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Funded by the European Union in the framework of the EU Health Programme (2008‐2013) in the frame of a service contract with the Consumer, Health, Agriculture and Food Executive Agency (Chafea) acting under the mandate from the European Commission. The content of this report represents the views of the Andalusian School of Public Health (EASP) and is its sole responsibility; it can in no way be taken to reflect the views of the European Commission and/or Chafea or any other body in the European Union. The European Commission and/or Chafea do not guarantee the accuracy of the data included in this report, nor do they accept responsibility for any use made by third parties thereof.
Unit 2: Migrants’ and ethnic minorities’ use of health care.

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  barriers identified 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 is 5 hours, approx. 3 hours for Unit 1 and 2 hours for Unit 2. The training materials of each Unit are composed of presentations, activities, videos and recommended lectures. 

Data of Unit 2 has to be adapted to specific use of health care services patterns and barriers identified at local/national level. There are two compulsory activities in this Unit, but we suggest the use of the video screening proposed to introduce a participatory pedagogical approach.
	Time
	Objetives
	Activities
	Sources

	30 minutes
	To identify major trends in use of health care services by migrant population and ethnic minorities.


	Brain storming

· Presentation of the methodology
· Brainstorming in plenary 
· Presentation of contents  (slides 3-4) and questions 
	Projector, laptop, screen.



	15 minutes
	To analyse the effect of the  barriers identified in the video
	Group discussion in plenary with video screening
	Projector, laptop, screen, video screening T-SHaRe: Percorsi Salutari


	 25 minutes
	To describe the main barriers to access for those populations according to the literature 
	Presentation (slides 5-13)
questions and conclusions
	Projector, laptop, screen. 



	35 minutes
	To identify barriers for access to health for migrants and ethnic minorities in every specific region / country.
	Activity in three parts:

· Presentation of the methodology

· Small Groups: Nominal group technique

· Plenary: Wrap up and discussion  
	Projector, laptop, screen.

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




Presentation
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.
Outline of contents
Patterns of health services usage
Activity 1: Brainstorming. 

· Ask the participants to comment on their previous knowledge about patterns of health usage in their local context. 
Slides 1 - 29

Presentation

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”
. 

Social context of migrants and ethnic minorities

Global migration is increasing and accelerating. As a result, societies are becoming more and more diverse – culturally, ethnically, and linguistically. Two recent trends in international migration are highly relevant for the issue of migration health:

1. Firstly, there has been an increasing shift toward ‘circular’ or ‘transient’ migration
. Circular migration may involve regular trips back and forth between the host country and the home country. 

2. The other phenomenon is ‘super-diversity’
: in the major capitals of Europe, hundreds of different languages may be spoken. Within each migrant nationality there will also be a great deal of diversity in e.g. educational levels, skills, ages, religions, ethnicities, and many other characteristics that have traditionally been assumed to be homogenous.

At the beginning of 2013, the total of migrant stock in the EU27 was 50.872,674, i.e. 10.1% of the total population
. Migration has been strongly affected by geographic proximity, with 30% of the migrants living in the EU originally being from other EU countries
. Many European countries have come to rely on migrants to counteract falling birth rates and ageing societies. For sender countries, remittances often make up a large share of their GDP and play a vital role in their development.

Regarding asylum claims, figures from 2013 continued the increase that started in 2010 and reached the highest level in Europe for a decade
. The main countries of origin of asylum seekers were Syria, Russian Federation, Afghanistan, Iraq and Serbia/Kosovo. According to UNHCR, six nations on southern Europe (Cyprus, Greece, Italy, Malta, Portugal and Spain) have a sustained increase in the number of asylum claims
.

Of the estimated 5 to 8 million “irregular” migrants in Europe, most have overstayed their visas or remained in the country after their asylum application failed
. Numbers of “irregular” migrants are intrinsically hard to estimate, but this group is estimated to make up approximately 1% of the population of the EU
. 

Women make up approximately half of the migrants in Europe (50% in 2013 according to Eurostat)
. However in some countries, female migrants outnumber males, e.g. Cyprus, Italy, Spain and Ireland. Research has shown that a great number of female migrants are domestic workers or personal care workers, and that these forms of employment often expose the migrants to exploitation and abuse from employers. Therefore, they are more vulnerable to face exclusion from access to health services and other social welfare services
.

Equality in access:
· ”Equity in health implies that ideally everyone should have a fair opportunity to attain their full health potential and, more pragmatically, that none should be disadvantaged from achieving this potiential, if it can be avoided” 
Source: Whitehead, M. The concepts and principles of equity. WHO, 1991 

· Equality in health can be observed when 'need' determines the allocation of resources, regardless of factors such as ethnicity and socio-economic status.

