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Abstract 

This paper examines the health of migrants from the perspectives of vulnerability and resilience. It 
proposes a conceptual framework (‘vulnerability model’), based on Dahlgren and Whitehead’s model 
of social determinants of health, in which the migrant lies at the centre of a series of concentric circles 
representing individual, social, economic, legal and political capital. Each circle influences those within 
it, thereby increasing the vulnerability or resilience of the migrant, with consequences for his or her 
health. These influences vary over time, as the migrant moves through successive phases of migration, 
from their country of origin to their destination, and across places, reflecting the heterogeneity of the 
migration process and migrant populations. The paper then applies this vulnerability model to the 
Madrid Operational Framework’s key elements of monitoring migrant health, policy-legal 
frameworks, migrant sensitive health systems, and partnerships/multi-country frameworks. It 
concludes with key questions for further discussion to help develop priorities and actions to reduce 
migrant health vulnerability. 
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Introduction 

This thematic paper examines migration health from the perspectives of vulnerability and resilience, 
proposing a conceptual model of health vulnerability for migrant populations. It first introduces the 
dynamics of migration and health in the contemporary world. Second, it presents and discusses a 
health vulnerability model for migrant populations that seeks to better understand and manage health 
vulnerabilities of migrant populations. Third, it applies the vulnerability model to the Madrid 
Operational Framework’s key elements of monitoring migrant health, policy-legal frameworks, 
migrant sensitive health systems, and partnerships/multi-country frameworks. It concludes with 
questions to help address key priorities and actions. 

 

Dynamics of migration and health in the current global context 

Migration, a complex, heterogeneous phenomenon, has climbed high on the global agenda and, in 
some countries, is now the defining issue in political debate. The process of migration consists of 
several events taking place in successive phases. These can broadly be categorised as pre-migratory, 
migratory and post-migratory phases. Factors influencing migration can act at individual, communal 
or social levels, and have been termed 'push and pull' factors (1). Examples of 'push' factors include 
socio-economic disadvantage (unemployment, poverty, food insecurity), lack of safety and security, 
lack of services, environmental factors (drought, floods and other natural disasters) and man-made 
events (conflict, development-related). Examples of 'pull' factors include improved economic 
prospects, better quality of life, increased chances of educational and career achievement, political 
stability, security and access to improved services.  

The complex, ever-changing nature of migration has brought a myriad of challenges in the social, 
political, cultural, religious, economic and health spheres, each requiring new ways of thinking. 
Although the political implications have attracted most interest, the implications for the health sphere 
have also been especially profound. The need for a new way of thinking is clear, even in terms of the 
health challenges. Traditional approaches to migration health have centred on communicable 
diseases, linked to quarantine-orientated preventive measures (2). However, as the epidemiological 
transition and the changing nature and dynamics of global migration develop, those engaged in 
migration health have had to encounter an increasingly diverse range of issues. These include an 
increasing proportion of migrants living with non-communicable diseases, an array of life-style related 
disorders, mental disorders, and occupational health risks/injuries, so that many of today’s migrants 
have conditions from which an earlier generation would not previously have survived. Collectively and 
individually, these create new types of vulnerabilities among migrant populations, demanding 
approaches that can promote individual, community and health system resilience. 

 

1.1 Developing a vulnerability model for migration health  

In this section, we seek to provide a clearer understanding of health vulnerabilities of migrant 
populations using a conceptual framework (‘vulnerability model’) based broadly on Dahlgren and 
Whitehead’s model on social determinants of health (3), in which the migrant lies at the centre of a 
series of concentric circles representing individual, social, economic, legal and political capital. Each 
circle influences those within it, thereby ultimately increasing the vulnerability or resilience of the 
migrant, with consequences for his or her health. These influences vary over time, as the migrant 
moves through successive phases of migration, from their country of origin to their destination, and 
place, reflecting the heterogeneity of the migration process and migrant populations. 
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Drawing on the thinking of Dahlgren and Whitehead, we see the health of the migrant as determined 
by the circumstances in which they live and work (4), including the influence of events across the life 
course. Thus, the health needs of migrants are a product of individual-level factors such as genetic 
inheritance, age (e.g. under-fives, adolescents, and older populations all experience different 
vulnerabilities) and gender (including both biological differences but also discrimination and gender-
based violence); meso-level factors such as living conditions, income, life events, sources of support, 
and social inclusion/exclusion; and macro-level factors such as systems of governance, labour market 
policies, social and economic policies, and culture. Some of these continue to act during the migration 
process while some are in the past, and thus unable to be addressed, at least for those now migrating 
(although this highlights the importance of other measures such as effective development assistance 
to reduce vulnerability in populations who, by virtue of threats that can be anticipated, such as 
conflicts arising from deep-seated ethnic tensions of precarious environments vulnerable to climate 
change, may become migrants in the future).(4, 5). It is thus necessary to address these inter-related 
political, environmental, economic, social and cultural determinants if we are to improve people’s 
health, and help prevent or reduce adverse influences on health in the future (6). 

 

2.1 Evolution of social determinants of health concept 

The role played by social determinants of health was recognised in the definition of health included in 
the 1948 Constitution of the World Health Organisation (WHO) as “a state of complete physical, 
mental and social well-being and not merely the absence of disease or infirmity” (7). The WHO 
Constitution goes on to note “governments have a responsibility for the health of their peoples which 
can be fulfilled only by the provision of adequate health and social measures”. The declared purpose 
of WHO was to promote “the improvement of nutrition, housing, sanitation, recreation, economic or 
working conditions and other aspects of environmental hygiene” in order to improve health (7). A 
recognition of the importance of social determinants of health lay at the core of the community-based 
health programmes and social medicine movements in the 1960s and 1970s, and gained prominence 
in the Primary Health Care movement, which sought both to remove obstacles to good health and 
improve health care. Social determinants of health also underpinned the influential Ottawa Charter 
on Health Promotion that identified peace, shelter, education, food, income, a stable eco-system, 
sustainable resources, social justice and equity as fundamental conditions and resources for health (8, 
9).  

Extensive research conducted from the 1970s onwards highlighted the importance of social 
determinants of health, demonstrating the persistence of large inequalities in health between and 
within societies (4, 10-12). A variety of theories have been invoked to explain this phenomenon (13, 
14). At the risk of simplification, some emphasise the physical and psychological toll of poverty and 
inequality on individuals and communities, leading to hazardous exposures and psychosocial stress 
that, in turn, predispose to greater vulnerability to poor health (11, 15). Other approaches focus more 
on the ‘social production of disease’ following a political economy perspective, arguing that the 
structural causes of inequality should be given primacy, even if not exclusively. They argue that the 
distribution of power in society, and thus the nature of political decisions, influence the resources 
available to individuals, such as education, environment, food, or housing. Therefore, the health 
effects of inequality are just manifestations of a variety of deeper material conditions that influence 
people’s health, so the emphasis should be placed on changing the economic and political institutions 
and policies that create and enforce economic and social inequality as the root cause of poor health 
(16-19). Another theoretical approach is ‘ecosocial theory’. This emphasises the importance of 
exposures over the entire life course, seeking to integrate biological, ecological and social factors 
throughout an individual’s lifetime as determinants of their health. These factors see the cell as a 
system embedded within, and interacting with the organ, and then with organisms/individuals, 
families, communities, populations, societies, and eventually ecosystems (13).  
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These theories have been brought together in various ways, of which the most widely used is the ‘main 
determinants of health’ image developed by Dahlgren and Whitehead in 1991 (figure 1) (3). It depicts 
graphically the individual and their micro-level features; surrounded by a meso-level layer of lifestyles, 
social and community networks, living and working conditions; and a macro-level layer of general 
socioeconomic, cultural and environmental conditions.  

 

Figure 1: Main determinants of health by Dahlgren and Whitehead  

 

 

 

 

2.2 Health determinants and vulnerabilities of migrant populations – conceptual 

framework 

This multi-layered concept clearly applies to everyone but it is possible to adapt it to take account of 
the specificities of certain groups, such as contemporary migrant populations. Figure 2 shows a 
‘vulnerability model’ that addresses intricacies of migration health (Figure 2).  
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Figure 2: Vulnerability model - health vulnerabilities of migrant populations 

 

 

 

In this ‘vulnerability model’, adverse individual, meso and macro level factors, each creating 
vulnerabilities among migrants, act during the classic phases of migration (origin-pre migration, 
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associated with specific vulnerabilities that can influence subsequent health outcomes. Thus, health 
problems already present at the pre-migration phase (e.g. endemicity of disease, availability of health 
services, living with chronic disease, exposure to traumatic events) may impair health during 
migration, which may in turn be exacerbated by physical/psychological trauma, injury, or deprivation 
during the process of migration. All these factors may influence health on settlement in the 
destination country, which themselves may be worsened by post-migration experiences (e.g. 
deprivation, lack of services, lack of protection, broken social networks) (2). Conversely, previous 
experiences may reduce vulnerability, such as better initial health, supportive networks in transit or 
on arrival, or medical interventions to resolve health problems. Consequently, the health of the 
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migrant at any point in time is a function of factors, some detrimental and some beneficial, acting at 
different levels, from proximal to distal, and at different times. Moreover, these may change even for 
those making the same journey, but at different times, for example as a consequence of changes in 
the drivers of migration, the scale and nature of migration, as when provision of services is 
overwhelmed, and the response of those on route or at the destination, for example when there are 
political changes.  

