the participants 
in this study underscored the centrality of safety and trust for the care LGBTQ+ 
refugees and asylum seekers, who are survivors of lifelong of victimization. 
Furthermore, recognition of the idiosyncrasies of needs and challenges was 
identified as a promoter of wellbeing. Negotiating personal biases regarding 
identities was also expressed as essential to provide the best possible care to 
LGBTQ+ refugees and asylum seekers.

In the light of the findings summarized in this chapter, we propose not 
LGBTQ + −specific services, nor any form of segregation for migrant populations, 
but for regular services to become increasingly migrant− and LGBTQ + −sensitive. 
A diversity management approach would ensure the diversification of service 
providers, services provided, and user needs to achieve this goal. This chapter builds 
on this premise and offers the following recommendation to policy makers and ser-
vice providers.
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5.6.1  Recommendations to Policymakers for LGBTQ+ Ally 
Service Provision

Lift all access barriers to primary and preventive healthcare Access to health-
care is a human right, and neither residency status, nor gender identity and sexual 
orientation should be used as a pretext to limit rights. Yet, in addition to restricted 
entitlements in parts of Europe, language and cultural barriers reduce refugees’ and 
asylum seekers’ access to healthcare (Razum and Bozorgmehr 2016) with LGBTQ+ 
identity acting as an additional barrier between the right to healthcare and the care 
provided. As Feldman (2006) summarizes, complete access to preventive and pri-
mary mental and physical healthcare as well as access to translation and interpreta-
tion  services, specialist services for survivors of violence and information about 
these services in relevant languages should be granted to all refugees and asylum 
seekers.

Educate about gender identity, sexual orientation and their expressions It is 
important to face one’s biases regarding how gender and orientation are expressed. 
Not all users of gynaecological health services identify as woman, and transgender 
women can have prostate cancer, for example. Most importantly, it is of importance 
not to assume someone’s gender identity and/or sexual orientation by their 
expression. Not assuming the gender of someone’s romantic or sexual partner, and 
in terms of non-cisgender identity, asking the person’s preferred pronoun to refer to 
them are components of best practice. Such knowledge, by policy, should be part of 
the training of all parties involved in health systems, from care providers to 
researchers.

5.6.2  Recommendations to Service Providers for Advocacy- 
Based Service Provision

‘Come out’ to service users Not only should primary healthcare workers be edu-
cated about LGBTQ+ issues, as well as difficulties faced by refugees and asylum 
seekers, but the insight garnered should be visible. One tool for visibility is to place 
a rainbow flag, a prominent symbol of LGBTQ+ community, to reduce the fear of 
using the services, and to communicate alliance.

Design an LGBTQ+ ally practice Build a team comprised of healthcare workers 
and interpreters of several languages. One aspect of an LGBTQ+ ally practice, for 
example, is de-genderizing bathrooms. Anecdotal experiences with patients suggest 
that transgender individuals avoid health services altogether out of the fear that they 
will be asked for a urine sample, without offering the use of a suitable, gender- 
neutral bathroom. Ask the users how to better design safer spaces.

Y. Namer and O. Razum



53

Recognize family connections which may not be legally recognized The inter-
sectionality of being LGBTQ+ as well as refugee or asylum seeker leads to various 
family constellations. It is important to recognize that LGBTQ+ refugees and asy-
lum seekers may have spouses that are not recognized by national laws of the host 
country or the country of origin, or may not be biologically related to their children 
whom they co-parent with their partners and/or family members.

Recognize the LGBTQ+ migrant, refugee and asylum seeker social networks 
in your region These networks are not only the referral points for LGBTQ+ 
migrants, refugees and asylum seekers who may be feeling isolated in a new land, 
removed from their existing social networks; they are also great resources to receive 
training for LGBTQ+ issues.
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Chapter 6
Health-Related Lifestyles Among  
Migrants in Europe

Teresa Spadea, Raffaella Rusciani, Luisa Mondo, and Giuseppe Costa

6.1  Introduction

Differences in health related lifestyles can explain part of the difference in health 
outcomes between immigrant and host populations, as well as across different 
migrant groups. Characterizing the risk profile of migrant populations is therefore 
essential in order to prioritize actions for prevention and health services organiza-
tion. The mechanisms that affect the occurrence of risky behaviours among immi-
grants are very complex, depending on the interrelation between two broad groups 
of health determinants: individual and contextual cultural and socioeconomic fac-
tors, on one side; and migration characteristics, particularly country of origin, age at 
arrival and length of residence, on the other side. The scientific literature on health 
related lifestyles and risk factors for chronic diseases among immigrants, however, 
does not systematically account for these complex mechanisms.

This chapter will try to systematize the available knowledge, starting with a brief 
conceptual framework of the mechanisms underlying the relationship between 
migration and health, and then focusing on a synthetic review of the existing litera-
ture on the main health related lifestyles (i.e. diet, physical activity, smoking and 
cardiovascular risk factors) and their determinants.
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6.2  The Conceptual Framework

The health profile of migrants can be determined by three main categories of deter-
minants and related health problems: importation diseases, uprooting effects and 
health consequences of acculturation and social inequalities. The relative impor-
tance of each of these three classes of health problems varies with time since 
migration.

6.2.1  Importation Diseases

This group includes health conditions with a genetic basis and infectious diseases 
endemic in the country of origin, e.g. tuberculosis or HIV, which are usually detected 
soon after the migrant arrival. In some cases, however, infectious agents may have 
long-term consequences: it is the case of some cancers of viral origin, such as stom-
ach cancer associated with Helicobacter Pylori, liver cancer with chronic hepatitis 
or cervical cancer with the Human Papilloma Virus. These are in fact the more com-
mon cancers in less developed countries, with higher incidence than in western 
societies (Ferlay 2013), which have been also found among immigrants in Europe 
(Arnold 2010).

Although the import of infectious diseases is often considered an alarming pub-
lic health problem for the host population, these diseases do not represent a signifi-
cant share of the burden of illness of foreign immigrants.

6.2.2  Uprooting Effects

In the short-term, the migration experience and the resulting uprooting phenomenon 
can have a direct negative impact on psychological wellbeing and mental health, 
including the initiation of risky behaviours such as smoking, alcohol or substance 
abuse. A high prevalence of depression has been observed particularly among young 
immigrants who had experienced traumas in their originating countries (Pfarrwaller 
e Suris 2012), as in the case of refugees and asylum seekers. High levels of mental 
health problems have been reported in detained asylum seekers, with persistent 
negative effects even after the release (Robjant 2009). Refugees and asylum seek-
ers, however, although increasing in recent years, still represent a very small per-
centage of the immigrant population living in Europe.
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6.2.3  Acculturation and Social Inequalities

Acculturation and social inequalities have the major impact on the long term. 
Acculturation, which is in general a process where two cultures interact and inte-
grate within each other, shows its impact on health through the progressive adapta-
tion of migrants to the habits of the host country. Several studies have consistently 
shown that health related behaviours and their consequent health outcomes vary 
according to the country of origin, with its culture and traditions; age at arrival, with 
a faster process among younger migrants and workers, who are more likely to be in 
contact with the native population at school or in workplaces; and length of resi-
dence in the host country (McKay et al. 2003). This phenomenon, in turn, is medi-
ated by the individual socioeconomic position of migrants, as well as by contextual 
factors in both origin and host countries (Nazroo 2003; Malmusi et  al. 2010; 
Acevedo-Garcia 2012). In the large majority of the cases, in fact, migrants have a 
low socioeconomic status at arrival and tend to cumulate social disadvantages with 
time. This implies that also their behaviours tend to assimilate to those of the lowest 
socioeconomic groups of the host population, usually resulting in an increase in 
risky behaviours (Lara et al. 2005). At the same time, migrants usually benefit from 
better health care and hygiene conditions in the host country and therefore experi-
ence a decrease in morbidity from infectious diseases and in maternal and infant 
mortality, while shifting towards the epidemiological profile of western countries, 
with an increase in risks of chronic diseases.

Finally, the epidemiological profile of migrants is also altered by two typical 
selection mechanisms that may bias the association between migration and health, 
namely the “healthy migrant effect” and the “salmon (or remigration) bias” (Razum 
et al. 2000; Razum 2006; Ulmann et al. 2011). The first effect assumes that only 
individuals who are particularly healthy choose to leave their countries and seek 
better life conditions abroad; the second hypothesis suggests that older or ill 
migrants tend to remigrate to their countries of origin to live the last part of their life 
in a more familiar environment. Both imply an underestimation of the morbidity 
and mortality of migrants, since sicker individuals would stay or return to their 
countries and data on their health outcomes are usually not available.

This framework shows clearly that migrants’ health is determined by a variety of 
exposures and contextual factors, operating in different phases of their life, and only 
a life course approach that takes into account the whole migration process could 
provide new knowledge on the health profile of migrants (Spallek 2011). Moreover, 
it is worth noting that the health problems of migrants are not exclusively associated 
with migration itself: importation diseases may be the same for travellers, as well as 
uprooting effects are similar in all tragic life events (such as bereavement or loss of 
work) and social inequalities in health are shared with the whole population. 
However, in the case of migration, these mechanisms interact with other experi-
ences that potentially generate new and stronger inequalities, such as racial dis-
crimination, cultural difficulties or legal constraints (Nazroo 2003, Scheppers et al. 
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2006; Hacker et al. 2015): all these factors represent important barriers to the pres-
ervation of the migrants’ health capital, which should be effectively countered.

6.3  Data from the Literature

We searched MEDLINE for articles on health behaviours and life styles among 
immigrants in Europe, published in English from 2000 to June 2017. We ended with 
48 papers, judged more pertinent to our objectives. However, due to space con-
straints, we will not report here the complete list of references, but we will try to 
synthesize the most interesting and consistent results.

The vast majority of articles focussed on diet, physical activity and overweight. 
The results highlight great ethnic variability in all these behaviours, depending 
mostly on the origin culture and socioeconomic factors, as well as on the character-
istics of the migratory process. For example, as far as culture of origin is concerned, 
the observance of the Muslim religious prohibition of drinking alcoholics may have 
an important role in the very low alcohol consumption rates generally observed 
among migrants (Mejean et al. 2007; Hansen et al. 2008; Carrasco-Garrido et al. 
2009; Bodenmann et al. 2010). One study found that a strong barrier to changes 
towards a healthier diet among Pakistani women in Norway was represented by the 
social dimension of food, with strong expectations from men and children for rich 
and fat meals during social gatherings (Raberg Kjollesdal et al. 2010). Qualitative 
studies emphasize the fatalistic approach to health of some ethnic minorities, par-
ticularly Gypsies or people from sub-Saharan Africa (Van Cleemput et  al. 2007; 
Cooper et al. 2012): this implies low awareness of chronic diseases and a poor atti-
tude towards health prevention. More generally, immigrants who tend to form close 
social networks, with a poor mix with natives, experience poorer health than those 
who live in open networks (Rostila 2010).

