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Unidad 2: Uso de los servicios sanitarios por personas migrantes y minorías étnicas

1. Objectives and Methods 

1.1. Objectives 
Objectives of the Presentation:
To identify major trends in use of health care services by migrant population and ethnic minorities 
To describe the main barriers to access for those populations according to the literature 
Objectives of the Activities:
To analyse the effect of the
barriersidentified in the video

To identify barriers for access to health for migrants and ethnic minorities in every specific region / country. 
1.2. Methods 
The estimated time required for Module 2+Additional Module 2 is 5 hours, approx. 3 hours for Module 2 and 2 hours for Additional Module 2, including the sub-unit on Children’s Health
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Presentación
Diapositiva 1 Information for this document was obtained from Mock-Muñoz de Luna C, Ingleby D, Graval E, Krasnik A. Synthesis Report. MEM-TP,Training packages for health professionals to improve access and quality of health services for migrants and ethnic minorities, including the Roma. Granada, Copenhagen: Andalusian School of Public Health, University of Copenhagen, 2015.
Diapositiva 2 Índice de contenidos
Diapositiva 3 Patrón de uso de los servicios sanitarios
Actividad “Lluvia de ideas”: pide a las personas participantes que compartan sus conocimientos previos sobre el uso de servicios sanitarios en su contexto.
· La utilización de los servicios está determinada por la necesidad y el acceso. No siempre es posible determinar si el uso diferenciado de los servicios se produce por necesidades diferentes o por problemas de acceso. 
· Personas migrantes y minorías étnicas: a menudo infrarrepresentadas en la utilización de algunos servicios, tanto en prevención y promoción de salud como en atención y tratamiento. 
También hay diferencias en el patrón de uso de las personas descendientes de migrantes. 
Service utilisation is determined by both need and access, and it is impossible to estimate one of these parameters without knowing the other. Data on service utilisation often show that the population of service users does not reflect the composition of the population for which the service is supposed to cater: in particular, migrants and ethnic minorities may be under-represented.
In the case of migrant populations, a review of recent scientific bibliography 
 
 
 
 
 stated a lower access to health prevention and promotion services, in comparison with the general population. More information available in Module 4 Unit 3.
In many cases it is not possible to determine whether differences in service use reflect differences in need or in access e.g. several studies report increased use of GP services by migrant and ethnic minority patients. Is this because such patients have more health problems, or because they have a lower threshold for seeking help? Or is the increased use due to “revolving door patients”, who keep coming back to the GP because their health problem has not been resolved? Opening hours of health care providers often do not reflect the working hours of migrants and ethnic minorities who are in precarious employment and might face problems in getting time off work, e.g. loss of salary for hours gone from the job, conflict with management, or losing their job.
Data reflects the increased tendency in some countries for migrants and/or ethnic minorities to use accident and emergency departments. Other studies show less use of primary care services than national population, for all age groups and regardless of the country of origin 
. It could be due to the fact that these groups experience more barriers to accessing primary care, so that the A&E department becomes in effect their substitute for the general practitioner or community health centre. Or it could be because their health needs really are more acute – perhaps as a result of the same barriers to access, leading to help only being sought when the need for it becomes overwhelming 
. More serious symptoms at first contact can sometimes be found elsewhere in other services, which gives a clearer indication that something is deterring people from seeking help when problems have not yet become acute 
.
The European Migration Network's 2014 report “Migrant access to social security and healthcare: policies and practice”, provides a very detailed map of the policies and administrative practices that shape third country nationals’ access to social security, including healthcare.