Health determinants acting during the complex phenomenon of migration have many consequences, 
depending on the interplay of many factors at individual and population levels. Different migratory 
phases are associated with distinct physical health issues, influenced by the type, duration and 
methods of migration (20). Behavioural, environmental, genetic, biological, socio-economic and 
cultural factors can influence the manifestation of physical illnesses in migrating individuals and 
populations, and can be compounded by migration-specific factors (20). Those experiencing complex 
emergencies, such as conflict-related displacement, are often especially vulnerable (21, 22). This 
reflects many factors, among which is an increased risk of infectious diseases spreading within forcibly 
displaced populations due to lack of access to clean water, sanitation, nutrition, shelter and health 
care (22), with leading causes of mortality including diarrhoea, cholera, pneumonia and malaria. Some 
may be at greater risk of tuberculosis (23). Children and elderly people who have been forced to 
migrate are especially vulnerable to malnutrition and related illnesses, and may have come from 
settings where immunisation programmes were sub-optimal (24). Women are vulnerable to lack of 
access to essential reproductive health services. Migrants from those middle income countries 
afflicted by conflict have benefited from functioning health systems that have allowed them to survive 
with chronic conditions such as heart disease, chronic respiratory diseases and diabetes (21) but are 
now vulnerable to lack of life-sustaining medicines. Women, adolescents and older people are 
vulnerable not only to age and gender related disorders but also abuse and exploitation (25, 26). 
Women and children comprised 45% of refugees arriving recently in the EU and up to 80% of those in 
internally displaced populations in many situations. They are extremely vulnerable to sexual abuse, 
physical abuse, slavery, and other assorted forms of violence.(21, 25, 27) 

Individuals may be especially vulnerable to mental disorders during certain phases of migration, and 
when engaged in certain types of migration, each of which may exacerbate existing vulnerabilities. 
This has implications for health services (28, 29). For example, the Ulysses syndrome comprises a 
group of psychosocial symptoms experienced by migrants facing chronic and multiple stress, often 
gives rise to misdiagnosing and repeated health visits, adding burden to both migrants and healthcare 
providers (30). Populations experiencing forced migration are especially vulnerable to mental 
disorders, whether displaced internally or externally (31). Mental disorders come in many forms 
among migrants, with different types of disorder, range of symptoms and time to symptom 
manifestation since the flight phase (21). Several characteristics are associated with greater 
vulnerability to mental disorders in migrant populations. These include: female gender, older age, 
widowed/divorced marital status, lower education, lower socio-economic status, living conditions, 
cumulative trauma exposure and type of trauma, duration of forced migration, fluency in the required 
foreign language/s, occupation, and family and household factors have been shown to have varying 
influences on the mental health of individual migrants (31-35). However, consistent with the 
multilayers framework, meso and macro level factors, such as common stressors and availability of 
support systems, also influence the mental health of migrant communities, and especially refugees 
and asylum seekers (32-34, 36). The causes of this increased vulnerability are many and are often 
compounded by having experienced trauma during conflicts (32, 37). Types of stress, types of 
psychological adaptive mechanisms, resources that are available or utilised, and degree of individual 
adjustment can all influence mental health outcomes (38, 39). Research conducted among child and 
adolescent refugees arriving in Europe and Canada have linked poor mental health to pre-migration 
trauma exposure, being an unaccompanied minor, and experience of detention and asylum processes 
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(40). Post-migratory detention has been shown to affect adversely the mental health status of 
refugees and asylum seekers (41).  

The model also highlights the importance of meso and macro level factors influencing health 
vulnerabilities of migrant populations. Some examples include the lack of a legal 
framework/protection, denial of rights, discrimination/stigma, power of corporations/exploitative 
governments/working practices and lack of accountability. These factors interact with individual level 
factors at all phases of migration. In summary, social determinants play an integral role in creating or 
enhancing health vulnerabilities at the migration-mental health nexus. 

Examples of how the factors include in the proposed vulnerability model (Figure 2) relate to the 
different stages migration are given in Figure 3 (these are indicative, rather than exhaustive). It is 
important to recognise that health differences in migrant groups do not necessarily disappear when 
social determinants (e.g. socio-economic status) are controlled. Instead, such determinants act not 
just as confounders but also as mediators on the causal chain between migration status and health. 

Figure 3: Application of the health vulnerability model to migration stages 
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2.3 Addressing health vulnerabilities of migrant populations – a resilience-
informed approach 

While the previous section has focused on factors increasing vulnerability, these can be 
counterbalanced by factors that increase resilience. Resilience has been defined in different ways. A 
its heart, it is the ability to recover from shocks and overcome adversity (42). Current 
conceptualisation of resilience involves a multi-dimensional construct that includes individual 
capacities and social and environmental support(43). It is a dynamic phenomenon and one that can 
vary across cultures, age groups, and gender (43, 44). The ability of groups of individuals or 
populations to recover from hardship is termed as community resilience (45-47). There has been a 
continuing evolution of concepts of both individual and community resilience.  

The role of resilience in producing health, especially mental health has been extensively researched 
among forced migrant groups, leading to its recognition as an important protective factor for 
psychosocial health among forced migrants (37, 38, 48). As with vulnerability, it varies according to 
certain individual characteristics, with older age, protracted displacement and on-going hardship 
decreasing levels of resilience while better living/working conditions, being younger and having higher 
levels of support can enhance resilience and, ultimately, improve mental health (37, 49, 50). However, 
it must be recognised that the majority of migrants (including forced migrants experiencing highly 
traumatic events) do not experience adverse health effects, including mental disorders. 

Consistent with our multi-layered model, resilience of individuals and communities is also affected by 
a number of social, economic, cultural factors acting at the meso and macro levels (44). For example, 
diagnosis, treatment and management of mental disorders among migrant populations have been a 
challenge for Western health care services. Co-morbid physical conditions and higher levels of 
medically unexplained symptoms among certain migrant groups have complicated the diagnostic and 
treatment processes. Some ethnic groups have shown increased vulnerability to side effects from 
psychotropic medication while deeply embedded beliefs of migrants concerning Western medicine 
can hamper efficient management. In addition, adherence issues and lack of cultural awareness 
among health workers are challenges in improving migrant mental health. Understanding the role of 
resilience as a key protective or modifying factor between migration-related experiences and the 
development or exacerbation of poor health can aid the development of cost-effective interventions, 
and especially those that are non-medicalized and operate at the community-level (37).  

All of these factors highlight the need for responses that seek to enhance resilience to take account 
of the particular circumstances that prevail in any migration context, designing culturally appropriate 
strategies. Such responses must, of course, be embedded in international law on migration, human 
rights, and the right to health (see below), recognising that the obligations that arise may need 
different strategies to achieve them. Low income countries hosting large numbers of migrants (e.g. 
IDPs or refugees) may struggle to integrate health services for these populations in to their public 
health systems, due to existing weaknesses, lack of finances, lack of human resources and a host of 
mostly macro level factors. High income countries also struggle to provide adequate health services 
to migrant populations such as refugees and asylum seekers due to political apathy, resistance from 
citizens, populist responses to migration, including xenophobia, lack of cultural/contextual awareness 
and lack of resources (51). Too few people understand that, contrary to the populist rhetoric that 
refugees/asylum seekers increase the burden on the host country’s health systems, migration typically 
makes a positive contribution to economic development and improving access to care, provision of 
preventive care and granting universal health coverage to refugee populations can produce savings 
on health expenditure (51). More could be achieved by emphasising prevention and health promotion, 
rather than treatment (52).  