As said before, acculturation is a complex process that can have positive or nega-
tive effects on health, depending on both individual and contextual characteristics. 
While most of the papers show that longer durations of residence are accompanied 
by a deterioration of health, and in particular by an increase in weight mediated by 
the acquisition of unhealthy diet (Maqoud et al. 2016; Casali et al. 2015; Akbulut 
2014; Garduno-Diaz and Khokhar 2013), Spanish studies find that a longer length 
of residence protect from overweight compared to both natives and recent immi-
grants (Esteban-Gonzalo et  al. 2015; Marin-Guerrero et  al. 2015). One possible 
explanation for this unexpected result is that immigrants in Spain are mostly from 
Latin America, an area with an increasing prevalence of obesity, and benefit from 
the transition to a healthier Mediterranean diet.

An important role in determining lifestyles is also played by socioeconomic fac-
tors, with higher educational levels and socioeconomic positions associated with 
healthier behaviours. Increased language proficiency, which in turn is associated 
with length of residence and acculturation, has been reported as a significant deter-
minant of leisure time physical activity (Jonsson et al. 2013). Compared to other 
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risk factors, physical activity in particular appears to be linked to cultural and eco-
nomic factors (Gonzalez Lopez et al. 2015; Besharat Pour et al. 2014; Hansen et al. 
2008), possibly because it might be perceived as a luxury rather than a need for 
health, particularly among females. In a recent Italian study (Loi 2017) inactive 
migrants appear to be protected from alcohol and smoking habits. This result is in 
line with the hypothesis that people outside the labour market would be less in con-
tact with the host population and subject to a slower acculturation process, being 
therefore protected from taking unhealthy lifestyles. At the same time, however, it 
emerges a significant impact of two integration indicators, particularly among 
women: the sense of loneliness, which increases the risk of smoking, and language 
difficulties with the doctor, which are associated with greater obesity.

Another line of research focuses on the major risk factors for cardiovascular 
diseases (CVD), which, in addition to obesity discussed above, include smoking, 
hypertension, and diabetes. The relative difference in the CVD burden seems to 
depend mainly on ethnic origins and country of residence. However, as clearly 
pointed out by Agyemang et al. (2012), given the increasing prevalence of CVD in 
low income countries, it is difficult to disentangle the relative effect of imported risk 
factors from those acquired with time through the acculturation process, on one 
side; and from the role of contextual factors in the host country, including the health 
care system, the socioeconomic situation, or environmental factors, on the other 
side. More insight comes from the comparison of different ethnic groups in different 
contexts. Studies comparing ethnic minorities with the population remained in the 
country of origin generally show higher prevalence of CVD risk factors among 
migrants than among the same ethnic groups in their countries (Singh and 
Kirchengast 2011; Akbulut et  al. 2014; Maqoud et  al. 2016). The opposite was 
observed among Tunisian migrants in France, who showed lower levels of over-
weight, diabetes, smoking, hypertension and hypercholesterolemia as compared to 
both French and Tunisians living in Tunisia (Mejean et al. 2007). A possible expla-
nation might be the combined effect of the continuation of healthy behavioural tra-
ditions (low alcohol consumption) along with better access to health services and a 
more active lifestyle. When comparing the same ethnic group after migration to 
different industrialized countries, results have a substantial variability by country of 
residence: for example, in a comparative analysis of CVD risk between English and 
Dutch immigrants, smoking was more frequent among migrants in the Netherlands 
than among the same ethnic groups in England, suggesting a relevant role of contex-
tual factors (Agyemang et al. 2012).

6.4  Conclusions

The profile of the main unhealthy behaviours shows a less favourable situation for 
migrants than what is generally seen for mortality or morbidity thanks to the 
“healthy migrant effect”. These data are alarming to those that could be their health 
outcomes in a few years: overweight and obesity might be predictors of metabolic 
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syndrome and cardiovascular disease; lack of physical activity, apart from being a 
predictor of overweight, seems to be linked to poor mental health, with symptoms 
like anxiety and depression (Siddiqui et al. 2014).

Unhealthy lifestyles vary widely by ethnic group as a function of their culture of 
origin. Generally speaking, behaviours tend to worsen with the duration of stay, 
particularly among migrants in the lower socioeconomic groups, and are exacer-
bated by the sense of loneliness and low levels of integration in the host country.

A challenge for future research is to identify culturally sensitive interventions to 
facilitate healthy behaviours, so as to reinforce the positive effects of the accultura-
tion process, while counteracting the possible adverse effects. More inclusion and 
integration policies are also needed to partially interrupt the deterioration of health 
capital that appears already in place in most countries and to prevent future mortal-
ity (Ikram 2015). At the same time, such policies should be accompanied by specific 
actions to support the most vulnerable socioeconomic groups.
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and Cristina Canova

7.1  Introduction

Global migration is increasing, especially labour migration of people moving from 
low income countries toward developed economies looking for work opportunities 
(UN 2015).

Entitlement to comprehensive use of healthcare services may depend on the legal 
status of migrants and on legislation in force in the host country. In addition, even 
when health systems include health assistance to migrants, formal or informal 
barriers may limit the accessibility of services (Norredam et al. 2010), and migrants 
may be often at risk of low quality of care.

Conditions for which hospitalization can be considered avoidable, through 
timely and effective preventive care and early disease management, are often 
referred to as ambulatory care sensitive conditions (ACSCs). The negative 
association between indicators of primary health care (PHC) accessibility and 
hospitalization for ACSCs (avoidable hospitalization, AH) has been reported in 
different studies showing lower AH rates in areas with greater access to PHC 
(Rosano et al. 2013).

Given the vulnerability of migrant populations to low quality of care, our pur-
pose is to review and discuss the literature available on migrant status and AH in 
developed economies (as defined according to the country classification of the 
United Nations, UN) (UN 2016), taking into account the main differences among 
health systems and patterns of migration flows that may generate different patterns 
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of AH, and to discuss the use of AH as a proxy of quality of primary care in this 
context. Therefore, we will summarize the characteristics of the principal health 
systems and healthcare assistance in developed economies, the main characteristics 
of migration flows and health-related issues, the concepts and definitions for AH, 
discussing its use as an indicator of quality of care. Then we will discuss the 
available data sources useful to produce evidence on migrant status and AH, and we 
will review the available scientific literature. We will consider international 
migration, in particular toward European countries, while we will not focus on 
forced migration.

7.2  Main Health Systems and Healthcare Assistance Models 
in Developed Economies

The interpretation of health indicators with respect to migrant status or ethnicity 
may change in relation to the scheme of health coverage in force in each country, 
which may or not include payment in charge of migrants, especially for unem-
ployed, irregular or undocumented migrants. While the health system of the United 
States is mainly based on private insurance and out-of-pocket payments, those of 
most developed economies rely on social health insurance (some European coun-
tries and Japan) or tax-financed systems (some other European countries, Australia, 
Canada, New Zealand). Health systems so different may impact on health outcomes 
(Wagstaff 2009), and as a consequence may generate health differentials between 
migrant and non-migrant populations due to health coverage disparities and entitle-
ment to benefit from available healthcare services. In addition, many other different 
potential barriers may impact on the access to healthcare services among migrants 
and ethnic minorities. According to a review on this issue, such barriers may occur 
at patient level, provider level and system level, and depend on the particular situa-
tion of the individual patient (Scheppers et al. 2006).

7.3  Migration Flows in Developed Economies and Health- 
Related Issues

In 2015, the number of international migrants, that is, according to the UN, people 
residing in a country other than their either country of birth or citizenship, reached 
about 244 million people in the world, with an increase of about 41% since 2000. 
Most of them are of working ages and nearly 58% lived in developed regions such 
as United States (47.6 million), Germany (12.0), United Kingdom (8.5), Canada 
and France (7.8 each), Australia (6.7) and Spain (5.8) (UN 2015). According to 
Eurostat, the number of people residing in an EU member State with citizenship of 
a non-member country was 20.7 million in 2016, representing 4.1% of the EU-28 
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population. In addition, there were 16.0 million persons living in one of the EU 
member States with the citizenship of another EU member State (Eurostat 2017).

The health status of migrants is heterogeneous across developed economies, 
depending on multiple factors related to origin and hosting countries, and to the 
migratory history and experience of migrants as individuals or as groups. Although 
it is difficult to summarize the health status of migrants (Rechel et  al. 2011), 
the available evidence shows that health problems of migrants in different settings 
and places have been found to be related to maternal and child health (Almeida et al. 
2013), perinatal outcomes (Urquia et  al. 2010; Cacciani et  al. 2011), diabetes 
(Montesi et al. 2016), some infectious diseases (European Observatory on Health 
Systems and Policies 2014; William and Noori 2014), occupational health and 
injuries (Ahonen et al. 2007; Salvatore et al. 2013), and mental health (Kirmayer 
et al. 2011).

Concerning most recent large scale migration due to the economic downturn and 
political instability in the area of North Africa and the Middle East, the key health 
problems affecting migrants include accidental injuries, hypothermia, burns, 
gastrointestinal illnesses, cardiovascular events, pregnancy- and delivery-related 
complications, diabetes and hypertension (WHO Europe 2017).

Access to healthcare is an issue for migrant populations, even in countries where 
legal entitlements are guaranteed to them (Rechel et  al. 2013), and systematic 
variations in healthcare services utilization between migrants and non-migrants 
have been observed (Norredam et al. 2010). As a consequence, quality of care to 
migrant may be questionable and their health status may deteriorate.

7.4  AH: Concepts and Definitions, Its Use as an Indicator 
of Quality of Care

7.4.1  Definition and General Meaning

Ambulatory Care Sensitive Conditions (ACSCs) are a subset of diseases where hos-
pital admission is potentially avoidable by preventing the onset of disease (e.g. 
influenza vaccination), controlling an acute episodic illness (e.g. dehydration and 
gastroenteritis), or managing a chronic condition effectively (e.g. complications of 
diabetes) (Gibson et  al. 2013; Means 2016; Yam et  al. 2010). Since ACSCs are 
considered avoidable by appropriate and timely outpatient care, hospitalization for 
ACSCs is frequently named unnecessary or avoidable hospitalization (AH). Disease 
prevention and monitoring chronic conditions are key points at the primary care 
level, then hospitalization for ACSCs is frequently used as a quality indicator for 
primary care settings (Van Loenen et al. 2016; Cecil et al. 2015; Rosano et al. 2013). 
The concept of AH originated in New York in the early 1990s and since then has 
been widely used as an indicator of effectiveness of, or access to, primary healthcare 
in many countries (Cecil et al. 2015; AHRQ 2001; OECD 2015). The relationship 
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between better access to primary care and fewer admissions for ACSCs has been 
shown in several studies (Gibson et al. 2013; Van Loenen et al. 2016; Busby et al. 
2015). Moreover, the impact on health care resources and expenditures related to 
AH has been documented worldwide as large and alarming (Busby et al. 2017b, 
Weeks et  al. 2016). Compared with patients without ACSCs admission, a larger 
proportion of patients with ACSCs hospitalization required advanced treatment or 
died on admission (Mkanta et al. 2016).