Available data on patterns of service usage by migrants is shown in “Utilisation of health services, barriers to access and good practices to address them” 
.
Patterns of use for the descendants of migrants
Learning how and when to use health services is an important aspect of integration in the host society 
. Sinceth “second generation” is born in the host country and has the opportunity from birth to become familiar with its language, culture and health services, it is to be expected that their patterns of health service utilisation will be closer to those of the majority than those of their parents. Moreover, as natives of their country of residence they are more likely to have entitlement to coverage for health care. However, although few studies are available of differences between these patterns in the first and second generations, it is clear that some differences from the majority population persist.
For example, one area in which differences have been found in the Netherlands concerns perinatal care. Regular check-ups during pregnancy are important in reducing childbirth complications and effectively managing complications when they do arise. Amongmothers of non-Western origin, rates of infant death were only slightly lower in the second generation than in the first. This is related to findings that these mothers make less use of preventive services during pregnancy as well as maternity care 
. The age at which mothers have children, and the number of children that they have, are more similar to native Dutch mothers in the second generation than the first: compared to their own mothers, second generation women have fewer children and at a later age. Nevertheless, they still make too little use of preventive services and receive less health education. Mothers were inadequately informed over the importance of prenatal checkups and the services available. Less use was also made of maternity care after the birth. Despite the fact that they were born in the Netherlands, it is clear that these mothers are not being effectively reached and influenced by preventive services and health education.
Diapositiva 4-10Tablas sobre ingresos hospitalarios, frecuentación de centros de salud y consumo farmacéutico en Aragón.
Regarding ethnic minorities, patterns of access and use of health services is not homogenous across the Roma populations in the 31 countries, implying different impacts on Roma health and experience of health care. The level of marginalisation or integration of the Roma populations appears to be a crucial factor. Evidence also shows that patterns of health care utilisation among Roma differs from the general population, for instance including higher levels of use of acute hospital services, perhaps as the result of lower levels of engagement with or access to preventive care 
.
Diapositiva 11 y 12 Lecturas recomendadas
Diapositiva 13 Patrón de uso de los servicios sanitarios y programas preventivos por parte de la población gitana:
· Patrones de uso de los servicios sanitarios no son homogéneos en toda Europa. Esto implica diferentes impactos en la salud de la población gitana y en sus experiencias con los sistemas sanitarios. 
· El nivel de exclusión o de integración de la población gitana parece ser un factor decisivo en el uso de los servicios sanitarios 
· Los patrones de uso de los servicios sanitarios del colectivo gitano difieren de los de la población general, por ejemplo, hacen un uso mayor de los servicios de emergencias hospitalarias. 
Diapositiva 14 Lectura recomendada
Diapositiva 15 Población gitana migrante y salud de las mujeres gitanas
Diapositiva 16 Barreras de acceso a la asistencia sanitaria
Introducción:
· Reducir las barreras legales, estructurales y lingüisticas en el acceso a los servicios sanitarios como imperativo ético. 
· Varias dimensiones: la no-discriminación, accesibilidad física, accesibilidad económica (asequibilidad) y accesibilidad a la información 
· EL acceso depende de aplicación efectiva del derecho a la cobertura sanitaria. Exclusión, copagos o pagos por servicio: afectan negativamente al acceso a la atención sanitaria 
Problemas de acceso tanto en los “servicios” sanitarios como en la “asistencia médica” 
An often used definition of access to health services is as follows 
: “Facilitating access is concerned with helping people to command appropriate health care resources in order to preserve or improve their health”. Accessibility has several dimensions (non discrimination, physical accessibility, economical accessibility (affordability) and information accessibility). Among them, the most fundamental is economical accessibility or affordability. Because health care costs can be extremely high, whether care is affordable mainly depends on a person’s entitlement to health care ‘coverage’. Affordability is often discussed under the heading of ‘entitlement’ or ‘coverage’. It is usually regulated at national level, although in some countries regional governments may have a say in laying down the rules. Exclusion, extra charges or payments at the point of services supply (“out of pocket” payments) affects negatively the access to health care, especially for those more vulnerable.
Access concerns health ‘services’ and not simply health ‘care’. Prevention, screening, health education and health promotion are services for the entire population, not just for those in need of care. In general, nationals (including ethnic minorities) do have such entitlement, but some groups of migrants (especially “irregular” migrants) may not be permitted to use preventive and educational services.
Sometimes barriers to accessing services will result from a person’s own attitudes or beliefs. For example, a person may not realise they need care, they may wrongly think they are not entitled to it, or they may not regard the available health services as appropriate sources of help. To a certain extent these barriers can be reduced by efforts on the part of the health system to provide information, increase health literacy, and overcome unjustified reluctance to seek care.
The reduction of legal, structural, linguistic and cultural barriers in the access to health care is described as an ethical imperative 