· Equality in access to health services is the aim of the 'Sundhedsloven '.
Migranters adgang til sundhedsvæsenet 

To types of barriers may impact on migrants' access to the health care system:

•  Formal (e.g. legal entitlements, economy) 

•  Informal (e.g. characteristics/knowledge of the patient or staff) 

These barriers may lead to delayed diagnostic and care, and subsequently, increased morbidity and mortality. 

Legal barriers to health care services are most often linked to entitlements. The range of services offered and the conditions under which they apply, varies greatly in the EU Member States. 

In Denmark:

Asylum seekers:  during the asylum process, they are entitled to free emergency care and other specialist arrangements set up by the asylum centre. 

Undocumented migrants: most countries limit the access to health services to emergency care only (alternative arrangements through NGO initiatives exist in a number of countries, such as the Red Cross clinic in Denmark).

’Health as a human right’ 

•  UN Declaration of Human Rights, Article 25: 

”… one [ has ] the right to a standard of living adequate for his and his family's health and well-being , including food, clothing , housing and medical care …” 

•  The Constitution of WHO: 

”The enjoyment of the highest attainable health is one of the fundamental rights of every human being” 

•  Implies one's posibilities for avoiding illness and remain healthy. 

Right to Health 

UN, International Covenant on Economic, Social and Cultural Rights, Article 12: 

"The States Parties to the present Covenant recognize the right of everyone to the enjoyment of the highest attainable standard of physical and mental health” 

The steps to be taken by the States Parties to the present Covenant to achieve the full realization of this right shall include those necessary for: 

(a) The provision for the reduction of the stillbirth-rate and of infant mortality and for the healthy development of the child; 

(b) The improvement of all aspects of environmental and industrial hygiene; 

(c) The prevention, treatment and control of epidemic, endemic, occupational and other diseases; 

(d) The creation of conditions which would assure to all medical service and medical attention in the event of sickness. 

Undocumented – informal barriers to emergency care

•  Fear of being reported to the authorities

•  Arbitrary and inconsistent approach to care for undocumented migrants by health care professionals 

•  Language barriers and limited understanding of the health system 

•  Lack of social network and/or contact with Danish citizens who could provide guidance

Examples of informal barriers for undocumented migrants in Denmark:

I think, that if they think it is not so serious then maybe they will contact the police, because I have no ID card and then I will get into more trouble. 
Undocumented migrant from Bangladesh 
I went to a hospital once (…) they asked me for the card and all these things. He was quite a big doctor. He said: “if you don’t show the card then you don’t get a file”. He said: “okay, I can treat you today but next time the doctor will change and he may not be willing to treat you”. 
Undocumented migrant from Bangladesh

I know some illegal immigrants who are badly sick, but you know … they are just … they are their own doctors for themselves. They are just taking the medicine and maybe they have just called Bangladesh … to their doctor or parents. He has explained the problem to that doctor, and maybe he told them that you can get this kind of medicine. 
Undocumented migrant from Bangladesh

Health Clinics for Undocumented migrants in Denmark 

· In collaboration with the Danish Red Cross, Association of Doctors and the Danish Refugee Council

· The first clinic was established in August 2011 in Copenhagen, followed by another clinic in Århus in 2013.  

· Clinics are managed and financed by the Danish Red Cross

· Dependent on voluntary work force

· Multi-disciplinary effort, involving doctors, midwives, bio-analysts, physiotherapists, dentists, etc. 

Informal barriers that impact on acces to health care services: 

1. Language and culture

2. Health literacy

3. Newness of the context and setting

4. Discrimination and suspicion

5. Psychosocial factors and migration

1. Language barriers and use of interpreters

20 % of migrants that have lived in Denmark for more than three years and 15% of those that have lived in Denmark for more than seven years  reported needing an interpreter in their encounters with general practitioners.

· Access to (qualified) interpreters should be ensured 

· Children and family members should not be used as interpreters 

· Access to information materials in different languages should be provided

· Clear and informed consent may be problematic (ethically)

2. Health literacy 
“Health literacy” refers to: 

“the extent to which the individual has the capacity to obtain , process and understand basic health information that is needed to make health appropriate decisions and access to services that are necessary to prevent or treat disease."  

· Concerns migrants and ethnic minorities and other vulnerable groups especially. 

3. Newness and lack of knowledge

· Lack of understanding regarding the way health services are organised 

· Limited skills in navigating the Danish health care system and use those services that are most appropriate given the health issue.
4. Discrimination and lack of trust

· Many migrants and ethnic minorities experience discrimination which impacts on their use of health services 

· Lack of trust in the healthcare system of health professionals may come as a result of expectations of discrimination. 

· The Danish healthcare system may act in discriminatory ways as illustrated by the example of the obesity operations at Hvidøvre Hospital. 