While examining the large body of literature on ACSCs and AH, a wide range of 
different types and definitions of ACSCs to be included is evident (Van Loenen et al. 
2016; Busby et al. 2015). This is the reason why it is difficult to summarize results 
and conclusions from studies in different countries. Diabetes and related 
complications, Angina, Chronic Obstructive Pulmonary Disease (COPD), 
Congestive Heart Failure (CHF) in adult and elderly population are the most 
important ACSCs and are included in the majority of studies, while Gastroenteritis 
and Pneumonia account for AH in children (Gibson et al. 2013; Means et al. 2016; 
Yam et al. 2010; Cecil et al. 2015). Hospital admissions for patients with Diabetes, 
CHF, COPD, and Asthma are routinely reported within EU countries’ health system 
performance frameworks as part of their healthcare quality assessment (Calderón- 
Larrañaga et al. 2011; P.Re.Val.E 2017). They are also routinely used as indicators 
of the performance of primary care systems by the Organization for Economic 
Co-operation and Development (OECD 2015). Finally, AH rates have been widely 
used to quantify inequity in care delivery for populations with socioeconomic dis-
advantages or more vulnerable in comparison to their well-off counterparts 
(Khanassov et al. 2016; McCormick et al. 2015; Johnson et al. 2012).

7.4.2  Relationship Between Primary Care and AH

It has been hypothesized that healthcare systems with easy access to primary care 
have lower hospitalization rates because problems are detected at an earlier stage 
and disease deterioration can be prevented. A large body of evidence confirm this 
hypothesis (Gibson et al. 2013; Means et al. 2016; Yam et al. 2010). However, the 
mechanisms are complex and the strong relationship between quality of primary 
care and AH has been recently questioned (Gibson et al. 2013; Walker et al. 2017; 
Falster et al. 2015). A complete understanding of the causes of AH is difficult and 
requires examination of many aspects, both at individual and at contextual level 
(Busby et  al. 2015, 2017a; Hong and Kang 2013). While aging populations are 
common in many countries, differences in organization and delivery of care to 
tackle with their complex health needs may influence the type and the number of 
AH and lead to different interpretation and usefulness of this quality indicator in 
each country (van Loenen et  al. 2014; Delamater et  al. 2013). A number of 
observational studies examines single causes of AH instead of a large list of ACSCs 
(Van Loenen et al. 2016; Calderón-Larrañaga et al. 2011). Particular attention has 
been paid to hospitalization for diabetes and diabetes-related conditions. Several 
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studies have shown that patients with a continuous relationship with their primary 
care provider have less chance of being admitted for diabetes complications; in 
particular, patients treated by multidisciplinary teams have fewer hospital admissions 
(Gibson et al. 2013; Rosano et al. 2013; Manns et al. 2012). In contrast, it has been 
shown that where primary care practices have more medical equipment and high 
task profile physicians, rates of hospital admission for uncontrolled diabetes tend to 
be higher (Van Loenen et  al. 2016). In some countries, lower rates of AH were 
found in urban areas, this was not the case in rural areas suggesting that contextual 
factors, individual socioeconomic and behavioural factors and healthcare 
characteristics may interact in determining AH rates (Falster et al. 2015; Delamater 
et  al. 2013). In general, the main limitation of this indicator is the fact that the 
proportion of AH that is actually preventable is unknown and there is no easy way 
for a health system or researchers to identify which individual admissions are 
actually preventable (Passey et al. 2015). Another critical point consists in the fact 
that ACSCs are frequently identified on the basis of diagnostic codes in hospital 
administrative data. While this approach takes advantage of the availability of 
administrative datasets, it may overestimate rates of preventable admissions because 
it also captures an unknown number of admissions that are necessary and could not 
feasibly have been prevented (Walker et al. 2017; Passey et al. 2015; Sundmacher 
et al. 2015). More recently, emergency visits for ACSCs have been also suggested 
as a proxy of inadequate primary care (Johnson et al. 2012).

7.4.3  Geographical Variability: Interpretation and Challenges

Updated international comparison of AH rates comes from a report by the OECD 
(OECD 2015). As regards diabetes, OECD indicates that in 2013 there were almost 
7-fold variations in the admission rate for diabetes among countries across Europe. 
Age-adjusted admission rates for diabetes varied from 44 per 100,000 in Italy and 
Switzerland to 231 and 296 per 100,000 in Poland and Austria respectively. With the 
exception of Poland, Latvia and Slovenia, most countries have seen a reduction in 
diabetes admission rates over the past 5 years. Countries such as Italy, Finland and 
Switzerland saw a decline of more than 30% in admission rates for diabetes between 
2007 and 2013. Variation in AH across areas in a single country or region has also 
been reported (Busby et al. 2015; P.Re.Val.E 2017). Primary care quality and sec-
ondary care access were frequently suggested as drivers of AH variation, however 
several different methods were used to quantify variation and comparison of results 
and conclusions across studies are difficult (Busby 2015). In the recent work from 
an international focus group on behalf of the European Commission (EC) it was 
noted that validation and interpretation of AH as indicator of quality of diabetes care 
vary across countries, as well as its utility and usage (European Commission 
Directorate General for Health and Food Safety 2016). Then, caution in interpreting 
international comparison is needed. Again, from the updated EC report it is clear 
that complex conditions require multi-sectoral and multidisciplinary approaches. 
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There is a need to develop new indicators to provide information on the coordina-
tion between sectors, in particular primary and secondary care. New approaches 
linking hospital registries data with other sources, such as disease registers, or using 
data on co-morbidities or multiple diagnoses may lead to a better understanding of 
the patient profile and of the quality of integrated care pathways for chronic condi-
tions (Passey et al. 2015; European Commission Directorate General for Health and 
Food Safety 2016). Lastly, it has been suggested the need to disaggregate avoidable 
admissions and examine specific conditions, taking into account that indicator 
robustness varies for different diseases (European Commission Directorate General 
for Health and Food Safety 2016).

7.4.4  Issues Related to AH as an Indicator of Primary Care 
Among Migrants

The interpretation of AH as an indicator of quality of care, especially of primary 
care, may be even more challenging when comparing results across subgroups of 
populations, such as migrants and ethnic minorities. For example, it has been shown 
that migrants may be subject to a myriad of barriers when accessing primary care 
(Scheppers et al. 2006), which may be heterogeneous across ethnic groups and host 
countries. Again, AH may be not only driven by quality of primary and secondary 
care (Busby et al. 2015), but also by the inadequacy of health systems to meet the 
needs of migrant groups.

Any finding on differentials of AH across migrant and non-migrant populations 
should be therefore interpreted with caution and possibly in relation to individual 
and contextual adjustment variables.

7.5  Data Sources on Migrant Populations 
and Hospitalization

The concept of migrant is difficult to define, being measured with nationality, birth-
place, ethnicity, or race as in the USA, and as a consequence it is difficult to find 
datasets including migrant-sensitive information comparable within and across 
countries. In addition, such information is sparse and not routinely collected in 
demographic or health statistics, hampering the chance to measure health related 
indicators (Rechel et  al. 2013). However, in many developed economies demo-
graphic statistics are available, e.g. the census or municipal registers, and allow to 
identify citizenship or birthplace, and may provide denominators to calculate health 
indicators. Administrative data on hospitalization, which allow to calculate hospi-
talization rates numerators, are available so far in many European countries (Nielsen 
et al. 2009), and in the USA where many studies on avoidable hospitalization are 
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based on the Healthcare Cost and Utilization Project (HCUP) which is the Nation’s 
most comprehensive source of hospital care data (AHRQ 2017). Nevertheless, it is 
necessary to be aware of potential misclassification of migrants, and of bias and 
lack of generalizability due to migrants not included in the official statistics.

7.6  Literature Review on Migrant Status and AH

In June 2015, a systematic literature review was conducted to produce evidence on 
all the studies published to date on AH among ethnic minorities and migrant groups, 
in Europe and elsewhere (Dalla Zuanna et al. 2017). Studies presenting AH rates 
and/or rate ratios between at least two different ethnic groups or between migrants 
and natives were searched in primary electronic databases. This review identified 35 
original articles, of whom 21 papers presented overall AH rates.

In order to provide a comprehensive review in this Chapter, the literature search 
has been updated up to June 2017, using the same search strategy and focusing only 
on the studies that presented overall AH rates among different ethnic groups and 
migrant groups. Nine recently published studied were retrieved (Chopra et al. 2016; 
Gonçalves et  al. 2016; Hale et  al. 2016; Heo et  al. 2015; Lessard et  al. 2016; 
Matheson et al. 2015; Mukamel et al. 2015; Potter et al. 2016; Wright et al. 2017), 
bringing to a total of 30 studies: 21 were conducted in the USA, five in New Zealand, 
two in Australia, one in Singapore and one in Brazil; none European study was 
identified. Most of the studies had a cross-sectional design (n = 26), analysed rates 
in the general population considering different age groups (n  =  21). The terms 
“race”, “ethnicity”, or the two terms combined, were used as exposure variable in 
29 studies. In the studies conducted in the United States, the terms used were often 
“White/Black race”, with or without “Hispanic ethnicity”, sometimes mentioning 
other ethnic minorities. In the studies conducted in New Zealand, Singapore and 
Brazil, the exposure variable was based on ethnicity. One Australian study 
considered indigenous and non-indigenous populations. The other Australian study 
was the only one considering country of birth as a proxy of migrant status, to 
compare Australian citizens with people coming from eight refugee-source 
countries. Twenty-five studies reported an adjustment for age and other covariates; 
of these, 13 included socioeconomic status or a proxy of it. As regards the outcome, 
all the studies assessed AH rates/rates ratio using hospital discharge records. Eleven 
studies applied the American Agency of Healthcare Research and Quality (AHRQ 
2016) definition, while six studies adopted the list proposed by Billings. In the other 
studies the authors chose other published lists of ACSCs (6 studies), a list proposed 
for the national context (3 studies) or drew up their own list (2 studies).

Figure 7.1 shows the overall AH rates, stratified by exposure variable and setting. 
All the considered studies from the United States showed higher rates (up to 2.4 
fold) for the Black race or African American ethnicity than their White/EU 
counterparts. Also Hispanics and other ethnic minorities had higher AH rates than 
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whites/EU. The Asian group and the Chinese and Japanese in Hawaii had largely 
similar or lower rates than the White/European group. In New Zealand, Singapore, 
Australia and Brazil, ethnic minorities had usually higher AH rates than the majority 
group. An exception to this is the Asian group in New Zealand who experienced 
rates lower than or similar to the latter, and migrants from refugee-source countries 
in the Australian study, where AH rates were lower for this group.

AH is an outcome measure of the performance of Primary Health Care, and it has 
been widely used, mainly in the recent years (9 out of the 30 included studies were 
published in the last 2  years) to underline disparities in primary healthcare 
performance among different racial/ethnic groups, especially in the USA.  This 
updated review still underlined the lack of studies conducted in a European setting.

We focused only on the studies that used an overall measure of AH, because due 
to the specificity of our search strategy we had included only articles where the 
authors specifically described the conditions included in the list of ACSCs as 
“avoidable”. That is the reason why we conducted additional searches focusing on 
asthma and diabetes, trying to identify European studies.

7.6.1  Hospitalization for Asthma and Diabetes 
Among Migrants

Numerous studies, mainly set in the USA, have documented racial disparities in 
asthma management and outcomes, among which asthma hospitalizations in 
children and young adults that are potentially avoidable through regular ambulatory 
care by specialty and primary care physicians. In particular, black children, and to a 
lesser extent black adults, have been shown to have up to three times increased 
hospitalization rates compared with white patients (Akinbami et al. 2014; Moorman 
et al. 2012; Getahun et al. 2005). The underlying causes of these disparities include 
inadequate access to healthcare, lower socioeconomic status, suboptimal use of 
asthma controller medications, environmental exposures, genetic and behavioural 
differences, and healthcare provider shortcomings (e.g. poor communication or 
racial bias) (Erickson et al. 2007).