A well-managed, humane migration process can reduce vulnerability and enhance human and 
economic wellbeing for migrant groups and their families. Some destination countries, recognising the 
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particular needs of migrants, have established systems that, at least for those with the appropriate 
status, can more easily access some services, such as reproductive health. However, negative 
perceptions of migrants, for example as vectors of disease, still prevail in many countries, and are 
often exacerbated in times of health or political crisis or economic austerity, with adverse 
consequences for the health of migrants (53). Contrary to these assumptions, extensive reviews have 
revealed little evidence of systemic association with migration and public health security threats from 
communicable diseases spreading to host communities (54). European agencies have acted to counter 
such scaremongering about migration and perceived risks of infectious disease (55, 56), while 
highlighting the broader health needs of migrant populations, including those factors that increase 
vulnerability and reduce resilience. 

 

Applying the health vulnerability model 

In this section we examine the extent to which vulnerabilities of migrant populations can be tackled, 
and resilience enhanced, by means of the 2010 Madrid Operational Framework.(57) This Framework 
includes four priority action areas: policy-legal frameworks, partnerships/multi-country frameworks, 
migrant sensitive health systems and monitoring migrant health. These will be discussed in turn. 

 

3.1  Policy-legal framework 

Addressing health vulnerabilities requires engagement with international, regional and national laws 
and policies. Human rights law is the most important basis for protection of migrants. In accordance 
with the principles and provisions set out in core universal human rights instruments, states have an 
obligation to protect the human rights of all individuals within their territory, including migrants, 
regardless of their migration status. More specifically, General Comment 14 on the ‘The Right to the 
Highest Attainable Standard of Health’ (the Right to Health) elaborates on Article 12 of the UN 
International Covenant on Economic, Social and Cultural Rights (IESCR) notes that the right to health 
extends to migrant populations, including asylum-seekers and illegal immigrants. It addresses not only 
access to health services but also addresses health vulnerability by recognising the underlying 
determinants of health such as impoverishment and discrimination. It explicitly notes that the Right 
to Health is an: 

“inclusive right extending not only to timely and appropriate health care but also to the 
underlying determinants of health, such as access to safe and potable water and adequate 
sanitation, an adequate supply of safe food, nutrition and housing, healthy occupational and 
environmental conditions, and access to health-related education and information, including 
on sexual and reproductive health. A further important aspect is the participation of the 
population in all health-related decision-making at the community, national and international 
levels.” 

In practice, however, migrants in many countries face many practical barriers to accessing care (58), 
with signs that recent policies are exacerbating this problem (59). 

Other key instruments of human rights and international law include: the UN International Covenant 
on Civil and Political Rights (ICCPR), international humanitarian law and refugee law, UN International 
Convention on the Rights of the Child (CRC), Convention on the Elimination of all Forms of 
Discrimination against Women (CEDAW), UN International Convention on the Protection of All 
Migrant Workers and the Members of Their Families, International Convention on the Elimination of 
All Forms of Racial Discrimination (CERD), and the Convention on the Rights of Persons with Disabilities 
(CRPD). These are complemented by other international laws and conventions related to 
determinants of health such as education and employment. For example, the UNESCO Convention 
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against Discrimination in Education, ILO Conventions related to Migrant workers (e.g. No. 97, 143) and 
the ILO Multilateral Framework for a rights-based approach to labour migration. There are also 
multiple regional and national policies and laws which can be used to reduce health vulnerabilities of 
migrants, such as Charter of Fundamental Rights of the European Union of 2000, Council of Europe 
Conventions and European Union Directives, the African(Banjul) Charter on Human and Peoples’ 
Rights, the American Convention on Human Rights, and the Inter-American Convention on the 
Prevention, Punishment and Eradication of Violence against Women.  

Above all, coherent public policy responses are required, involving the health, education, social, 
welfare, and finance sectors. The health sector has a key role in ensuring that the health aspects of 
migration are considered in the context of broader government policy and in engaging and 
collaborating with other sectors to find joint solutions that benefit the health of migrants. While 
studies are available on migrant health policies, it is difficult to integrate and synthesise these findings 
due to the selection of different countries, concepts, categories and methods of measurement across 
these studies. However, the Migrant Integration Policy Index (MIPEX) which evaluates policies to 
promote the integration of migrants now has a Health Strand. This help to surmount this obstacle by 
collecting information on carefully defined and standardise indicators across 40 countries. The 
questionnaire measures the equitability of policies relating to four issues: (A) migrants’ entitlements 
to health services; (B) accessibility of health services for migrants; (C) responsiveness to migrants’ 
needs; and (D) measures to achieve change. Countries scoring higher on the combined MIPEX are also 
more likely to ensure access to healthcare for migrants. There are obvious benefits to be achieved by 
expanding MIPEX globally, although its normative framework requires adaptation to applicable 
international standards. 

 

3.2  Partnerships, multi-country frameworks 

As noted above, current multi-country frameworks and partnerships have focussed predominantly on 
the link between communicable disease and migration. There is a need to extend such frameworks 
and partnerships beyond communicable disease surveillance and take a more comprehensive public 
health approach, including on recognising the full range of social determinants of health in migrants. 
There are few multi-country or multi-sectoral partnerships on migrant health that include the full 
spectrum of sectors and actors required to adequately address health vulnerabilities. Some rare 
exceptions are in relation to HIV/AIDS, widely seen as a challenge whose solutions demand a multi-
sectoral response.(57) However, this is an exception.  

In terms of regional responses, the European Union provides some of the best examples of multi-
country frameworks that take a broader approach to health vulnerabilities, including recognising the 
need to include migrants within its programme on the social determinants of health. UN-led networks 
also offer potential in addressing migrant health vulnerability. However, such networks have generally 
lacked adequate financing, enforcement and reporting mechanisms.(57) Recent measures such as the 
Global Compact on Refugees and the Global Compact for Safe, Orderly and Regular Migration may 
also offer an opportunity to better address the health needs and vulnerabilities of migrant 
populations. 

There is an opportunity to strengthen global and regional responses to migration that do not 
consistently include health but have a direct influence on health vulnerabilities, such as labour rights, 
and occupational health and safety. For example, the Global Forum on Migration and Development 
and the Global Migration Group could provide important means of ensuring health vulnerability is 
integrated into other sectors and processes.  
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3.3  Migrant sensitive health systems 

Migrant sensitive health systems and programmes aim to incorporate the needs of migrants into all 
aspects of health services, financing, policy, planning, implementation, and evaluation. This includes 
aspects such as: language services; culturally informed care, health promotion and prevention; 
accessible primary care; capacity building within the systems to support migrant responsive systems; 
and data to monitor and plan for migrant needs (57, 60). There is, however, enormous diversity in the 
extent to which health systems have implemented these measures (61). Some best practice 
approaches to development of migrant sensitive health systems include measures to: 

 Expedite the process to allow physicians from other countries (including migrants’ countries 
of origin) to practice in the countries of destination, and facilitate and prioritize their 
incorporation into the health systems.  

 Consider the use of technology (e.g. tele-health) to support services to mobile populations, 
including the support that providers from the countries of origin can offer in monitoring their 
health problems in a cultural and linguistic sensitive manner. 

 Train migrants to become Community Health Workers and incorporate them into health 
systems that serve populations originating from same country/culture. 

 Conduct more cultural competency training among health and social work providers. 

 Promote exchanges between health professionals from countries of origin and countries of 
destination. 

 Develop and incorporate public health practices such as health literacy campaigns for 
migrants, guides to accessing health services, engaging migrants in planning/implementation 
of health services and use of cultural mediators. 

However, it is critical to recognise that health vulnerability goes beyond ensuring responsive health 
services and systems, and requires engagement in the underlying drivers of poor health that reach 
beyond the health system. For example: micro level determinants such as age and gender, meso-level 
determinants such as social and community networks and capital, poor housing, food, and education, 
and unemployment, and poverty; and macro-level determinants such as legal frameworks around 
asylum, discrimination, and legal entitlements, and the role of corporations. This requires the health 
systems to engage with other key sectors such as welfare, housing, education, and legal protection. 

 

3.4  Monitoring migrant health 

Migrant health metrics have historically focused on disease-based indicators, particularly 
communicable disease surveillance and control. Addressing health vulnerabilities requires a broader 
understanding of how migrant health is affected by the social determinants of health, including 
migration-related social determinants. This recognition must be matched by redesign of information 
systems to include these broader social determinants of health. Given their wide scope and challenges 
in collecting ‘gold standard’ epidemiological data on social determinants of health, it is advisable to 
take a broad approach by including a range of data sources and assuming chains of plausible reasoning 
(62). The ability to monitor migrant health vulnerability would also be strengthened by using 
internationally applicable indicators related to key health vulnerabilities and agreed methodologies to 
support comparisons between countries. Central to such work will also be development and 
application of routine health metrics that record the different sub-group classifications of migration 
in order to capture their different experiences and related vulnerabilities, including key migrant-
relevant indicators such as origin, duration of residence or migration history. Such work requires 
political and financial support to ensure effective implementation. 