. For a more detailed description of ethical aspects and deontological principles in health care organization, health care practice and health research oriented towards cultural and ethical diversity, please see Module 4, Unit 1.
The main barriers that have been found in the review of the European literature are described next.
Diapositiva 17 Barreras legales:
· Condicionan la cobertura sanitaria. Variaciones por países UE en extensión de la cobertura y condiciones de acceso. En España el RDL16/2012 excluye de una atención sanitaria "normalizada" a una gran población migrante. 
· Migrantes “legales”: diferencias entre migrantes procedentes de países de la UE/EEE y nacionales de terceros países (TCN) 
· Solicitantes de asilo: atención de urgencia gratuita durante el procedimiento de asilo y servicios específicos para grupos vulnerables 
· Migrante en situación irregular: mayoría de países limitan la asistencia a servicios de emergencias, muchos cuentan con servicios específicos para grupos vulnerables 
Además de la cobertura, otros aspectos legales afectan al acceso a la salud. 
Legal barriers
Legal measures relating to the provision of health services to migrants and ethnic minorities are mostly concerned with the issue of entitlement: the possibilities for migrants in different categories –legal migrants, asylum seekers and “irregular” migrants– to participate in the national system of coverage for health service costs.
Legal migrants
Those granted a regular visa or residence permit for work, study, family reunion or other purposes. There is an important difference between legal migrants who are nationals of an EU/EAA country and ‘third country nationals’. The entitlements which EU/EEA migrants have in their home country are automatically transferable to the host country, while ‘third country nationals’ must either be admitted to the host country’s coverage system or take out private health insurance. For ‘third country nationals’, the difficulty and expense of obtaining adequate coverage varies considerably between countries.
Asylum seekers
Up to a point, free health care is provided to asylum seekers (who, as long as their application is being processed, are in care of the State). The 2003 EC Minimum Standards Directive requires member states to provide at least free emergency care to this group, and to pay special attention to the needs of ‘vulnerable’ asylum seekers. However, there are considerable variations in the extent of the care provided and the conditions attached to it e.g. whether it is available outside asylum seeker centres. An earlier overview of coverage for asylum seekers was published in 2006 
.
“Irregular” migrants
The greatest variations in entitlement are found in this category. While a small group of countries allow “irregular” migrants access to the same range of services as nationals, most countries restrict provisions to emergency care, while some require that “irregular” migrants pay even for that. To a large extent, it is left to NGO’s to provide rudimentary services for such migrants. However, many countries apply special provisions for particularly vulnerable groups, such as women and children, people with TB or HIV, and victims of torture or trafficking.
Although the entitlements for migrants and ethnic minorities are a matter of national legislation, it is important that health workers of all kinds and at all levels should be well informed about them. For two reasons, they need to know what rights to care an individual has: firstly, to make sure those rights are being respected; and secondly, to fully understand the situation the person is in and be able to respond appropriately to it.
Besides entitlement, there are other aspects in national legislation of health systems that may affect migrants and ethnic minorities:
· Anti discrimination legislation, to the extent that it covers ‘institutional’ or ‘indirect’ discrimination rather than only the ‘individual’ or ‘direct’ sort, may affect equity in service provision.
· Laws on ‘informed consent’ which require that patients should understand and agree to their treatment: this can be regarded as requiring the provision of interpreters in some cases.
· Laws may require health workers to report “irregular” migrants, or even forbid aid to them, thus impeding access for this group.
· Some countries have laws stipulating the health care must be given in a way that respects religious or cultural differences, which in effect mandates ‘sensitivity to diversity’.
Collection of data is also sometimes regulated by law.
Diapositiva 18 Falta de información
“Alfabetización en salud”: capacidad de obtener, procesar y entender la información básica en salud necesaria para una toma de decisiones adecuada y para acceder a servicios necesarios para prevenir o tratar enfermedades. Afecta a migrantes, minorías étnicas y otros grupos vulnerables. 
La información es esencial para la salud laboral. 
Proporcionar una información adecuada y específica para llegar a todos eficazmente. 
Lack of information, poor ‘health literacy’
“Health literacy” is defined as “the degree to which individuals have the capacity to obtain, process and understand basic health information needed to make appropriate health decisions and [access] services needed to prevent or treat illness” 
. Poor health literacy implies a lack of knowledge about health, illness and the health care system. It leads to:
· Not knowing the connection between risky behaviours and health, Not being able to locate providers and services, 
· Not knowing the meaning of application forms, notices, and brochures, 
· Not being able to fill out complex health forms, or to share medical history with providers
. 
For all migrants limited language skills and lack of knowledge of occupational health and safety practices are related to greater risk of on the job injury unreported occupational health injuries 
.
Sometimes, low language proficiency can be an important factor preventing migrants from improving their health literacy. Often, however, migrant users are regarded as having ‘low health literacy’ when the root of the problem may be simply that they have not been provided with adequate information. Such information needs to address the following issues:
a) Entitlements and the procedures necessary to use them. 