Therefore, a systematic review of studies conducted in Europe on asthma hospi-
talization among ethnic minorities and migrant groups has been conducted in June/
July 2017. Only few UK (Netuveli et al. 2005; Sheikh et al. 2016) and Sweden stud-
ies were identified (Hjern et al. 1999; Li et al. 2013a). In line with previous studies 
from USA, a UK systematic review found that south Asians and black children and 
young adults were at significantly increased risk of admission for asthma (Netuveli 
et  al. 2005). A recent population-based cohort study in the Scottish population 
(without age restriction) showed that compared to the reference White Scottish pop-
ulation, people of South Asian descent (i.e. Pakistani, Indian and Other South 
Asians) had 20–50% increased rates of hospitalization from asthma, whereas peo-
ple of Chinese origin had 30–40% lower rates, and people with African origin expe-

7 Avoidable Hospitalization Among Migrants and Ethnic Minorities in Developed…



76

rienced similar rates (Sheikh et al. 2016). On the contrary, the two studies conducted 
in Sweden found a lower risk of asthma-related hospitalization among children born 
outside Sweden (Hjern et al. 1999) and among children born to immigrant mothers 
(Li et al. 2013a).

Many studies, again mainly from the USA, have highlighted ethnic differences 
also in hospitalization rates for type 2 diabetes, with Blacks, Hispanics and other 
ethnic minorities often presenting higher rates compared to their white counterpart 
(Khan et al.2011; Sentell et al. 2013; Fisher and Ma 2015). The observed disparity 
may be partially explained by different prevalence of the disease, as epidemiologi-
cal studies have shown that the prevalence of type 2 diabetes may vary markedly 
across ethnic groups (Wild et al. 2004; Forouhi et al. 2005; Shamshirgaran et al. 
2013). Diabetes is a multifactorial disease (Doria et al. 2008), and both genetic and 
environmental factors (e.g. obesity, sedentary lifestyle, stress, nutritional factors) 
are differently distributed across ethnic groups. Differences in admission rates may 
also be linked to socioeconomic disadvantage (Li et  al. 2013b), or to different 
health- seeking behaviour or primary care management (Nuti et al. 2012).

A systematic review of the literature has been conducted in July 2017 in order to 
search for studies set in Europe comparing hospitalization for type 2 diabetes among 
adults in different ethnic or migrant groups. The search identified one Sweden study 
(Li et al. 2013b) and one from the UK (Nishino et al. 2015). In the Sweden study, 
hospitalization rates were analysed both for first and second generation of immi-
grants. Findings for the first generation were mixed, with sometimes higher and 
sometimes lower rates, considering each country of origin (or area) separately, and 
a slightly increased overall risk. Increased or decreased risks disappeared in most of 
the second-generation immigrants (Li et al. 2013b). These finding may suggest that 
environmental factors may be important to explain the observed variation in hospi-
talization for diabetes, and that access barriers to PHC might be lower for the sec-
ond generation of immigrants. The study from UK found that ethnic minority groups 
(particularly south Asians) were at higher risk of hospital admission for diabetes 
compared to white British people, but these differences disappeared when consider-
ing the readmission rate (Nishino et al. 2015). These finding may be explained by 
higher prevalence of type 2 diabetes and care in some ethnic groups that may have 
improved the diabetic condition.

Although ethnic minority and migrant populations are considered vulnerable 
healthcare groups, research on asthma and diabetes avoidable hospitalization is 
lacking in the European context and this warrants further research because of the 
possible implications for disease prevention.

7.7  Conclusions and Perspectives

Definitions, concepts, and scientific literature related to migration, health, and AH 
as an indicator of quality of primary care, in different developed economies with 
different health systems, have been presented and discussed, and the main factors 
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hampering comparisons within and across studies and countries have been described. 
The important dimension of international migration has been also described, and 
the lack of European studies on migration and AH has been documented through the 
literature review.

Available evidence often shows overall higher AH among migrants compared to 
non-migrants. This result may indicate a susceptibility of migrants to low quality of 
primary care in developed economies, though a variability of results has been 
observed. Heterogeneity may depend on many factors, some uncontrolled, such as 
ethnicity, socioeconomic position, age and aging, comorbidity, study population, 
country, setting, group of diseases or single disease investigated, prevalence of dis-
eases, study design and exposure measurements.

There is a need for additional research to produce further evidence in order to 
assess and then avoid human and economic costs of inefficiencies in primary care, 
taking into account previous experience on study design, methodology and issues 
related to migrants’ health.
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Chapter 8
Adaptation of Primary Health Care 
for Migrants: Recommendations  
and Best Practices

Marie Dauvrin and Bernadett Varga

8.1  Introduction

Worldwide, there is a consensus about the need for adapting primary health care for 
migrants but the way to achieve this aim may be hazardous for those willing to enter 
the field without any safety net (WHO Regional Office for Europe 2010). There are 
many interventions, recommendations and guidelines to reduce disparities in access 
and in outcomes for migrants but not all these interventions are evidence-based, nor 
are they what one may call a best practice. And this takes place in a particularly 
challenging context as migrants constitute a heterogeneous group of individuals, 
with various needs and profiles, evolving over time.

Moreover, interventions could not be isolated from their sociocultural and politi-
cal context, the resources available, and the attitudes and behaviors of both migrants 
and professionals. Adapting health care does not necessarily mean that there is a 
need for creating new services or ensuring that migrants are able to use the services 
as everybody else: adapting the existing offer may be sufficient but one may thus be 
particularly careful when adapting primary health care services to migrants (WHO 
Regional Office for Europe 2010).
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8.1.1  What Constitutes a Best Practice in Primary Health 
Care?

There is no single answer to this crucial question. However, from an equity lens, a 
best practice should be an intervention – in the broader sense – aiming a gradually 
reducing all systematic differences in health between migrants and the rest of the 
population (Adapted from Whitehead and Dahlgren 2007). It could take the form of 
a direct service provision to a patient but also be a health policy or a program for 
health care professionals. As stated by Whitehead & Dahlgren, achieving equity in 
health lies on levelling up the population to the same health outcomes than the most 
privileged (Whitehead and Dahlgren 2007).

Adapting primary care, and thus achieving equity, will then require an intersec-
tional and multisectoral approach to cope with the diversity of the migrants and to 
level them up (WHO Regional Office for Europe 2010). Hankivsky postulates that 
“intersectionality promotes an understanding of human beings as shaped by the 
interaction of different social locations (e.g., ‘race’/ethnicity, Indigeneity, gender, 
class, sexuality, geography, age, disability/ability, migration status, religion). These 
interactions occur within a context of connected systems and structures of power 
(e.g., laws, policies, state governments and other political and economic unions, 
religious institutions, media). Through such processes, interdependent forms of 
privilege and oppression shaped by colonialism, imperialism, racism, homophobia, 
ableism and patriarchy are created.”(Hankivsky 2014; Hankivsky et al. 2014) This 
requires then from those adapting services not only to focus on the migrant aspect 
but on other social determinants and characteristics of the targeted group. Oliver 
et al. (2008) proposed the typology PROGRESS+ to identify the multiple character-
istics of a patient group (Oliver et al. 2008).

Best practice and cultural competence
A best practice in adapting primary health care for migrants should be a 
culturally- competent practice. There are numerous definitions and models of 
cultural competence but the most widely acknowledged is the definition pro-
posed by Cross and colleagues: “a set of congruent behaviors, attitudes, and 
policies that come together in a system, agency, or among professionals and 
enable that system, agency or those professionals to work effectively in cross- 
cultural situations. The word “culture” is used because it implies the inte-
grated pattern of human behavior that include thoughts, communications, 
actions, customs, beliefs, values, and institutions of a racial, ethnic, religious, 
or social group. The word competence is used because it implies having the 
capacity to function effectively. A culturally competent system of care incorpo-
rates – at all levels – the importance of culture, the assessment of cross- cultural 
relations, vigilance towards the dynamics that result from cultural differences, 
the expansion of cultural knowledge, and the adaptation of services to meet 
culturally-unique needs” (Retrieved from Cross et al. 1989, p. 13).
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One may thus argue that there is no venue to develop group interventions and that 
each intervention should be unique and individualized. However, this is neither desir-
able nor sustainable for any health care system. A best practice will be thus a practice 
supporting both horizontal and vertical equity. Horizontal equity means ensuring that 
all migrants have the same access to primary care service while the vertical equity 
considers the specific needs of migrants and thus adapts the health care system 
accordingly. Vertical equity is sometimes used as a synonym for what scholars also 
call “responsiveness”, defined by Bischoff as “responsiveness to the socio-cultural 
background of migrant and minority patients, focusing on hospitals’ positive 
responses to their needs. Responsiveness also includes the adequacy of health care 
facilities in meeting the needs of migrant and minority patients, including both struc-
tural aspects of hospitals and training for health professionals” (Bischoff 2003).

8.1.2  Users’ Involvement: The Key to Success

How should one then know which patient characteristic needs to be the center of 
attention? By involving the patients and the community in the decision-making and 
the process of adaption of services. This is one of the recommendations made by the 
WHO while addressing migrant health (WHO Regional Office for Europe 2010).

PROGRESS Plus
The PROGRESS Plus framework is a mnemonic tool used to categorize 
 populations. It consists of:

• P Place of residence: Rural/urban, country/state, area deprivation, housing 
characteristics

• Religion Religious background
• Occupation Professional, skilled, unskilled, unemployed etc.
• Gender Male or female
• Race/Ethnicity Ethnic background
• Education Years in and/or level of education attained, school type
• Social capital Neighborhood/community/family support
• Socio-economic status (SES) Income-related measure e.g. means-tested 

benefits/welfare, affluence measures etc.
• Plus

 – Age
 – Disability Existence of physical or emotional/mental disability
 – Sexual orientation Heterosexual, gay, lesbian, bisexual, transgender

Content of the categories could be determined by the ones using it. For 
example, ethnicity could be defined by variables such as country of birth, 
migration status, spoken languages, preferred language, citizenship, length of 
stay or level of acculturation (Aspinall 2007).
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At the start of every project, four attention points need to be considered: (1) users 
may be tired of being consulted; (2) “professional” patients – monopolizing the room 
at the detriment of other patients less often involved; (3) lack of acknowledgement of 
the patients – supporting the need for finding efficient incentives; (4) fear – not only 
among patients but also among health care professionals that may feel insecure if 
they anticipated that their practices may be questioned (Brady et al. 2007) .

Besides, the project initiators may need to perform their self-assessment regarding 
the users’ involvement before the start. This evaluation may encompass dimensions 
such as leadership and involvement, practices and procedures, approach to users, 
training and resources, quality and evaluation practices…. Checklists such as the 
Scottish Checking for Change or the Migrant-Friendly Hospitals may be of interest.

A wide range of participative methods help the professionals to involve the 
patients (and their relatives) in the adaptation of services, the main difficulty being 
choosing the most adapted one. Five criteria guide the decision (King Baudouin 
Fundation 2006):

 1. Objectives – why do you need a participative approach? Some distinguish the 
objectives between the motivation (democratization versus advices) and the out-
come (organizing diversity versus looking for a consensus)

 2. Topic – what is the nature and the amplitude of the issue concerned?
 3. Users – who is concerned with the issue, interested in or likely to contribute to 

the solutions?
 4. Duration – what time period is available for setting up the process?
 5. Resources – what are the available resources (budget, staff, equipment…)?