An ongoing process of systematically collating, synthesising and analysing empirical research on 
migrant health vulnerability is also needed, linked to activities that can address it. This would provide 
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an important resource to understand better the major barriers that inhibit progress in addressing 
migrant health vulnerability and resilience (29). There is also a clear need to train researchers in 
migrant population specific aspects and methodologies. The Migration Health and Development 
Research Initiative (MHADRI) is a recently established research network that seeks to address above-
mentioned issues and to promote shared research activities and approaches in migration health. 

Monitoring of how policies address migrant health vulnerabilities is also required. Currently, systems 
monitoring the implementation and enforcement of health policies focuses principally on health 
services, such as legal entitlements (e.g. for services), access policies (e.g. language and cultural 
support for services), and responsive services (e.g. how services and staff are adapted to the needs of 
migrants). Monitoring of laws and policies and their enforcement should focus not only on health 
services, but also other services and activities that influence health vulnerability such as labour laws, 
anti-discrimination laws, asylum processes, and how these then may influence health outcomes. A 
similar view was expressed by the Canadian Minister of Health who stated that ‘every policy is 
ultimately a health policy’ at the OECD Policy Forum on the Future of Health in January 2017. Whether 
in the field of education, employment, or anti-discrimination, they are ultimately all health decisions. 
This same rationale has also been developed and incorporated in the conceptualisation of the Health 
Vulnerability Model, presented in this paper. While valuable qualitative policy evaluations are present, 
the availability of quantitative tools to conduct cross-national comparative research and explore the 
effect of policy on immigrant health outcomes is more limited. 

As noted above, the Migrant Integration Policy Index (MIPEX) provides an example of a migration 
policy monitoring initiative that could be used to monitor health. MIPEX addresses a broad range of 
policies and contextual factors which are crucial to understanding policy implementation related to 
health vulnerability. For example, it monitors policies and their implementation related to labour 
markets, education, political participation, and anti-discrimination. Beyond policy indicators, MIPEX 
allows for multivariate analysis to establish the independent effect of policy and other contextual level 
factors on migrant health outcomes. 

To inform this thematic report, a systematic review of available evidence on the association between 
health outcomes and integration policies was conducted (Annex A). This notes a lack of any existing 
theoretical framework and of empirical research. Consequently, existing analyses of macro influences 
of health differences between migrants and non-migrants are exploratory in nature. Overall, as 
compared to non-immigrants, immigrants experience a clear disadvantage for most health outcomes 
considered. Disparities were generally reduced in countries with a strong integration policy. This trend 
was maintained even after adjustment for relevant individual- and contextual-level factors. 

The majority of studies identified in our search included MIPEX, in one form or another, as a measure 
of national migrant integration policies. While the global MIPEX score failed to show a relationship 
with depression in immigrants (63), the overall MIPEX score has been found to be related with a 
smaller disadvantage as compared to non-migrants in subjective wellbeing (64). The relationship 
between integration policies and subjective wellbeing has further been studied through a focused 
analysis amongst older migrants and non-migrants s in Europe, revealing that the immigrant/non-
immigrant gap is bigger in countries with restrictive family reunion policies (65).  

MIPEX has also been operationalised through a policy model approach, as proposed by Meuleman 
with the three typologies, namely: the inclusive model, the assimilationist model and the exclusionist 
model. Results revealed that migrants in countries with a exclusionist policy model had poorer self-
rated health and larger inequalities, as compared to migrants in countries with other policy models 
(66). Building on this research (67), operationalise MIPEX in the same manner in order to analyse 
whether the effects of discrimination on health outcomes change in countries with different 
integration policy. The associations perceived group discrimination and poor health outcomes in first 
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generation immigrants are indeed more significant in countries with assimilationist immigration 
policies.  

Taken together, these results suggest that integration policies, beyond simply health integration 
policies, are important for reducing health inequalities between immigrants and non-immigrants, and 
are needed in order to tackle inequalities in health and ultimately to improve equity in health. Further 
work would also be required linking the current policy measures with health outcomes. Such work 
would be critical in documenting and comparing good policy practice by governments in addressing 
migrant health vulnerability and resilience and holding governments and other key actors to account.  

 

Conclusion 

This paper explored the health of migrants from the perspectives of vulnerability and resilience, and 
presented a conceptual framework by which to understand vulnerability of migrant populations and 
how measures to promote resilience can counteract them. The framework was then applied to 
legislative, monitoring, health systems, and partnerships/multi-country frameworks. These elements 
will be crucial in documenting and comparing good policy practice in addressing migrant health 
vulnerability and resilience and holding governments and other key actors to account. We conclude 
with key questions whose answers will inform the development of priorities for work in this area. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

15 |         N O T  F O R  D I S T R I B U T I O N  F e b r u a r y  1 0 ,  2 0 1 7  

References 

1. Lee E. A theory of migration. Demography 1966;3(1):47-57. 

2. Gushulak BD, MacPherson DW. The basic principles of migration health: population mobility and gaps in 
disease prevalence. Emerg Themes Epidemiol. 2006;3:3. 

3. Dahlgren G, Whitehead M. Policies and strategies to promote social equity in health Copenhagen: World 
Health Organisation, 1991. 

4. Marmot M, Wilkinson R, editors. Social Determinants of Health. 2006 ed. Oxford: Oxford University Press; 
1998. 

5. Evans T, Whitehead M, Diderichsen F, Bhuiya A, Wirth M, editors. Challenging inequities in health: Oxford 
University Press; 2001. 

6. Commission on Social Determinants of Health. Closing the gap in a generation: Health equity through action 
on the social determinants of health: final report of the Commission on Social Determinants of Health. 
Geneva: World Health Organisation, 2008. 

7. Constitution of the World Health Organisation. Sect. Introduction (1948). 

8. World Health Organisation. Ottawa Charter for Health Promotion. Geneva: World Health Organisation, 
1986. 

9. Solar O, Irwin A. Social determinants, political contexts and civil society action: a historical perspective on 
the Commission on Social Determinants of Health. Health Promot J Austr. 2006;17(3):180-5. 

10. Acheson DB, D. Chambers, J. Graham. H. Marmot. M. The report on the independent inquiry into 
inequalities in health. London: 1998. 

11. Wilkinson R. Unhealthy Societies. London: Routledge; 1996. 

12. Black D, Morris J, Smith C, Townsend P, Blume S. Report on the working group of inequalities in health. 
London: 1980. 

13. Krieger N. Theories for social epidemiology in the 21st century: an ecosocial perspective. Int J Epidemiol. 
2001;30(4):668-77. 

14. Solar O, Irwin A. A Conceptual Framework for Action on the Social Determinants of Health. Geneva: 
Commission on Social Determinants of Health (World Health Organisation), 2007 April 2007. Report No. 

15. Cassel J. The contribution of the social environment to host resistance: the Fourth Wade Hampton Frost 
Lecture. Am J Epidemiol. 1976;104(2):107-23. 

16. Kaplan GA, Pamuk ER, Lynch JW, Cohen RD, Balfour JL. Inequality in income and mortality in the United 
States: analysis of mortality and potential pathways. BMJ. 1996;312(7037):999-1003. 

17. Smith GD, Egger M. Commentary: understanding it all--health, meta-theories, and mortality trends. BMJ. 
1996;313(7072):1584-5. 

18. Doyal L. The Political Economy of Health. London: Pluto Press; 1979. 

19. Link BG, Phelan JC. Understanding sociodemographic differences in health--the role of fundamental social 
causes. Am J Public Health. 1996;86(4):471-3. 

20. Kontunen K, Rijks B, Motus N, Iodice J, Schultz C, Mosca D. Ensuring health equity of marginalized 
populations: experiences from mainstreaming the health of migrants. Health Promot Int. 2014;29 Suppl 
1:i121-9. 

21. Thomas SL, Thomas SD. Displacement and health. Br Med Bull. 2004;69:115-27. 

22. Salama P, Spiegel P, Talley L, Waldman R. Lessons learned from complex emergencies over past decade. 
Lancet. 2004;364(9447):1801-13. 

23. Odone A, Tillmann T, Sandgren A, Williams G, Rechel B, Ingleby D, et al. Tuberculosis among migrant 
populations in the European Union and the European Economic Area. Eur J Public Health. 2015;25(3):506-
12. 



 

16 |         N O T  F O R  D I S T R I B U T I O N  F e b r u a r y  1 0 ,  2 0 1 7  

24. Williams GA, Bacci S, Shadwick R, Tillmann T, Rechel B, Noori T, et al. Measles among migrants in the 
European Union and the European Economic Area. Scand J Public Health. 2016;44(1):6-13. 