5. Psykosociale faktorer 
"Altså, de største problemer, det er familieproblemer. ... Så mange problemer, som vores folk har kulturmæssigt, er der ikke så mange andre, der har. Det, der giver depressioner, det er det, der giver stress og så videre. Og rigtig mange tænker på deres børn, og deres børn skal uddannes, og hvordan de skal komme videre. Man bruger mange kræfter på at få sine børn uddannede. Det er familieproblemerne i Tyrkiet og alle dem man tænker på. Det giver de største problemer, og det er også det, medfører, at man så bliver syg” (group interview, Turkish man) 

· Fewer resources in relation to illness - 

· Self-care? Opportunities for being ”the active, initiative-taking, ideal patient”? 

· When competing issues affect the patient, it becomes more challenging to treat appropriately.  

6. Complex bio-psychosocial disease profiles 

• A subset of refugees and immigrants is characterized as having complex bio -psychosocial disease profiles

• Patients with these complex chronic co-morbidities often experience significant social problems compared to what would normally be accommodated in health care.

• Their complex health needs take up many resources compared to what municipal case work is capable of dealing with.

• The Migrant Clinics at Odense University Hospital and Hvidøvre Hospital were set up to address the complex health needs of migrant and ethnic minority patients who have 'fallen through the cracks' in the conventional health care system.

Activity

Form groups and assign one 'informal barrier' to each group. The groups then discuss cases where they encountered the informal barrier in their daily practice, and how they and/or their organization addresses this barrier.

· Language and culture (group 1) 

· ’Health literacy’ ( group 2) 

· ’Newness’ (group 3) 

· Discrimination and lack of trust (group 4) 

· Psychosocial factors and migration (group 5) 

Giving migrants a healthy start in Denmark

The Danish asylum process, up until 2013, has not include a systematic policy of health reception for asylum seekers.  So far, implementation looks like this:
· Asylum seekers -> Systematically offered a health screening at the asylum reception centres. 

· UN Quota refugees -> health screening is offered unsystematically by the municipalities 

· Family reunitied migrants and refuges -> No health screening is offered at any stage
Policies and practices in health-related reception of quota refugees in Danish municipalities is not yet systematic.
  
·  In a 2012 survey, almost half of all municipalities stated that no policies of any kind existed regarding health in the reception process of their municipality. Only about a third of municipalities reported having policies in place for the implementation of general health assessment at general practitioners upon arrival in the municipality. 
There is a clear need for systematic health reception for refugees and migrants: 

· Two thirds of refugees and family-reunified migrants screened in a study on refugees resettled in a Danish municipality, were found to suffer from and need treatment for one or more of the somatic illnesses screened for.

2013 --  Tilbud om helbredsmæssig vurdering af nyankomne flygtninge og familiesammenførte til flygtninge

Since 2013, a new law (part of the integration law) has come into play, making it mandatory for municipalities to offer a health screening to all newly resettled refugees and family reunified migrants in Denmark.  Health screenings will take place at the General practitioners'. 

Their function is as follows:

[image: image1.emf]
Implementation status of the Health Assessment, as of March 2015

According to a February 2015 report by the State Auditors Office
:

· Only 51 % of the target population received health examinations <3 months after resettlement.

· 88 % expressed they would like to participate in a health assessment if offered one .

· Some municipalities offer only health check-ups for people who agree to participate in the official 'integration plan', thus misunderstanding the law completely.

· As accepts to an integration plan ( misunderstands the law )

· No guidelines exist for general practitioners performing the health assessment.  The Ministry of Social Affairs is responsible for developing a set of guidelines for GPs and municipal health workers.
Activities

Get back into groups and discuss one of the two case studies presented. How would you engage with this patient, keeping in mind the potential formal and informal barriers to access and quality health care presented.  After indicated time, two of the groups will present one case study each, and then the discussion will open up to the rest of the class.

Case Study 1:  Language

· 53 year-old female political refugee from Irak. Referred due to a suspected case of depression and problems with concentration and memory.

· Married with three boys (16, 12 and 7 years-old). Practically a single mother. 

· Understands and speaks very limited Danish. Doesn't read Danish – eldest son translates 

· Youngest son is seriously ill with a congenital cerebral AV-malformation that requires an operation

· The patient doesn't understand a letter concerning her son's upcoming operation, including pre-op procedures, informed consent for treatment, etc. 

Case Study 2:  Communication

· 35 year-old female refugee from Lebanon. Suffers from severe PTSD

· Married, with two children. At time of referral, pregnant with twins. 

· Suffers from flashbacks of time spent hiding in a basement safe-room where she experienced claustrophobia.

· Late in her pregnancy she is admitted to hospital for eclampsia, but she refuses to be at the hospital.

· Becomes almost hysterical with the prospect of a cesarean section.

· She was never asked about her background or history of trauma previous to her referral to the Migrant Health Clinic.
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