8.2  Where Do You Find Examples of Recommendations 
and Best Practices?

The distinction we made between the different levels of the health care system is a 
theoretical distinction: one may not hope to achieve best practices in primary care 
by focusing solely on one level of the health care system. Cultural competence 
results from the interactions between the different levels and should be considered 
as a process of both personal and organizational change.

8.2.1  Adaptations at Individual Level

8.2.1.1  Communication

Barriers due to linguistic and language differences are often considered by the 
health care professionals as the most frequent but also the most difficult challenge to 
overcome (Dauvrin and Lorant 2014; Bischoff 2012). In presence of linguistic bar-
riers, there is an increased risk of non-adherence to treatment or recommendations, 
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diagnosis delays or errors, misuse of services, inappropriate treatments,  unnecessary 
tests, delayed care, poor satisfaction of both patients and health care profession-
als to cite a few (Bischoff 2003; Bischoff and Hudelson 2010a; Scheppers et al. 
2006). Consequently, improving communication is often perceived as a priority area 
for adapting services and has been widely recommended by experts (Deville et al. 
2011; Pottie et al. 2014; Meeuwesen et al. 2012).

Moreover, health care professionals declare being responsible for adapting com-
munication rather than putting this responsibility on the migrants –by involving 
interpreters, or by providing written information in an adapted language (Hudelson 
et al. 2010; Dauvrin and Lorant 2014). Those willing to adapt their services may 
begin by solving the language issues. Once an efficient communication channel has 
been established, the health care professional and the patient may engage in a posi-
tive relationship. Working with an interpreter therefore requires following some 
guidelines to ensure an effective communication.

Having an interpreter is not always feasible or accessible for primary care prac-
tices, unless the service is confronted with the same migrant group for years. 
However, in practice, as migration is a dynamic process, it is unrealistic to have 
interpreters for all languages. Recently, interpreting services by videoconference 
have shown promising results as it broadens the spectrum of available languages, 
necessitates only a connected device (but preferably a computer with a large size 
screen), and is easy to organize. Videoconference interpreting therefore requires the 
same preparation as face-to-face interpreting. When adequately deployed, (video)
interpreting increases access to health care, patient and professional satisfaction and 
reduces costs for the institution (Bischoff and Hudelson 2010a, b).

If interpreting addresses language barriers, it may not be sufficient when cultural 
issues are at play (Bischoff and Hudelson 2010b). A best practice is thus to involve 
intercultural mediators that will take care of both language and cultural issues 
(Verrept 2012; Baraldi and Gavioli 2012). Besides interpreting, intercultural media-
tors also act as cultural bridges between the patients (and their relatives) and the 
health care professionals by eliciting health beliefs and values, cultural and/or reli-
gious aspects as well as other elements that may influence the relationship. They 
also participate in patient education, patient advocacy, counselling but also in the 
training activities for health care professionals. Belgium, Italy, the United States or 
Canada have been using (inter)cultural mediators for years and it shows positive 
outcomes on patient and professional satisfaction (Nierkens et  al. 2002; Verrept 
2012; Baraldi and Gavioli 2012). Moreover, intercultural mediators are often mem-
bers of the migrant communities and may support the social integration and the 
valorization of their competences in the wider society.

Ten tips for working with an interpreter
Hieroglifs Translations made a funny and accessible video summarizing the 
10 tips to work with an interpreter that may be used as didactic material. The 
video link is available at the following URL: https://www.youtube.com/
watch?v=ABn0sE1aiGo
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Improving communication may also be supported by additional tools: using 
 pictograms, displaying information posters in various languages, having flyers in 
the most spoken languages. In that sense, schools, community centers, NGO and 
other non-profit organizations are partners that may help the primary care facility to 
create a friendly space. When holding a consultation with an interpreter / mediator, 
a sign on the door may prevent from being interrupted.

Communication can also be improved by providing health care professional with 
the ability to communicate directly with the patients in their own languages. This 
may be achieved by promoting access to health care professions among migrants, 
encouraging diplomas equivalencies through agreements among countries, migrant- 
oriented recruitment policies in health care services – this kind of policy has there-
fore to be strictly regulated to avoid a negative impact on the health system of the 
country of origin of the migrants-, (financial) incentives for bilingual workers, or 
institutional database of language spoken by health care professionals.

Although this last initiative is quite low-cost and easy to develop, it needs to be 
reserved for emergency situations to prevent inadequate situations like using non- 
qualified personal (e.g. cleaning staff is not adequate for interpreting) or monopoliz-
ing a health care professional for interpreting and not caring. As an illustration, a 
negative situation was experienced by a hospital nurse being the only one speaking 
Aramean in her institution: she became monopolized by interpreting instead of 
 performing her caring duties. This led to tensions and finally the nurse refused to 
interpret (Dauvrin 2013).

Communication improvement on the patient side could be achieved through inte-
gration classes or (compulsory) language classes. These initiatives are therefore 
feasible for newcomers and are rather difficult to implement with migrants living in 
the country for years. Partnership between associations promoting (health) literacy 
and health care services must be considered.

8.2.1.2  Culturally Sensitive Health Promotion

Health promotion activities are at heart of the primary care services and are of 
importance with migrant populations. Culturally sensitive health promotion requires 
adaptations in the conception, the planning, the promotion, the recruitment of par-
ticipants, the implementation, the retention and the evaluation process. Liu et al. 
underwent a major evidence synthesis in 2012 aiming at identifying how to adapt 
health promotion interventions to the needs of ethnic minority groups and listed all 
the adaptations likely to suit the needs of migrant populations (Liu et  al. 2012). 
Culturally sensitive health promotion is highly context-dependent but five common 
principles of adaptation are at stake, whatever the topic or the target group involved: 
“(1) Drawing on community resources for promotion and increasing accessibility; 
(2) Identifying barriers to access and participation; (3) Developing language – and 
format -appropriate strategies; (4) Utilizing cultural and/or religious values for 
strategies that promote change; (5) Accommodating for different levels of cultural 
identification” (Liu et al. 2012, p. 13).
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Culturally sensitive health promotion therefore requires a cautious approach if 
the final objective is to improve equity for all. A common pitfall is that the interven-
tion reduces the disparities inside the migrant group and not among migrants and 
the rest of the population. To ensure the equity of the interventions, Tugwell et al. 
(2010) proposed an equity-oriented analytical framework organized around seven 
dimensions: (1) developing an intervention model; (2) defining disadvantage; (3) 
deciding on appropriate study design(s); (4) identifying outcomes of interest; (5) 
process evaluation and understanding context; (6) analyzing and presenting data, 
and (7) judging the applicability of results (Tugwell et al. 2010).

8.2.1.3  Health Literacy

Improving health literacy should be a transversal objective of improving communi-
cation and providing culturally sensitive health promotion as health literacy is of 
crucial importance for the most vulnerable ones such as migrants. Indeed, individu-
als with an appropriate level of health literacy will be more likely to, i.e., participate 
in preventive and screening activities, adopt healthy behaviors, be compliant, pre-
vent chronic diseases or take decisions for their health. Figure 8.1 illustrates the 
dimensions of health literacy (Van Den Broucke and Renwart 2014).

Interventions in health literacy lay on five characteristics: (1) a global and posi-
tive vision of health, (2) a collective approach, (3) a proximity approach, (4) a life-
long approach and (5) actions targeting the individual and its environment 
(Cultures&Santé 2016). They concern different issues such as health determinants, 
health systems and social welfare systems, risk factors and protective factors related 
to a disease or an accident and diseases, health and healthcare. The content will be 
determined in accordance with the migrant needs. For example, newcomers may 

Access Understanding

Assessment
Application

HEALTH
LITERACY

Capacity to look for, find
and access health

information

Capacity to understand
the health information

which is accessible

Capacity to interpret,
filtrate, judge, and assess

the health information
which was found

Capacity to communicate
and to use information to

make a decision to
maintain or improve

health

Fig. 8.1 Dimensions of health literacy (Adapted and translated from Van Den Broucke and 
Renwart (2014))
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benefit from interventions presenting the health and social welfare systems while a 
second-generation migrant may be more interested in health determinants. The 
objective of the intervention, i.e. smoking cessation versus adopting a healthy diet, 
also influences the approach and the materials used (Taggart et al. 2012). Assessing 
health literacy needs is helped by tools such as the Health Literacy Skills Instrument, 
the Short Test of Functional Health Literacy in Adults, or instruments tailored to a 
specific health condition (Al Sayah et al. 2013; Hersh et al. 2015; Bann et al. 2012). 
Fernandez-Gutierrez and colleagues found therefore few interventions tailored to 
migrant populations (Fernandez-Gutierrez et al. 2017). Recommendations for pri-
mary care practices exist about verbal communication, numeracy and written mate-
rials but will need adaptations to the linguistic barriers (Hersh et al. 2015).

Collective and individual interactions, information supports, audiovisual cam-
paigns, numeric supports are among the numerous channels that may be used to 
support health literacy interventions but, again, the final intervention will be 
 context-dependent (Taggart et al. 2012; Hersh et al. 2015). Taggart and colleagues 
found, i.e., that the place of delivery plays a role in the effectiveness: smoking ces-
sation is more effective in a primary care service while changing nutrition or physi-
cal activity is better supported in community settings (Taggart et al. 2012). They 
also found that the intensity of the intervention did not impact its effectiveness 
(Taggart et al. 2012). Again, those willing to develop such interventions will have to 
carefully assess the needs and the resources available. Engaging with associations 
promoting literacy and numeracy may be a key asset for primary care services will-
ing to develop health literacy activities with their patients. Moreover, Adsul and 
colleagues recommended having a dedicated professional in charge of health liter-
acy activities to support organizational changes (Adsul et al. 2017).

8.2.2  Adaptations at Organizational Level

8.2.2.1  Training of Health Care Professionals

Improving the competencies of health care professionals through training has been 
widely recommended over the years and, consequently, a large spectrum of studies 
try to cover this field. Content of the training programs may include patient-centered 
care, self-knowledge and personal development, interpersonal communication and 
soft skills, immersion in “cultural” environments or specific knowledge on migrants. 
This last point has been the most controversial as it may increase stereotypes and 
prejudices against migrants (Seeleman et al. 2009; Chiarenza 2012). The temptation 
was great to have “recipes” indicating how to behave with a well-defined migrant 
group. Examples of such recipes were “how to greet a Muslim”, “how to handle sad-
ness with a Chinese” or “how to talk with a Catholic”. However, this “cookbook” 
approach does not consider that heterogeneity is equally important inside a migrant 
“group” as between migrant groups. Socioeconomic factors also contribute to the 
diversity and the vulnerability of migrants, leading to a unique and personal health 
experience.
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The most striking examples are related to the impact of religious beliefs or 
 alimentary customs: not all Africans eat foufou, not all Muslims practice Ramadan. 
Consequently, the most efficient training programs are those promoting interdisci-
plinary and intersectoral work, patient-centered care and other soft-skills oriented 
programs. These will not only support effective care with migrants but also with other 
(vulnerable) patients, improving equity for all. The MEM-TP project, funded by the 
European Commission, realized a review of existing training materials and suggested 
additional training packages for health professionals (Chiarenza et al. 2015).