25. Acharya G. The refugee crisis in Europe: will it increase disparity in women′ s health? Acta obstetricia et 
gynecologica Scandinavica. 2016;95(7):375-6. 

26. Cahill K, editor. A Framework for Survival: Health, Human Rights and Humanitarian Assistance in Conflict 
and Disasters. New York:: Routledge; 1999. 

27. UNHCR. Figures at a Glance Geneva2016. Available from: http://www.unhcr.org/figures-at-a-glance.html. 

28. Bhugra D. Migration and mental health. Acta Psychiatr Scand. 2004;109(4):243-58. 

29. Wickramage K, Siriwardhana C. Mental health of migrants in low-skilled work and the families they leave 
behind. Lancet Psychiatry. 2016;3(3):194-5. 

30. Achotegui J. The Ulysses Syndrome: the Immigrant Syndrome of Chronic and Multiple Stress. Ediciones el 
mundo de la mente. 2014. 

31. Porter M, Haslam N. Predisplacement and postdisplacement factors associated with mental health of 
refugees and internally displaced persons: a meta-analysis. JAMA. 2005;294(5):602-12. 

32. Bhugra D, Jones P. Migration and mental illness. Advances in Psychiatric Treatment. 2001;7:216-23. 

33. Miller K, Rasco L. An ecological framework for addressing the mental health needs of refugee communities. 
In: Miller K, Rasco L, editors. The mental health of refugees: ecological approaches to healing and 
adaptation. Mahwah, New Jersey: Lawrence Erlbaum Associates; 2004. p. 1-66. 

34. Miller KE, Rasmussen A. War exposure, daily stressors, and mental health in conflict and post-conflict 
settings: Bridging the divide between trauma-focused and psychosocial frameworks. Social Science & 
Medicine. 2009. 

35. Steel Z, Chey T, Silove D, Marnane C, Bryant RA, van Ommeren M. Association of torture and other 
potentially traumatic events with mental health outcomes among populations exposed to mass conflict 
and displacement: a systematic review and meta-analysis. JAMA. 2009;302(5):537-49. 

36. Straiton ML, Reneflot A, Diaz E. Mental Health of Refugees and Non-refugees from War-Conflict Countries: 
Data from Primary Healthcare Services and the Norwegian Prescription Database. J Immigr Minor Health. 
2016. 

37. Siriwardhana C, Stewart R. Forced migration and mental health: prolonged internal displacement, return 
migration and resilience. Int Health. 2013;5(1):19-23. 

38. Siriwardhana C, Ali SS, Roberts B, Stewart R. A systematic review of resilience and mental health outcomes 
of conflict-driven adult forced migrants. Confl Health. 2014;8:13. 

39. Tseng W. Handbook of cultural psychiatry. San Diego: Academic Press; 2001. 

40. Hebebrand J, Anagnostopoulos D, Eliez S, Linse H, Pejovic-Milovancevic M, Klasen H. A first assessment of 
the needs of young refugees arriving in Europe: what mental health professionals need to know. Eur Child 
Adolesc Psychiatry. 2016;25(1):1-6. 

41. Filges T, Montgomery E, Kastrup M. The Impact of Detention on the Health of Asylum Seekers A Systematic 
Review. Research on Social Work Practice. 2016;Feb 17. 

42. Crawford E, Wright M, Masten A. Resilience and spirituality in youth. In: Roehlkepartain EC, Wagener L, 
Benson PL, editors. The Handbook of Spiritual Development in Childhood and Adolescence. California: 
Thousand Oaks; 2005. 

43. Connor KM, Davidson JR. Development of a new resilience scale: the Connor-Davidson Resilience Scale (CD-
RISC). Depress Anxiety. 2003;18(2):76-82. 

44. Ungar M. Resilience, trauma, context, and culture. Trauma Violence Abuse. 2013;14(3):255-66. 

45. Adger WN. Social and ecological resilience: are they related? Prog Hum Geogr 2000;24(3):347-64. 

46. Panter-Brick C, Eggerman M. Understanding culture, resilience, and mental health: The production of hope.  
The social ecology of resilience. New York: Springer; 2012  p. 369-86. 

http://www.unhcr.org/figures-at-a-glance.html


 

17 |         N O T  F O R  D I S T R I B U T I O N  F e b r u a r y  1 0 ,  2 0 1 7  

47. Rolfe RE. Social cohesion and community resilience: A multidisciplinary review of literature for rural health 
research. Halifax: Department of International Development Studies, Faculty of Graduate Studies and 
Research, Saint Mary’s University, 2006. 

48. Netuveli G, Wiggins RD, Montgomery SM, Hildon Z, Blane D. Mental health and resilience at older ages: 
bouncing back after adversity in the British Household Panel Survey. J Epidemiol Community Health. 
2008;62(11):987-91. 

49. Mels C, Derluyn I, Broekaert E, Rosseel Y. The psychological impact of forced displacement and related risk 
factors on Eastern Congolese adolescents affected by war. J Child Psychol Psychiatry. 2010;51(10):1096-
104. 

50. Glonti K, Gordeev VS, Goryakin Y, Reeves A, Stuckler D, McKee M, et al. A systematic review on health 
resilience to economic crises. PLoS One. 2015;10(4):e0123117. 

51. Langlois EV, Haines A, Tomson G, Ghaffar A. Refugees: towards better access to health-care services. 
Lancet. 2016;387(10016):319-21. 

52. European Union Agency for Fundamental Rights. Cost of exclusion from healthcare – The case of migrants 
in an irregular situation. Vienna: European Union Agency for Fundamental Rights, 2015. 

53. Kentikelenis A, Karanikolos M, Williams G, Mladovsky P, King L, Pharris A, et al. How do economic crises 
affect migrants' risk of infectious disease? A systematic-narrative review. Eur J Public Health. 
2015;25(6):937-44. 

54. European Parliament. European Parliament Briefing: The public health dimension of the European migrant 
crisis. Brussels: 2016. 

55. Semenza JC, Carrillo-Santisteve P, Zeller H, Sandgren A, van der Werf MJ, Severi E, et al. Public health needs 
of migrants, refugees and asylum seekers in Europe, 2015: Infectious disease aspects. Eur J Public Health. 
2016;26(3):372-3. 

56. ECDC. Expert Opinion on the public health needs of irregular migrants, refugees or asylum seekers across 
the EU's southern and south-eastern borders. Stockholm: European Centre for Disease Prevention and 
Control, 2015. 

57. WHO/IOM. HEALTH OF MIGRANTS − THE WAY FORWARD. Report of a global consultation. Geneva: 
WHO/IOM, 2010. 

58. Razum O, Stronks K. The health of migrants and ethnic minorities in Europe: where do we go from here? 
Eur J Public Health. 2014;24(5):701-2. 

59. Hiam L, McKee M. Making a fair contribution: is charging migrants for healthcare in line with NHS 
principles? J R Soc Med. 2016. 

60. Rechel B. Migration and health in the European Union: McGraw-Hill Education (UK); 2011. 

61. Mladovsky P, Rechel B, Ingleby D, McKee M. Responding to diversity: an exploratory study of migrant health 
policies in Europe. Health policy. 2012;105(1):1-9. 

62. Marmot M, Friel S. Global health equity: evidence for action on the social determinants of health. J 
Epidemiol Community Health. 2008;62(12):1095-7. 

63. Levecque K, Van Rossem R. Depression in Europe: does migrant integration have mental health payoffs? A 
cross-national comparison of 20 European countries. Ethnicity & health. 2015;20(1):49-65. 

64. Hadjar A, Backes S. Migration background and subjective well-being a multilevel analysis based on the 
European social survey. Comparative Sociology. 2013;12(5):645-76. 

65. Sand G, Gruber S. Differences in Subjective Well-being Between Older Migrants and Natives in Europe. 
Journal of Immigrant and Minority Health. 2016:1-8. 

66. Malmusi D. Immigrants' health and health inequality by type of integration policies in European countries. 
Eur J Public Health. 2015;25(2):293-9. 