b) How to use the health system (e.g. whether specialist care can be accessed directly or only through a ‘gatekeeper’). 

c) Health maintenance in specific conditions (living with diabetes, cancer etc.). 

d) Health education and health promotion: how to recognise problems, when to seek help, how to look after one’s own health. 

Information available to migrants needs to be targeted: the language used, the means of dissemination, and the content may all have to be adapted in order to reach migrants effectively 
 
 
.
Health services providers may be unfamiliar with certain medical procedures which may be needed by a small group, such as for example defibulation for women who have undergone female genital mutilation (FGM) or cutting. Defibulation is a routine procedure in countries where FGM is widespread: women are often defibulated (or ‘opened up’) when they get married and/or are pregnant. Aftermigrating to countries where FGM is not practiced, women with FGM may not have access to this procedure for a variety of reasons, and consequently, may encounter problems during childbirth. 

Diapositiva 19 Barreras físicas:
· Geográficas 
· Horarios de apertura de los servicios sanitarios 
· Procedimientos de registro complicados y falta de la documentación necesaria. 
· Riesgo para las personas migrantes en situación irregular de ser denunciados a las autoridades 
· Profesionales de la salud que no conocen sus derechos. Migrantes en centros de detención 
· División de las disciplinas y especialidades 
Practical barriers
Typical practical barriers to accessing health services that have been identified in research include the following:
· Geographical barriers affect especially populations living in isolated areas with limited access to health services, those who rely on public transport to reach services but cannot afford it 
. 
· Opening hours of health care providers often do not reflect the working hours of migrants and ethnic minorities who are in precarious employment and might face problems in getting time off work, e.g. loss of salary for hours gone from the job, conflict with management, or losing their job. 
· Overly complicated registration procedures and lack of needed documentation have been cited as serious obstacles for Roma populations accessing health services 
 