Recommendations for developing training package for health care 
professionals (adapted from (Chiarenza et al. 2015))

Individual development

• Promote the construction of argumentative knowledge and collaborative 
learning

• Promote training that addresses a multi-professional and multi- disciplinary 
audience

• Develop a clear rationale and a consistent pedagogical approach for the 
training program

• Embed a focus on outcomes in training design, delivery and evaluation 
methods

Organizational development

• Develop a diversity responsiveness management framework
• Develop a diversity responsiveness assessment framework
• Ensure training is linked to organizational policy and support 

mechanisms
• Allocate appropriate resource funding to the training

Community development

• Promote cooperation and integration between health services and relevant 
stakeholders

• Involve service users and stakeholders in training planning, development 
and evaluation

Policy development

• Embed training in policy and legislative requirements
• Promote the implementation of a whole-organization and health-system 

approach
• Promote the engagement of university, government agencies and interna-

tional organizations
• Promote the systematic training of health care professionals in schools and 

having curricula systematically addressing these issues
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Similarly, the format of these trainings encompasses a wide range of  possibilities. 
Some countries have a long tradition of including cultural competence in the initial 
training of all health professionals while, in other countries, cultural competence is 
part of the lifelong education, the former being the exception. As evidenced by the 
2015 MIPEX inventory, health care staff benefit from a nationally organized train-
ing regarding migrants’ health in only four countries: United Kingdom, Norway, 
New-Zealand and Switzerland (Huddleston et al. 2015).

But, independently of the content and the format, the key to sustainable cultural 
competence is to have a strong institutional commitment and a positive leadership 
regarding migrants. The most culturally competent nurse performing in an envi-
ronment where there is no room for cultural competence is useless. Similarly, a 
health care professional whose competences and skills are acknowledged by the 
institution is most likely to use them when caring for a migrant patient and, by 
the role-modeling and leadership, may influence his/her colleagues (Dauvrin and 
Lorant 2017, 2015). The effects of (culturally competent) training decrease over 
time when not deployed in a supportive work environment. To be effective, the 
skills and competences acquired through training need to be valued and valorized 
(Barnes et al. 2013). Social learning is equally important in the development of cul-
tural competence of health care professionals, particularly as these are mostly non-
technical skills (Curry et al. 2011). Leaders – both formal or informal- and cultural 
competence champions play a major role in spreading cultural competences, more 
than peers (Dauvrin and Lorant 2017, 2015).

8.2.2.2  Interdisciplinary and Intersectoral Work

To improve equity of services for migrants, the WHO recommended to better 
involve the NGOs, experts and community workers. As stated earlier, the adaptation 
of primary care services requires an interdisciplinary and intersectoral approach. 
Pottie et al. (2014) defined intersectoral approach as “a strategy consisting of coor-
dinated actions between the health sector and health services, as well as other 
stakeholders and sectors of society (education, industry, sanitation, environment, 
etc.), working together to achieve specific health goals for the population” (Pottie 
et al. 2014, page e38). As an example, in Oslo, Jenum et al. successfully imple-
mented an intersectoral program promoting physical activity among a multiethnic 
population (Jenum et al. 2006).

However, as goals, objectives and methods are likely to differ between the differ-
ent actors, there is a need for formalization, through formalization tools and regular 
information exchange (D’Amour et al. 2008). Agreements between services may 
help to clarify the missions and to ensure a shared vision. As an illustration, in 
Brussels, a primary care service (private service) established a partnership with a 
community center (public service). The physiotherapist of the primary care service 
organizes relaxation and yoga classes in a room loaned by the community center. 
The social worker of the community center holds permanence at the primary care 
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service. Once a year, a general assembly gathers the personal of the community 
center and the primary care service. To ensure the collaboration, an agreement, 
including aspects related to patient confidentiality, was written and accepted by all 
members (Dauvrin 2013).

If interdisciplinary is considered as an evidence-based practice in adapting health 
care for migrants, professionals are not (always) trained about how to put into prac-
tice (Beach et al. 2005). Based on a systematic review and interviews with profes-
sionals, Nancarrow et al. (2013) identified the ten characteristics of what constitutes 
a good interdisciplinary team (Nancarrow et al. 2013) (Table 8.1).

8.3  Adaptations at Structural Level

Adaptations at the structural level relate to the political and institutional context: 
this requires a clear acknowledgement that diversity is part of the national identity 
and that attention should be devoted to migrants. Despite recommendations from 

Table 8.1 A good interdisciplinary team (Nancarrow et al. 2013)

Themes Description

1. Leadership and 
management

Having a clear leader of the team, with clear direction and management; 
democratic; shared power; support/supervision; personal development 
aligned with line management; leader who acts and listens

2. Communication Individuals with communication skills; ensuring that there are 
appropriate systems to promote communication with the team

3. Personal rewards, 
training and 
development

Learning, training and development; training and career development 
opportunities; incorporate individual rewards and opportunity, morale 
and motivation

4. Appropriate 
resources and 
procedures

Structures (for example, team meetings, organizational factors, team 
members working from the same location). Ensuring that appropriate 
procedures are in place to uphold the vision of the service (for example, 
communication systems, appropriate referral criteria and so on).

5. Appropriate skill 
mix

Sufficient/appropriate skills, competencies, practitioner mix, balance of 
personalities; ability to make the most of other team members’ 
backgrounds; having a full complement of staff; timely replacement/
cover for empty or absent posts.

6. Climate Team culture of trust, valuing contributions, nurturing consensus; need 
to create an interprofessional atmosphere

7. Individual 
characteristics

Knowledge, experience, initiatives, knowing strengths and weaknesses, 
listening skills, reflexive practice; desire to work on the same goals

8. Clarity of vision Having a clear set of values that drive the direction of the service and 
the care provided. Portraying a uniform and consistent external image.

9. Quality of 
outcomes of care

Patient-centered focus, outcomes and satisfaction, encouraging 
feedback, capturing and recording evidence of effectiveness of care, and 
using that as part of a feedback cycle to improve care

10. Respecting and 
understanding roles

Sharing power, joint working, autonomy

8 Adaptation of Primary Health Care for Migrants: Recommendations and Best…
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the United Nations, the WHO, the Council of Europe or the European Union, 
 inclusion of migrants still remains heterogeneously implemented (Council of 
Europe 2006; WHO Regional Office for Europe 2010; WHO 2008).

This heterogeneity is therefore only at the implementation level (McCalman 
et al. 2017). By comparing six standards for responsive health services, Seeleman 
et al. (2015) showed that there is a consensus about what should be a responsive 
health service: “organizational commitment, collecting and analyzing data to pro-
vide empirical evidence on inequalities and needs, development of a competent and 
diverse workforce, ensuring access for all users, ensuring responsiveness in care 
provision, fostering patient and community participation, and actively promoting 
the ideal of responsiveness (Seeleman et al. 2015).

8.4  Conclusion

This chapter aimed at providing guidance to those interested in adapting their pri-
mary care services to the needs of their migrant patients. There is no magical for-
mula, each intervention will have to be tailored to the context, the migrants, the 
professionals and the resources available. Adapting primary care services will take 
time and must be considered as an iterative process to cope with the dynamic aspect 
of migration: nothing should be definitive and the health care system should always 
be responsive to achieve equity for all.

Recommendations for responsive primary health care services
• Checking for Change, NHS Scotland
• Culturally and Linguistically Appropriate Services (CLAS) standards, 

Office of Minority health, United States
• Equity standards, Health Promoting Hospitals; Task Force on Migrant- 

Friendly and Culturally Competent Health care, Europe
• Migrant Friendly Hospitals, Europe
• Joint Commission Roadmap, The Joint Commission, United States
• Cultural Responsiveness Framework, Victorian Government, Australia
• Council of Europe Recommendations, Committee of Ministers, Council of 

Europe
• Equality Delivery System, The Equality and Diversity Council, United 

Kingdom
• ETHEALTH, Ministry of Public Health, Belgium
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Chapter 9
Health Policies, Patterns and Barriers 
to Migrants’ Access to Primary  
Health Care

Sonia Dias, Inês Fronteira, Ana Gama, Andrea Pita Gróz, Deniz Mardin, 
Jorge Simões, Luis Roxo, and Pedro Pita Barros

9.1  Introduction

As in other countries across the European Union, Portugal has become a destination 
for an increasing number of migrants from diverse origins in the last decades, which 
has been a concern for the national agenda (World Health Organization Regional 
Office for Europe 2014).

Migrants tend to be in relatively good health upon arrival in the host country 
(Giannoni et al. 2016; Marceca 2017). However, factors such as poor living condi-
tions, socioeconomic disadvantage, undocumented status, and social exclusion have 
a negative influence on their health over time (Giannoni et al. 2016; Marceca 2017). 
Being and staying healthy is a fundamental precondition for migrants to work, be 
productive and contribute to the social and economic development of their commu-
nities of origin and destination and is closely linked to integration – illness exacer-
bates marginalization and marginalization exacerbates illness (Ingleby 2009; 
International Organization for Migration 2016). Access to good quality health care 
is an important factor for a good health status and subsequently the social inclusion 
of migrants (Ingleby 2009).

Developing migrant-friendly policies that address the health dimensions of 
migration is crucial for the management of health disparities in migrant populations 
and should address both inequities in the state of health of migrants and in the acces-
sibility and quality of health services available to them (World Health Organization 
Regional Office for Europe 2010).
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Research has indicated that, even in countries where access to health care is 
guaranteed, such as Portugal, immigrants do not regularly take advantage of the 
services available (Almeida et al. 2014; Dias et al. 2011a). A study conducted with 
1375 immigrants, in Lisbon, in 2008 concluded that 23% of the participants had 
never used the National Health Service (NHS) (Dias et al. 2011a). Some of the fac-
tors were undocumented status and short length of stay in Portugal. For those who 
had used the NHS, almost a half sought primary health care (PHC) service in first 
place, less likely male and undocumented immigrants.

PHC should be a preferential way to access healthcare. PHC offers opportunities 
for disease prevention and health promotion, and early detection of disease (World 
Health Organization 2008). In Portugal, PHC has been continuously strengthened 
with an ongoing reform initiated in 2006 with the purpose of improving the acces-
sibility, proximity, quality and equity of health care, while aiming at satisfying both 
users and professionals (Ministério da Saúde 2016; World Health Organization 
2008).

Portugal faced a financial and economic crisis between 2008 and 2013, with 
serious social consequences. A number of specific health policy responses to the 
financial crisis were adopted during this period, namely related to health budget 
and expenditure cuts, increasing user charges (moderating fees) and changes to 
health service planning, purchasing and delivery including some measures for 
PHC (Sakellarides et al. 2014). The context of crisis aggravates economic depri-
vation and social exclusion, often faced by migrants, placing this population in a 
situation of greater social vulnerability with impact in access and use of health 
care services.

Although migrants tend to underuse healthcare services, knowledge about pat-
terns and barriers to access and PHC use is still scarce. In this chapter we explore 
the existing policies, analyse access and utilization of PHC, describe the main bar-
riers, taking into consideration the PHC reform and the financial crisis.