 

18 |         N O T  F O R  D I S T R I B U T I O N  F e b r u a r y  1 0 ,  2 0 1 7  

67. Borrell C, Palència, L., Bartoll, X., Ikram, U., & Malmusi, D. Perceived Discrimination and Health among 
Immigrants in Europe According to National Integration Policies. International journal of environmental 
research and public health. 2015;12(9):10687-99. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

19 |         N O T  F O R  D I S T R I B U T I O N  F e b r u a r y  1 0 ,  2 0 1 7  

 

 

 

VULNERABILITY  

&  

RESILIENCE 
 

 

Annex A: A review of the link between migrant 
health and migrant integration policies 

 

2nd Global Consultation on Migrant Health:  

Resetting the agenda 

 

21-23 February 2017 

Colombo, Sri Lanka 
 

Authors: Anne-Linde Joki & Thomas Huddleston, Migration Policy Group (MPG) 

 

 

 



 

20 |         N O T  F O R  D I S T R I B U T I O N  F e b r u a r y  1 0 ,  2 0 1 7  

Introduction 

The link between migration/migrant status and health is a topic that has received attention across a 
vast array of disciplines. Empirical research on morbidity and mortality rate differences between 
migrant and non-migrant populations have found that, while health differences in migrants and non-
migrants do not necessarily disappear when controlling for socio-economic status, social and 
economic factors are a significant predictor of migrant health. Moreover, persistent differences may 
further be understood through underlying political, environmental, economic, social and cultural 
determinants that help to improve people’s health, and help to prevent or reduce negative influences 
on health in the future (Commission on Social Determinants of Health, 2008). This would suggest that 
efforts to improve migrant health requires a multi-sectoral approach and the engagement of actors 
from inside and outside the health system, in order to address the social determinants of health across 
all of these sectors.  

However, to date, little is known about the underlying mechanism and influence of structural factors 
on those most frequently exposed to health inequalities. Certain country-level structural factors and 
policies that set-out to create reinforce economic and social equality may play a ‘protective’ role and 
could be considered as determinants of immigrant health in their own right. In order to tackle the 
underlying issues, it is necessary to understand the role of such policies as possible 
mediators/moderators on the causal chain between migration status and health and review the 
impact of policies across all sectors on social determinants of health. 

The World Health Organisation (WHO) has determined that the following policy measures amongst 
those that are relevant to foster social inclusion1: 

1. Measures to combat discrimination against migrants and ethnic minorities include education of the 
public and effectively enforced legislation. Institutional discrimination should be combated by 
imposing statutory requirements on organizations to deal with all groups equitably. 

2. Educational policies can pay special attention to the needs of migrant and ethnic children by, for 
example, facilitating their integration into mainstream schools and ensuring that selection policies 
make allowances for the extra time required for acculturation and language learning. Segregation, 
tracking and ability grouping can have particularly negative impacts on migrant and ethnic minority 
children (EC, 2008).  

3. Employment policies can be directed at the removal of barriers and systematic disadvantages for 
migrants and ethnic minorities in the labour market. 

4. Social protection policies can ensure migrants and ethnic minorities do not fall into poverty, 
destitution and homelessness (Luckanachai & Rieger, 2010). 

5. Housing and environmental policies (such as reduction of environmental health hazards, improved 
transport and other amenities) designed to improve the living conditions of migrants and ethnic 
minorities (Stanciole & Huber, 2009). 

6. Health policies can ensure equitable access to appropriate services (including prevention and health 
promotion) for all groups.  

7. Policies on naturalisation, political participation, family reunification etc. can reduce the gap 
between the rights of foreigners and those of citizens.  

                                                           
1 World Health Organization. (2010). How health systems can address health inequities linked to migration and 
ethnicity. Copenhagen: WHO Regional Office for Europe. 
Available at: http://www.euro.who.int/__data/assets/pdf_file/0005/127526/e94497.pdf?ua=1 
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8. Integration programmes for new migrants can offer help with language-learning, orientation to the 
host country and access to education, health and social care services.  

This paper reviews the existing comparative quantitative research on the links between migrant health 
and integration policies. Only multivariate multi-level research that assesses the role of all of these 
factors can help us understand the drivers behind integration outcomes and set reasonable 
expectations for the outcomes of integration policies. A simple monitoring of the health outcomes of 
migrants is not the way to evaluate the success or failure of integration policies. Changes in the 
situation of immigrants do not necessarily mean that integration policies lead to the specific 
outcomes, as is often claimed by policymakers. To be able to draw robust conclusions about the links 
between policies and outcomes, research must simultaneously take into account a wide range of 
policies, individual-level factors and contextual factors, all of which influence the specific intended or 
unintended outcomes.  

In order to test the effect of such policies on migrant health outcomes, reliable cross- national/regional 
policy and of health measures are needed. The current lack of a comprehensive global dataset on 
measures of migrant health makes it difficult to detect regional patterns and trends, and current 
research is dictated by the availability of data, in one way or another. The objective of this review is 
to identify the link between broadly defined integration policies and their direct/indirect effect on 
migrant health. This review of academic evidence is a first attempt to map and assess how research 
on the link between integration policies and health outcomes have operationalised such policies in a 
quantitative comparable manner, which also allows us to start mapping the gaps in the availability of 
comparable integration policy and migrant health data. The objective is to summarize the extent, 
nature, distribution and main findings of the available literature. For the purpose of this research 
question, we apply the broadest definition of ‘immigrant ‘and ‘health’. 

 

Methodology 

Systematic literature search 

Migrants are defined as individuals who immigrated to a country different from their country of birth, 
and we do not apply any geographical restrictions. Further, what is understood by the term ‘health’, 
varies across disciplines and schools of thought. Therefore, we do not apply any restrictions in the 
search. Inclusion criteria were (i) quantitative study with description of method; (ii) based on original 
data, derived from well-described data sources; (quality filters) (iii) published between 1 January 1997 
and 31 December 2016; (iv) written in English. No restrictions were set in terms of immigrant target 
group and health outcome studied. A systematic search was carried out using the PubMed database 
in January 2017 using the search terms: all ("integration policy" OR "integration policies" OR MIPEX) 
AND all ((health OR wellbeing OR well-being OR well being OR vulnerability OR vulnerabilities)). 

74 articles were retrieved, which were screened first by their title and, in a second step, by their 
abstract. After full screening, 4 empirical studies were retained. Consequently, reference lists were 
examined and empirical papers that have been registered as citing the primary studies retained. This 
led us to identifying a further 5 papers which met the inclusion criteria, making a total of 9 empirical 
studies reviewed in this report (Table 1). Owing to the number of different health outcomes under 
study, we present our analysis in terms of health outcomes studied in the empirical papers reviewed. 
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Results 

Significantly, the only cross-national research measuring the health outcomes of policies were limited 
to the European region. Most studies applied a broader EU-wide comparison (7), while one study 
applies a 3-country comparative approach. The parameters used for defining the ‘migrant’ group of 
interest differ between the studies: migrant target groups of interest included: 1st & 2nd generation, 
first generation recently arrived/settled, EU vs non-EU citizen/born or migrants from a specific country 
of origin.  

The majority of the studies used data from the European Social Survey (5) or EU-SILC data (2). Two 
papers used targeted information sources: data collected in the Migrant Ethnic Health Observatory 
(MEHO) & data from the Survey of Health, Aging and Retirement in Europe (SHARE). 

All but one study applied the Migrant Integration Policy Index (MIPEX) to account for national 
integration policy. The MIPEX is a comprehensive tool which can be used to assess, compare and 
improve integration policy in all EU Member States, Australia, Canada, Iceland, Japan, South Korea, 
New Zealand, Norway, Switzerland, Turkey and the USA. The index is based on 167 policy indicators 
and covers 8 policy areas: labour market mobility, education, permanent residence, political 
participation, access to nationality, family reunion, anti-discrimination. Since 2015 MIPEX also includes 
a health strand. However, it was not yet available at the time at which the studies under review were 
conducted. Policy strand scores and the aggregate national MIPEX scores range from 0 to 100, 
describing a continuum from ‘critically unfavourable’ to ‘favourable’. A handful of the studies apply 
the MIPEX data through a typology of three integration policy types, identified through a latent class 
analysis of the specific dimensions scores of MIPEX: inclusive, assimilationist and exclusionist 
(Meuleman & Reeskens, 2008). 

As regards the other study, integration policy was captured by adjusting Mladovsky’s (2011) inventory 
of policies aimed at improving migrant’s health.  

 

Thematic findings 

Findings are summarised according to seven areas of health: (i) (subjective) wellbeing, (ii) general 
health, (iii) limitation of activity (iv) chronic illness, (v) still-born and neonatal deaths, (vi) depression 
and (vii) mortality rate ratios. 

Table 1 shows thematic coverage by study, with some including multiple themes.  