. 
· For “irregular” migrants, going to a health care provider may carry with it the risk of being reported to authorities. In some countries, health professionals are required to report such migrants. Even where this is not the case, in the absence of reassurances to the contrary “irregular” migrants are liable to assume that such a risk is present. 
· Even when “irregular” migrants have the right to (certain forms of) care, health professionals may not be aware of these rights or feel obliged to respect them. 
· Migrants in detention may face obstacles to accessing the health services they need because of limited provision and availability of health providers
. 
· A further problem of access stems from the increasing fragmentation of disciplines and specialties within the health system 
. Migrants and ethnic minorities may experience difficulties in trying to navigate the system of referrals and appointments with several providers in different locations.
Diapositiva 20 Barreras culturales
De la “cultura” como conjunto de características inalterable, a la “diversidad dentro de cada cultura” 
Competencia cultural/sensibilidad hacia la diversidad para: 
· Entender la salud desde diferentes marcos de referencia Superar prejuicios de profesionales de la salud 
· Reducir la brecha entre diferentes significados y maneras de entender la enfermedad 
· Abordar el conflicto de expectativas entre profesionales, pacientes y sus familias 
Cultural Barriers
Over the last 30 or 40 years ‘cultural differences’ have been considered to be the main barrier standing between migrant and ethnic minorities’ patients and health service providers. 
 In this conceptualisation, ‘culture’ is a relatively fixed and homogeneous set of characteristics that migrants bring with them, like baggage, from their country of origin. Language, religious beliefs, diet, hygiene practices and gender roles are typical items in this ‘cultural baggage’. Since the 1990’s, rather than labelling and stereotyping patients according to simplistic conceptualisations of culture, attention has been drawn to the diversity within cultures, the fluid and many layered nature of culture, and migrants’ interactions with the host country culture – which gives rise to new, ‘hybrid’ cultures and identities.
Cultural competence or diversity sensitivity may have a positive impact on the following barriers:
· It may facilitate communication about different frames of reference regarding health. It may help professionals to overcome deeply rooted prejudices. 
· It may help to bridge the gap between widely differing understandings of health and illness in general, as well as the nature, manifestations, causes, effects and social meanings of particular illnesses. 
· It may help to reconcile conflicting expectations concerning appropriate behaviour for health professionals and patients and their families. 
Diapositiva 21 Barreras lingüísticas
· Falta de comunicación: problema común y costoso 
· Fluidez en el lenguaje: puede no ser suficiente para una comunicación y comprensión efectiva 
· Algunas enfermedades dependen fundamentalmente de las habilidades de los y las profesionales de los servicios sanitarios 
· Necesidad de interpretación y mediación en salud, condicionada por: Coste económico 
· Falsa sensación de compresión real 
· Buena comunicación no suficientemente apreciada 
· Problemas organizativos para integrar esos servicios (frente a las ventajas) 
Language barriers
Miscommunication due to language barriers is a common and costly problem affecting the accessibility and quality of health services for migrants and ethnic minorities, leading to faulty diagnoses, lack of compliance with therapies, lower patient safety and lower treatment satisfaction in patients and providers 
.
Understanding what is said in health service encounters is often a challenge even when the patient and health professional share the same language. Formigrants, basic fluency in the language of the host country may not be enough to effectively communicate their health problem or understand what the health professional says. Although learning the language of their host country is essential for integration, and some migrants may need help or encouragement to do so, language proficiency should not be a precondition for accessing and receiving adequate care.
Concerning mental illnesses, the recognition, diagnosis and management is highly dependent on the linguistic and cultural competency of the health care sector 
.
In spite of numerous demonstrations of the need for and usefulness of interpreters and health mediators, cost is a major problem and not enough use is made of them 
. This reluctance may have a number of causes:
· People often have the illusion of understanding each other when in fact they do not; The importance of good communication may not be appreciated; 
· The practical problems of organising an interpreter may be regarded as outweighing the advantages. 
Diapositiva 22 Discriminación y desconfianza
· Muchas personas migrantes y minorías étnicas sufren experiencias de discriminación al tratar de acceder a los servicios sanitarios 
· Desconfianza en los servicios sanitarios y en sus profesionales es una consecuencia de las expectativas de discriminación 
· Falta de confianza entre pacientes y profesionales de la salud se basa en diferencias culturales o de lenguaje y sus antagonismos. 
Discrimination and mistrust
Many migrants and ethnic minorities experience discrimination in trying to access health services, according to research 
 