9.2  Overview of Policies on Access to Health Services 
and Migration

Over the years, Portugal has been recognized for developing and implementing 
migrant-friendly policies that promote migrants’ access to health services (e.g., 
endorsement of World Health Assembly resolution WHA61.17 on the health of 
migrants in May 2008; Table 9.1) (World Health Organization Regional Office for 
Europe 2014). Portuguese immigration policy is currently guided by Law No. 
29/2012 of 9 August 2012, which establishes that immigrants have the same access 
to the health system as Portuguese citizens (Simões et al. 2017). Foreign citizens are 
guaranteed the right to be attended in a NHS health centre or hospital, regardless of 
their nationality, economic means or legal status, once they obtain a health card (or 
an equivalent document), as defined in the Order no. 25360/2001 of 16 November, 
issued by the Ministry of Health. In the same Order it is also defined fees exemption 
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Table 9.1 Timeline overview of the policies on health and migration in Portugal

1976 Portuguese Constitution – Recognition of citizens’ right to health care by “the 
creation of a universal, free-of-charge National Health Service” (NHS)

1989 Revision of the Portuguese Constitution
 “The National Health Service is universal and “tendentiously” free of charge, 
taking into account citizens’ social and economic conditions”
 Portuguese citizens and legal foreign residents are considered equal and have 
similar civil, social and economic rights

1990 Law no. 48/90 stating the Fundamental Principles of Health
 All forms of existing health care must be made available to everyone according to 
needs and irrespective of socio-economic or cultural situation.
 Health care provided by the NHS includes: health promotion and disease prevention; 
general and specialized care; nursing care; hospitalization; facultative diagnostic tests; 
medication and medicinal products; and therapeutic prosthetic devices.
 Foreign citizens from a third country should have access in reciprocity.

2001 Order no. 25360/2001 – Specifically concerning immigrants’ access to health 
services:
 Entitlement of foreign citizens to general health care and NHS;
 Health services cannot refuse treatment based on nationality, lack of economic 
means, or undocumented status;
 Full access of undocumented immigrants to NHS after proof of >90 days of 
residence.
 Undocumented immigrants are entitled to free care as nationals in situations that 
jeopardise public health.

2002 Establishment of the High Commissariat for Immigration and Ethnic Minorities, 
restructured in 2007 into the High Commissariat for Immigration and Intercultural 
Dialogue (ACIDI, I.P.), presently High Commission for Migration (ACM, I.P.).

2004 Decree-Law no. 67/2004 – National registry of undocumented children for their 
access to health care.
Information Circular no. 65/DSPCS – Access for immigrants’ children < 16 years 
to NHS, independently of legal status.

2006 Law no. 2/2006, New Nationality Law – Significant amendments in terms of 
acquisition of Portuguese nationality:
 Portuguese citizenship accessed by way of nationality of origin or acquisition 
(adoption or naturalization).
 Facilitated access to citizenship for immigrants’ children born in Portugal.

2007 Law no. 23/2007, New Immigration Law – Significant changes in the conditions for 
entry, stay and departure of foreigners into national territory improved considerably 
the conditions of integration of immigrants into Portuguese society:
 Any foreign citizen with a valid residence visa for at least 1 year is a legal resident 
and may apply for a residence permit;
 Simplified requirements for family reunification;
 Regime of exception for immigrants showing strong links with Portugal to obtain 
residence permits;
 Specific regime for temporary immigration and simplified admission of researchers, 
academics and highly skilled foreigners;
 Special regime conceding residence permits to victims of human trafficking and 
illegal migration.
First Plan for Immigrant Integration (2007–2010)

(continued)
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for undocumented migrants in situations that jeopardise public health. In addition, in 
2004 it was created a national register of foreign minors who are undocumented and 
reside in the country, in order to assure their right to health (Decree-Law no. 67/2004).

In 2007, the High Commissariat for Immigration and Intercultural Dialogue (a 
governmental institution) developed a migrant integration plan that comprised 
labour and professional training, housing, education and health as areas for action. 
The main goals were to improve immigrants’ knowledge of health care services and 
promote access to migrant-friendly PHC centres and hospitals. Subsequent plans 
were developed in 2010 and 2015.

The current National Health Plan also strengthens access of most vulnerable 
populations to health services, and reinforces PHC services governance and the 
prioritization of access and quality of PHC.

9.2.1  PHC Reform and Access for Migrants

Under article 64th of the Portuguese Constitution all Portuguese citizens have the 
right to health, through a NHS tendentiously free at point of delivery, taking into 
consideration the citizens’ economic and social status (Assembleia da República 
2005). This means that around 60% of all citizens (including some migrants) pay a 
small fee (ranging from 4.5 euros for PHC general consultation to 18 euros for gen-
eral emergency episode) when using NHS services (Simões et al. 2017; The Health 
Systems and Policy Monitor n.d.). The remaining (chronic patients, children, preg-
nant women and economic deprived) are exempt from payment (Simões et al. 2017).

Table 9.1 (continued)

2009 Information Circular no. 12/DQS/DMD – Undocumented immigrants with no 
document from their parish council certifying that they have been living in Portugal for 
>90 days are granted access to health care with full payment. Exemptions for specific 
health situations, children, vaccination, financial needs. Referral to National and/or 
Local Immigration Support Centres.

2010 Second Plan for Immigrant Integration (2010–2013)
2011–
2012

Decree-Laws 113/2011 and 128/2012 – Fee exemptions in situations of infectious 
diseases, pregnancy, children ≤12 years, vaccination, victims of human trafficking, and 
financial need.

2012 Law no. 29/2012 – Establishment of the conditions and procedures on the entry, stay, 
exit and removal of foreign citizens from Portuguese territory, as well as the long-term 
resident status, with changes to the Law no. 23/2007, namely regarding the Temporary 
Stay Visa:
 Validity extended;
 Increased types of activity included (unpaid professional training, voluntary work or 
as part of a student exchange programme).
National Health Plan (2012–2016) – Promotion of equity and access to health care, 
especially among vulnerable groups.

2015 Strategic Plan for Migration (2015–2020)
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Due to the underlying idea of Universal Coverage of the Portuguese NHS, it is 
considered that migrants, despite their legal status, are entitled to access the 
NHS. For those who do not hold a residence permit, a document attesting their per-
manence in Portugal for more than 90 days gives them access to full services of the 
NHS. Those who are not able to prove residence in Portugal are guaranteed free 
access in cases of urgent and vital care; communicable diseases (tuberculosis or 
AIDS, for example); maternal, reproductive and child health care, including family 
planning, voluntary termination of pregnancy, surveillance of pregnancy, childbirth 
and childcare, healthcare provided to newborns, and immunization. Irregular 
migrant children up to 12 years old, foreign citizens in a family reunification situa-
tion when someone in the household has proven social security contributions, and 
patients in a situation of proven economic failure, as well as dependants of their 
household are also entitled to these services (World Health Organization Regional 
Office for Europe n.d.).

In Portugal, PHC is the preferred interface between the population and the 
NHS. In 2006, a PHC reform initiated. Meanwhile, and mainly due to economic 
crisis, the reform slowed down. This reform aimed at increasing cost-effectiveness 
of the services while responding to an increasing need for better, more personalized 
and more responsive healthcare (Simões et al. 2017).

A study conducted in 2016 revealed that 99% of the population is located less 
than 30 min from a PHC unit (Entidade Reguladora da Saúde 2016) and there is no 
evidence that this would be different for migrants. Overall, it is considered that the 
geographical access to PHC of migrants is comparable to that of the general popula-
tion. However, one can hypothesize that during the financial crisis in Portugal, 
which had an impact on income and employment, user fees might have had a role in 
deciding to use services, mainly in non-urgent situations.

Some inequities have been reported in migrants. For instance, higher mortality 
for all causes, circulatory disease, coronary heart disease, stroke, infectious diseases 
including AIDS in African migrants when compared to native Portuguese (Harding 
et al. 2008; Williamson et al. 2009). Also, some differences in sexual and reproduc-
tive health have been found in migrants compared to nationals (Campos-Matos 
et al. 2016).

9.2.2  Access and Use of Health Services

Access and use of health services by migrants in Portugal can be roughly analysed 
by using data from the National Health Surveys (NHSs) conducted in 2005 (4thNHS) 
and 2014 (5th NHS). Both included nationals and migrants (defined as born in any 
country other than Portugal) in a total of 1624 migrants and 33,605 non-migrants, 
in 2005, and 1331 migrants and 16,871 non-migrants, in 2014. We compared access 
and use of health services among migrants and non-migrants with ≥15 years of age 
using data from both surveys (although slight differences exist in some questions of 
both questionnaires), adjusting for age and sex distribution.

9 Health Policies, Patterns and Barriers to Migrants’ Access to Primary Health Care
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According to data of 2005, migrants were less likely to have a medical 
 appointment in the previous 3  months compared to nationals (aOR  =  0.882; 
IC95 = [0.795;0.979]). No differences were found between migrants and nationals 
in terms of preventive health behaviours, namely having blood pressure measured 
(aOR = 0.910; IC95 =  [0.717;1.550]) or taking a cholesterol test (aOR = 0.997; 
IC95 = [0.806; 1.233]) in the last year or having had a mammography in the previ-
ous 2  years (aOR  =  4.305; IC95  =  [0.993;18.652]). However, migrant women 
between 30 and 60 years were more prone to have pap smear test in the previous 
3 years (aOR = 1.950; IC95 = [1.258; 3.024]) compared to national women of the 
same age group.

In 2014, the chance of having a medical appointment (measured with a specific 
question about general practice/family medicine consultation in the previous year) 
was lower among migrants (aOR = 0.911; IC95 = [0.906;0.916]). Migrants were 
also more likely to not have a health appointment (aOR = 1.360; IC95 = [1.349;1.372]) 
or buy prescribed medications (OR = 1.074; IC95 = [1.063;1.084]) due to financial 
problems when compared to nationals (data not available for 2005). Migrants were 
less likely to have their blood pressure taken (aOR = 0.795; IC95 = [0.791;0.800]), 
having a cholesterol test (aOR = 0.858; IC95 =  [0.853;0.862]) or blood glucose 
measurement made (aOR = 0.861; IC95 = [0.857;0.866]) when compared to nation-
als. In 2014, migrant women were less likely to undergo a mammography in the 
previous 2 years when compared to national women (aOR = 0.500; IC95 = [0.492; 
0.508]). Also in 2014, the observed pattern concerning pap smears in 2005 changed 
and migrant women were less prone to having had a pap smear in the last 3 years 
(aOR = 0.797; IC95 = [0.789;0.805]). Data from the 5th NHS, in 2014, might cor-
roborate the hypothesis that migrants were probably more affected by financial 
hardship than nationals, leading to a decrease in their use of preventive and non- 
urgent medical care, such as mammography or pap smear.