 

(Subjective) Wellbeing 

Considering general determinants of Subjective Wellbeing (SWB), people with migrant backgrounds 
may differ from members of the host society in some characteristics being relevant to SWB, such as 
income and social networks. Less is known about the societal characteristics that are beneficial to the 
SWB of migrants. Hadjar & Backes (2013) are among the first to account for possible macro-level 
factors and find a disadvantage in SWB of first-generation migrants that goes beyond deficits regarding 
well-studied SWB determinants. Furthermore, they find that the SWB gap between migrants and 
non-migrants is smaller in countries with more inclusive integration policies. The relationship 
between integration policies and subjective wellbeing has further been studied through a focused 
analysis amongst older migrants and non-migrants in Europe (Sand & Gruber, 2016). While migrants 
from Northern and Central Europe have similar SWB levels as non-migrants, Southern European, 
Eastern European, and Non-European migrants have significantly lower levels of SWB than the non-
migrant population, even after controlling for relevant sociodemographic characteristics. Closer 
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analysis reveals that there are large variations concerning the SWB gap between migrants and non-
migrants across these countries. Taking into the account the situation and needs of the specific target 
group of interest, this research restricts the analysis to the effect of family reunion policies, as 
measured by MIPEX. The SWB gap is comparably large in countries with more restrictive family 
reunion policies and becomes smaller along countries with more inclusive policies. These findings 
are consistent with the findings of Hadjar & Backes (2013) who detect a positive correlation between 
the overall MIPEX score and SWB. Research focusing specifically on the effect of healthcare policies 
directly aimed to improve migrants’ health on wellbeing, finds that such policies similarly appear to 
explain differences in wellbeing between migrants and non-migrants (Blom et al., 2016). However, the 
effect only holds for first generation migrants living more than 10 years in a destination country. No 
effect is found for recently arrived first-generation immigrants. There are several possible 
explanations for this finding for example, limited language proficiency may mean that health 
promotion campaigns are completely lost on considerable numbers of recent immigrants (Ingleby, 
2011). 

 

General health 

Four of the empirical studies identified through our search investigated the explanatory power of 
migrant integration policies for the differences in self-reported general health status between 
migrants and non-migrants. Self-assessed health is one of the most widely used indicators of health 
in survey research recommended by both the World Health Organisation and the European 
Commission. While Malmusi (2014) and Gianonni et al (2016) use EU-SILC data and Borrell et al (2015) 
and Blom et al (2016) apply ESS data, the measure for general health is near identical. One difference 
to note in the operationalisation of the measure, while three out of four studies create a dichotomous 
variable of good/poor health, Blom et al (2016) use the original ordinal variable for their analyses 
comprising of five answer categories: very good, good, fair, bad, or, very bad. 

Applying MIPEX data through Meuleman’s classification of national integration regimes, results 
suggest that compared with multicultural countries, first-generation long-settled (≥ 10 years 
residence) non-EU migrants report worse health in exclusionist countries and assimilationist countries 
(Malmusi, 2014). It can be interpreted that migrants in multiculturalist countries experience a slight 
health advantage, compared to those living in countries with a more mixed picture of integration 
policy. Health inequalities between migrants and non-migrants were also highest in exclusionist 
countries, where they persisted even after adjusting for differences in socio-economic situation. 
Applying the same measure of integration policies, Borrell et al (2015) explore the link between 
perceived discrimination and self-assessed poor health. The results reveal a significant association 
between perceived group discrimination and poor general health only among first-generation 
women. Again, when testing the effect of integration policy, on the relationship between perceived 
discrimination and poor general health, only for women in assimilationist and exclusionist countries 
is discrimination associated with poor self-perceived health, and not in countries with inclusive 
integration regimes. Gianonni et al (2016) test the effect of integration policy on health through a 
unique composite measure of integration policies, based on MIPEX data. The ‘problematic migrant 
policy index’ measures the number of problematic policy areas in (areas ranked with a value below 50 
% of the maximum MIPEX score) and can take values from 0 to 5. The results reveal that non-EU 
migrants (measured as non-European citizen or non-EU born) living in countries where there are 
problems in terms of integration policies are at increased odds of reporting poor health. Moreover, 
the health status of the non-EU migrants is affected more strongly than the health status of EU-
nationals/EU-born as the number of problems in integration policies increase. This holds even when 
controlling for individual socio-economic determinants and country-level characteristics. Lastly, Blom 
et al (2016) look at the effect of a more narrow set of policies on self-assessed general health namely, 
national policies explicitly aimed at improving migrants’ health and their success in mitigating ethnic 
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health inequalities. Results suggest that such policies appear to benefit recently arrived migrants, but 
only marginally. No significant effects are observed for long-settled first-generation and second-
generation migrants. 

 

Limitation of activity 

In comparison to non-migrants, non-EU migrants are significantly more likely to report limitations in 
daily life (assessed by the question: are you hampered in any way in your daily activities by any 
longstanding illness or disability, ailment or any health problem?). Similarly to self-assessed general 
health, Gianonni et al (2016) find that being a migrant and living in a country with problems of 
integration increases the odds of reporting health limitations, even after controlling for migrant SES. 
Testing the effect of perceived discrimination on limitations of activity Borrell et al (2015) find that 
migrant men and women who report higher levels of perceived discrimination are also more likely to 
report higher levels limitations of activity. This finding only holds for first- and not second-generation 
migrants. When accounting for integration policy, the results show in inclusive countries, a positive 
association between perceived discrimination and limitation of activity among women. In 
assimilationist countries, perceived discrimination was associated with limited activity among both 
men and women. The second finding suggest that migrants residing in countries with more restrictive 
integration policies are more likely to experience limitations in daily life and furthermore, that 
perceived discrimination is more consistently associated with negative health outcomes in these 
countries. 

 

Chronic illness 

While non-EU migrants are not significantly more likely to report chronic conditions, once national 
integration policy is accounted for, results reveal that the status of non-EU migrants appears to be 
associated with lower odds of reporting chronic diseases (Gianonni et al 2016). On the other hand, 
living in countries where there are problems in integration policies increases the odds of reporting 
chronic conditions for migrants. Conversely, integration policies do not significantly affect the odds 
for the rest of the population. Taking together the findings of this research we can make a preliminary 
conclusion that the self-reported health status of non-EU migrants living in European countries is 
negatively influenced by the country context in terms of problems in migrant integration.  

 

Depression 

While it has been established that migrants as a group are at an increased risk for social exclusion and 
for mental health problems, little is known about possible cross-country variations, and the effects of 
a country’s approach to migrant integration. In addition to moderating contextual effects, institutional 
arrangements facilitating or inhibiting migrant integration might also have significant indirect effects 
as they might mold barriers to integration experienced at the individual level, creating more risk 
factors for depression (Levecque & van Rossem, 2014).  

The studies identified all use cross-sectional data from the European Social Survey (ESS) to compare 
depression scores between migrants and non-migrants facilitating the comparability of the findings 
however, the specific target groups across the studies do differ somewhat. Levecque & van Rossem 
(2014) hypothesise that migrant integration policies in countries might differ for first- and second-
generation migrants, and for EU or non-EU migrants, and therefore the health effects might differ too. 
The effects are therefore tested for all of these groups separately. The results show that in comparison 
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to natives, first-generation migrants (EU & non-EU born) show higher levels of depression, with those 
born outside of Europe to be the worst off. Further analysis unveils that this higher risk for depression 
is not attributable to ethnic minority status but is mainly due to experienced barriers to socioeconomic 
integration and processes of discrimination. While cross-national variation is observed in mean 
depression scores, a country’s national policy on migrant integration does not appear to be a 
predictor of depressing among first-generation migrants nor does it have indirect beneficial health 
effects by reducing barriers to integration. Whether native or immigrant, the risk of depression is 
highest when a in countries with restrictive integration policies. Taking a slightly different approach, 
Malmusi et al. (2015) set out to explore the link between social and political determinants of 
inequalities in depression by immigrant status, focusing specifically on first-generation long-settled 
migrants (≥ 10 years residence) from low-income countries. Immigrants report significantly higher 
depression scores than natives. The gap is substantially reduced when adjusting for income, 
discrimination and social class, supporting the findings of Levecque & van Rossem (2014). Turning to 
migrant integration policies, inequalities were lower in countries with higher scores on anti-
discrimination policies and access to nationality (the latter only holds for women). Strikingly, 
migrants residing in countries with higher scores on long-term residence reported higher levels of 
depression (this finding only holds for men). The authors conclude that, despite substantial 
heterogeneity, inequalities tend to be largest in countries with more restrictive policies and 
encourage future research to validate the country-level association of these inequalities with specific 
dimensions of integration policy. Building on these findings, the third paper in this thematic area sets 
out to further explore the association between perceived discrimination and health outcomes (Borrell 
et al, 2015). Focusing on first- and second-generation immigrants from low-income countries, results 
reveal that the association between discrimination and depression is most significant among first-
generation men and women living in countries with assimilationist immigrant integration policies 
(measured through Meuleman’s integration typologies based on MIPEX data). Again, the prevalence 
of poor health outcomes is highest among first-generation immigrants, similar to results discussed 
above. 