. Reports of denial of services, or making available a limited and sometimes inferior range of services for certain groups, are common in a number of countries with high percentages of Roma
.
Mistrust of healthcare services and professionals may develop as a result of expectations of discrimination, and thus also act as a deterrent to seeking treatment for vulnerable groups. Trust is widely recognised to be essential for good care, but there may be a structural, general lack of trust between migrant and ethnic minority communities and public authorities, based on linguistic or cultural differences 
 or more deeply rooted and long standing antagonisms 
.
Both discrimination by health workers and mistrust on the part of users reflect a less than deal relationship between those working in the health system and the communities they serve.
Diapositiva 23 Barreras entre sistemas de salud y personas migrantes/minorías étnicas
· “Participación de usuarios/as” basada en la colaboración entre el sistema sanitario y sus usuarios/as, que tienen responsabilidad activa sobre su salud y contribuyen a su propio tratamiento 
· “Espacios de participación” permiten que los/as usuarios/as puedan contribuir en el diseño y ejecución de los servicios, sin embargo el colectivo migrante y las minorías étnicas suelen estar infrarrepresentadas. 
· Se investiga mucho “sobre” estos colectivos en vez “con” ellos, y las intervenciones son diseñadas y desarrolladas “desde arriba” 
Barriers between the health system and migrant or ethnic minority communities
Increasingly, a high value is coming to be placed on ‘user participation’ in health services 
. There is a drive to make the relationship between health services and their users one of partnership. In order to improve policies and increase their acceptance and effectiveness, users should take active responsibility for their own health, and when they become ill they should contribute actively to their treatment. In addition, they should come to think of themselves as ‘owners’ of the health system itself. To further this change, “participatory spaces” have been created to allow service users to contribute to designing and running services.
Barriers to immunization among mobile communities are mostly informal such as lack of information and lack of trust in authorities. Disaggregation of data collection is still a major issue to be addressed.

However, migrants and ethnic minorities are usually poorly represented in these ‘participatory spaces’. They are often reluctant to join in, and when they do their voice tends to be ignored or ineffective 
. Furthermore, in general research is carried out ’on’ them instead of ’with’ them, and interventions are designed and implemented from above.
Actividad Grupo nominal: Identificación de barreras de acceso de migrantes y minorías étnicas a la atención sanitaria
· Presentación de la metodología 
· En grupos pequeños 
· Barreras de acceso en tu región. 
· Priorización de barreras. 
· En plenario 
· Resumen del debate de los grupos pequeños. 
· Debate grupal 
Time: 35 min.
The activity consists of three parts:
1. Presentation of the methodology Method: Nominal group technique. Moderation: 1-2facilitators / group. 

Materials: Cards, markers, flip chart, adhesive (spray), self adhesive dots. 

2. Identification and prioritization of strategies for improving access to health care for migrant and ethnic minority population groups in situation of social vulnerability, in small groups (8-10 people) Technique: 
The participants are invited to write down the 3 most relevant strategies they identify for improving access to health care for migrant and ethnic minority population groups in situation of social vulnerability in their region / country (one idea / card). 

The facilitators collect the cards, reading and arranging the named aspects by topics on a flip chart. 

The participants are asked to prioritize the most important strategies (3 dots / person). 

The participants choose a rapporteur, in charge of summarizing the most relevant aspects in the plenary. 

3. Wrap up and discussion in plenary 

Wrap up: The rapporteur of each small group provides a summary of the results, in three sentences. 

Group discussion. 

Once finished, we suggest to leave the flip chart visible for later referral during Module 4 session, when strategies for intervention are presented.
Diapositiva 25 Gracias y preguntas
Diapositivas 26-28 Referencias
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