9.2.3  Analysis of Barriers to Access and Use of Health 
Services

Several studies focus on access and barriers to health services by migrants in 
Portugal. The majority are qualitative. Barriers depend largely on the type of health 
services (e.g., preventive medicine) or level of the health system (e.g., PHC). Even 
among migrants, there are differences depending on gender and source country. 
However, some of the barriers for migrants are also barriers for nationals (e.g., lack 
of family doctors, workload of health professionals). We conducted a document 
analysis to identify some of barriers at organizational, professional and community 
level, specific to migrants, that impair access to health services in Portugal. An 
extensive literature review was carried out in PubMed, RCAAP, Google Academics 
and Scielo for the publications between the years 2000 and 2017. We included in 
our search peer-reviewed journal articles, thesis and various reports from govern-
ment and other agencies, all written in Portuguese and English. The legal status of 
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migrants (undocumented or undergoing legalization process) can be an obstacle to 
access and use of health services in general, and PHC in particular. For instance, 
difficulties in obtaining a social security number can hamper the access. The social 
security number is the first information asked by administrative personnel, before 
contact with health professionals, to register migrants in health services. This num-
ber is required by the information system of the health services and without it, 
migrants cannot be enrolled.

Despite their legal status, migrants should not be excluded from the provision of 
care, under the Portuguese Law. However, the type of services that they can access 
to is limited and focused on emergency and urgent situations, sexual and reproduc-
tive health and childcare. Migrants mention that many health professionals and 
administrative personnel are not aware of this, which leads to refusal to deliver 
healthcare, especially at PHC level. Due to this, migrants tend to access care through 
emergency departments instead of PHC units. One of the consequences of this pat-
tern is a disruption in continuity of care, which can be particularly relevant in the 
case of migrants with chronic conditions, women and children.

Another important barrier identified is linked with employment patterns and 
financial situation. The prevalence of insecure employment (illegal work, lack of 
contract, agency work) or even unemployment among migrants is high. This places 
migrants in a very fragile situation in case of illness. Also, the schedules in PHC 
units are frequently limited to that of “traditional” working hours. For a migrant, 
attending a medical appointment during work time, even if for pregnancy follow-up 
or children care, might mean losing a job. This leaves the migrant with either one of 
two solutions: (1) not attending and thus not accessing appropriate and timely care; 
or (2) misuse by accessing emergency departments in hospitals (and again failing to 
have a good follow-up after the illness episode).

Additionally, migrants might not access services because of services fees. 
Despite most of them being exempt and protected by law, lack of knowledge by 
migrants might stop them from using services. Also, lack of knowledge by health 
professionals and administrative personnel might lead them to demand payment 
when this, in fact, should not be charged.

Still at organizational level, health professionals identify high workload, lack of 
family doctors, lack of specific training to address migrants’ related health and 
social issues and lack of access to free of charge services as obstacles that migrants 
have to overcome while accessing health services.

At professional level, one of the barriers is the quality of attendance by health 
professionals and administrative personnel. Migrants usually feel like second-class 
citizens, stigmatized and mistreated which leads them only to use health services 
when absolutely needed, thus impairing preventive medicine, for instance.

Additionally, the inexistence of translators in health services is also a barrier 
since it impairs an effective communication with consequences in terms of capacity 
to fully address migrants’ health needs and at the same time empowering migrants 
to effectively manage their health.

On the other hand, insufficient information flows to the migrant community (e.g., 
on the rights of migrants, available services, social benefits, etc.) are often seen as 
barriers as they lead to the inability to use effectively the available resources within 
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the health system. Health promotion information is also considered insufficient (and 
sometimes not culturally appropriate) leaving migrants with less knowledge and 
capacity to make informed decisions about their health.

At community level, migrants and health professionals point out stigmatisation 
and non-recognition of the health problem by the community, especially in cases of 
mental health and HIV infection, as a barrier to access health services. Another 
aspect pointed out is the frequent lack of information and unawareness of migrants, 
especially those recently arrived, regarding their health rights and services avail-
able. Also, members of the migrants’ community mentioned lack of trust in health 
professionals, fear of being mistreated, fear related to (il)legal status and cost of 
services as perceived barriers.

9.3  Discussion and Conclusions

In the last decade notorious efforts have been made in Portugal to develop and 
implement inclusive policies to support immigrants’ integration and health promo-
tion. However, empirical evidence shows that many immigrants still tend to under-
use the health services, which hinders the provision of timely and adequate health 
care, especially PHC.

Research conducted so far had shed light on some of the barriers hampering 
immigrants’ access to health services at organizational, professional and commu-
nity levels. Some of the main barriers in access pointed out by immigrants relate to 
structural and functioning characteristics of the services (Almeida et al. 2014; Dias 
et al. 2010). These include cost, strict schedule and highly bureaucratic procedures 
(Almeida et al. 2014; Dias et al. 2010). Indeed, these constraints have also been 
documented in previous studies on utilization of healthcare services among 
Portuguese citizens; however, it tends to disproportionately affect immigrants since 
often they have less social protection, higher workload and less flexible work sched-
ules (Dias et al. 2008; Fennelly 2004). Even in a context where migrants formally 
have equal access to healthcare as natives, undocumented immigrants continue to 
underuse health services, especially for PHC (Dias et  al. 2011a; Rodrigues and 
Schulmann 2014). This is troubling since access to PHC is fundamental in terms of 
preventive medicine and it is an important health equity indicator.

In times of financial crisis, cost-containment mechanisms, perceived as effective 
instruments for managing scarce resources, limit the ability of citizens to seek 
health services, which can result in increased social inequalities (Correia et  al. 
2017). In the years of the economic crisis, the unmet medical needs increased espe-
cially for those unemployed and retired, as well as for those employed citing finan-
cial barriers, waiting times, inability to take time off work or family responsibilities 
as main reasons for not seeking care (Legido-Quigley et al. 2016). Despite scarce 
research on the effects of financial crisis in immigrants, the described constraints 
surely also affected this population, that is often socioeconomically more vulnera-
ble. A study on the impact of health system policies resulting from the economic 
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crisis in Portugal showed changes in healthcare seeking behaviour: decrease of 4% 
in general practitioner appointments, of 28% in PHC urgent attendances and of 9% 
in hospital emergencies (Sakellarides et al. 2014). PHC visits that did not require a 
medical consultation increased by 10%, but this increase was only observed for 
those exempt from user charges (Sakellarides et al. 2014). Nevertheless, more recent 
data indicate an increase of 0.6% of medical consultations and of 6.9% of nursing 
consultations at PHC units from 2013 to 2014 (Ministério da Saúde 2015).

With the economic crisis, the increases in unemployment and economic difficul-
ties have rendered many migrants undocumented and created difficulties for prov-
ing residency which is connected to difficulties in accessing services (Rodrigues 
and Schulmann 2014). PHC centres are often wary of granting access to migrants 
with unclear legal status for fear that they do not pay service fees (Rodrigues and 
Schulmann 2014). Due to these barriers, migrants often bypass PHC centres, which 
may indicate that they consequently go directly to hospitals where access is consid-
ered to be easier and enforcement of service fees is less stringent (Eurofound 2014). 
However, when further examinations, treatments or follow-up consultations are 
required outside the hospital, demanding additional payments, losses of follow-ups 
and dropouts become common, namely among pregnant women (Rodrigues and 
Schulmann 2014; Eurofound 2014). Despite the expansion of PHC as recommended 
in the Memorandum of Understanding agreed upon during the economic crisis, 
many citizens, especially those from more deprived communities, have experienced 
barriers accessing PHC, mainly due to increases in co-payments and bureaucratic 
obstacles (Legido-Quigley et al. 2016). Moreover, cuts in the budget for migrants’ 
health mediators in Portugal, a service specifically designed to improve access by 
traditionally disadvantaged groups, has contributed to the reduction of the access to 
care (Eurofound 2014).

In addition to legal and economic constraints in accessing health services, there 
is still a considerable level of health illiteracy about health rights and access to 
healthcare among migrants in Portugal. Health professionals are themselves often 
unaware of migrant rights; this situation has worsened during the period of eco-
nomic crisis (Almeida et al. 2014; Dias et al. 2010; Eurofound 2014; Rodrigues and 
Schulmann 2014). A recent study revealed that health professionals and administra-
tive personnel considered to have insufficient knowledge and competencies to deal 
with culturally diverse immigrant patients, and almost a third was unaware of the 
legal rights of migrants to access health services (Dias et al. 2011b, 2012).

Presently, the Portuguese economy is showing some signs of improvement. 
However, it is too soon to know the impact on health. Indeed, many challenges are 
expected in the coming years and measures are needed to ensure access to care 
across many population groups including immigrants, in order to mitigate the dam-
age of the recession and the austerity. Although this work focuses on Portugal, con-
siderations can be applied to other similar European countries.

On one hand, further assessment of the impact of the crisis and associated auster-
ity measures on the health of most deprived and vulnerable populations such as 
immigrants is essential to inform adequate policies and strategies to tackle and min-
imize negative health effects. Moreover, overcoming the existing barriers in access 
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to health services, especially for PHC, is a crucial step for promoting the health of 
immigrant populations. In the present financial context, it is fundamental to allocate 
health resources targeted primarily to those who are most in need. In face of an 
increasingly diverse population, efforts are needed to continuingly invest in training 
culturally competent health professionals thus strengthening their capacities to 
effectively address the health needs of immigrant populations. Another relevant 
aspect is to improve health literacy among immigrant communities, especially those 
newly arrived, regarding their health rights, the services available and its function-
ing characteristics, in order to promote an adequate use of health services, espe-
cially for PHC. These recommendations will contribute to promote access to PHC 
by migrants. Overcoming barriers to and improving quality of health care for 
migrant populations is key to reduce inequities and consequently to improve health 
care and obtain health gains for the whole population.
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 Concluding Remarks

Over these last decades, there is an increasing interest on migrant health, especially 
regarding how migrant health issues affect the individuals and the populations but 
also the overall society, from local level to global level, including health policies, 
health care costs and efficient use of resources. In that sense, prevention has a key 
role to ensure the sustainability and the efficiency of the health care system. This 
book provides an accurate and up-to-date information on the access to preventive 
health services of migrants in the European region. This description is completed 
with the most recent evidences from all around the world such as the USA, Australia 
and European countries with a long or recent history of taking care of migrants.

Access to PHS for migrants’ access is affected differently at different levels of 
the health system: migrants have often a lower access to PHS when compared to 
nationals. Several issues are concerned with equity in health care access, such as 
entitlement, health policies, structure and organization of services, and the attitude 
of health professionals towards migrants. A major finding of this book is that, even 
in countries with a favourable legal framework of entitlement, migrants encounter 
difficulties in accessing PHS, supporting the need for more actions to help them to 
gain access to quality PHS. Lack of targeted policies may partly explain the large 
gap between nationals and migrants in accessing PHS, as well as the lack of train-
ing of health care professionals. Moreover, among the multitude of factors affect-
ing access to PHS, migrants encounter peculiar hurdles such as linguistic and 
cultural problems and lack of access to information, affecting the poorly educated 
and those with a poor health literacy. Differences in cultural beliefs and languages 
make it even more difficult for service providers to meet the needs of migrants. 
Attributes other than migration status, such as sexual orientation or gender identity 
further complicate access to health care, specifically when diversity management 
is not part of the health policy agenda. This may lead to poor perceptions and atti-
tudes of individual health care professionals providing services for migrants. 
Improving access will thus require a whole-health-system approach, from the 
patients to the political level.
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Health policies may facilitate the access of migrants to health services by  defining 
entitlements by law, publicizing them to migrants and health care providers and 
ensuring appropriate implementation measures but need to be sustainable, imple-
mented and provided with adequate human and material resources.
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