While all papers find a significant difference in reported depression between immigrants and natives, 
the effect of integration policies is mixed. A possible explanation for the differences in the (lack of) 
moderating or mediating effect of a country’s national migrant integration policy might lie in the slight 
differences in operationalisation of the Migrant Integration Policy Index (MIPEX) data and target 
sample of interest. While Levecque & van Rossem (2014) apply the MIPEX aggregate score to capture 
the effect of national integration policies, Malmusi et al. (2015) test the effect of each policy strand 
separately. Borrell et al (2015) take yet another approach and assign countries to one of 3 groups 
according to Meuleman’s classification of national integration regimes, which was established 
according to MIPEX national data. Furthermore, Levecque & van Rossem (2014) highlight the need for 
an additional health strand, which has since been provided in the 2015 MIPEX edition. 

 

All-cause mortality 

To analyse mortality differences of immigrants from the same country of origin living in countries with 
distinct integration policy contexts, Ikram et al (2015) looked at all-cause mortality and various causes 
of death among Turkish and Moroccan immigrants across the Netherlands (inclusive), France 
(assimilationist) and Denmark (exclusionist). These countries each represent one of Meuleman’s three 
groupings based on national integration policy. The authors hypothesised that all-cause mortality 
levels and the mortality gap with the local-born would be highest for immigrants residing in Denmark, 
followed by France and then Netherlands. Compared to Turkish- and Moroccan-born in the 
Netherlands, these groups had higher mortality in Denmark while mortality among Turkish- and 
Moroccan-born immigrants residing in France was consistently lower. The relative differences 
between immigrants and the local-born populations were also largest in Denmark and lowest in 
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France. The findings suggest that macro-level policy contexts may influence immigrants’ mortality 
however, the lack of statistical grounding of such a direct relationship means that these findings 
should be interpreted with caution. The innovation of this study is the possibility to compare policy 
effects on immigrants born in the same country that live in different European countries, and 
highlights the need for availability of cross-national comparative datasets in order to test such 
assumptions. 

 

Discussion 

This paper provides an overview of the scope and main findings of empirical work on national 
integration policy and migrant health outcomes. Only 9 primary sources were identified, all limited to 
the European context. This indicates a significant need for more and higher-quality, global research 
on this subject. Due to the variation in migrant samples and health outcomes across the studies, it is 
difficult to draw one definitive overall conclusion on the link between integration policies and specific 
health outcomes however, some trends can be identified. 

Taken together, different integration policy models appear to make a difference on migrants’ health 
outcomes across Europe. The findings suggest that the circumstances that lead to higher vulnerability 
among immigrants call for a wider response through the means of economic and social policies, and 
open the door to future studies to test the health effects of socio-political context on immigrants’ 
integration. These findings also highlight the need for more inclusive integration policies, and the need 
for policymakers to consider the health consequences of their decisions in domains other than strictly 
health. Together, these results are evidence that migrant integration policies are needed in order to 
tackle inequalities in health and ultimately to improve equity in health. 

While second-generation migrants in Europe show similar risk profiles as the non-migrant population 
in the same country, first-generation (non- EU migrants) find themselves most at risk, mainly due to 
experienced barriers to socioeconomic integration and processes of discrimination. The empirical 
studies reviewed reinforce the previously established link between (perceived) discrimination and 
health outcomes, particularly for migrants. Public policies on integration of immigrant groups are 
important for reducing discrimination and its related health outcomes (Callens, 2015). The research 
by Levecque & van Rossem (2014) reviewed in this paper, additionally found that the difference in 
levels of depression reported by migrants and non-migrants was significantly smaller in countries 
with more advanced anti-discrimination policies. 

Concerning policy implications, the results indicate that migrants’ health can be improved by 
fostering an integrative receiving context and providing the preconditions for social integration 
through provisions of equal access to key areas such as healthcare, labour market, education, 
political participation and access to justice. There is also a need for streamlining regulations for 
permanent residence, family reunion and naturalisation.  

While these studies address important gaps in the knowledge on migrant health in Europe, a few 
limitations should be kept in mind. Data on the use of care by migrants, on its effectiveness on health, 
and health outcomes is sparse. Adequate cross-country samples of migrants with similar origins are 
needed to confirm these results, as well as qualitative studies to further understand the mechanism 
between polies and health outcomes. Although the data sources used in these studies presents an 
outstanding opportunity for cross-national comparisons, there are some possible issues that might 
affect the comparability of multi-country studies (see Levecque et al., 2012). Furthermore, the 
migrants in these data may not be fully representative of migrant populations in Europe. It is likely 
that the samples refer to a selection of relatively well-integrated migrants and exclude those who find 
themselves in the most vulnerable positions. This suggests that the results are likely conservative 
estimates, since the situation for less integrated migrants is probably worse. Although some 
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exceptions exist, inferring from the regional scope of the studies identified, there is a need for 
harmonised integration policy and demographic and health differences between migrants and non-
migrants. Improvements in this respect will be crucial to assess health disparities and develop policy 
responses for changes to be facilitated and effectively implemented. Such an endeavour requires 
political prioritisation, adequate resourcing and informed implementation as well as the willingness 
for cooperation among migrants’ countries of origin, transit and destination. 

Despite the thematic focus of these studies, only one paper accounted for the effect of health policy 
(Blom et al., 2016). Even then, the authors conclude that their measure is fairly broad and 
heterogeneous. As a result, it remains difficult to distinguish which concrete policy interventions are 
most effective in reducing ethnic health inequalities. The majority of papers also express the need for 
a comparative measure of policies on access and quality of healthcare. As of 1st of January 2015, a 
newly developed MIPEX Health Strand set out to fill this gap by providing information on carefully 
defined and standardise indicators across 40 countries; full details can be found in the Summary 
Report (IOM, 2016). The questionnaire measures the equitability of policies relating to four issues: (A) 
migrants’ entitlements to health services; (B) accessibility of health services for migrants; (C) 
responsiveness to migrants’ needs; and (D) measures to achieve change. The instrument does not 
simply provide qualitative data on each of the questionnaire items; it also provides scores on the four 
dimensions and a total score obtained by summing these. To convert the qualitative data into 
quantitative scores, the method developed by MIPEX is used. Researchers and stakeholders 
impatiently await empirical comparative evidence of national health policies and health outcomes. 
However, as the studies in this review demonstrate, achieving health equity is not an issue of policies 
targeting migrants’ health alone. International, regional and national laws and policies law play a 
fundamental role in addressing health vulnerabilities and achieving health equity for all populations. 
Strengthened and coherent responses are needed at all these levels to address not only health but all 
areas that directly influence health vulnerabilities and enhance resilience.  
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health 

Limitation 
of activity  

Chronic 
illness  
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Wellbeing 

All-cause 
mortality 

Blom, N., Huijts, T., 
& Kraaykamp, G. 
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of healthcare system characteristics 

24 European 
countries  x   x  

Borrell, C., Palència, 
L., Bartoll, X., 
Ikram, U., & 
Malmusi, D. 

2015 Perceived discrimination and health 
among immigrants in Europe 
according to national integration 
policies 

18 European 
countries 

x x x    

Giannoni, M., 
Franzini, L., & 
Masiero, G.  

2016 Migrant integration policies and 
health inequalities in Europe 

23 European 
countries  x x x   

Hadjar, A., & 
Backes, S.  

2013 Migration background and subjective 
well-being a multilevel analysis based 
on the european social survey 

European 
countries (not 
specified) 

    x  

Ikram, U. Z., 
Malmusi, D., Juel, 
K., Rey, G., & Kunst, 
A. E.  

2015 Association between integration 
policies and immigrants’ mortality: 
An explorative study across three 
european countries 

3 European 
countries 

     x 

Levecque, K., & Van 
Rossem, R.  

2015 Depression in Europe: does migrant 
integration have mental health 
payoffs? A cross-national comparison 
of 20 European countries 

20 European 
countries 

x      

Malmusi, D.   2015 Immigrants' health and health 
inequality by type of integration 
policies in european countries 

14 European 
countries  x     
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          Table 1. Summary of articles 

 

Malmusi, D., 
Palència, L., Ikram, 
U., Kunst, A., & 
Borrell, C.  

2015 Social and political determinants of 
inequalities in depression by 
immigrant status in Europe 

17 European 
countries 

x      

Sand, G., & Gruber, 
S.  

2016 Differences in Subjective Well-being 
Between Older Migrants and Natives 
in Europe. 

11 European 
countries     x  


