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ABSTRACT

Patterns of migration can change greatly over time, with the size and composition of migrant populations reflecting both, 
current and historical patterns of migration flows. The recent economic crisis has caused a decrease on migration flows towards 
the most affected areas, as well as cut offs in health interventions addressed to migrants. 

The objective of this paper is to review available data about interventions on migrants’ health in Europe, and to describe 
changes in migrant health policies across Europe after the economic crisis, that can have a negative effect in their health status.

Although migrants have the right to health care under legal settlements issued by the EU, there is no a standard European 
approach to offer health care to migrants, since; policies in each EU Member State are developed according to specific migrant 
experience, political climate, and attitudes towards migration. 

Migrants use to face greater health problems and major health care access barriers, compared with their counterparts from 
the EU. Therefore, migrant health policies should focus in protects this vulnerable group, especially during economic hardship, 
taking into account economic and socio-demographic risk factors. There is an especial need for research in the cost-effectiveness 
of investing in the health care of the migrant population, demonstrating the benefit of such, even in the health of the European 
native population, and the need for constant intervention despite of resource constraints.

Keywords: Emigration and Immigration; Europe; Prisons; Communicable Diseases; Basic health services; Políticas Públicas de 
Salud; HIV; Tuberculosis.

Nuevos tiempos para la salud de emigrantes en Europa

RESUMEN

Los patrones de emigración pueden cambiar considerablemente con el paso del tiempo, y el tamaño y composición de la 
población de emigrantes pueden reflejar los patrones actuales e históricos de los flujos de emigración.

La reciente crisis económica ha provocado un decremento en flujos de emigración hacia las zonas más afectadas y reduc-
ciones en asistencia sanitaria para emigrantes. El objetivo de este estudio es revisar la información disponible sobre intervención 
sobre la salud de los emigrantes en Europa y describir los cambios en políticas de salud para los mismos en el continente después 
de la crisis económica que pueden repercutir de forma negativa en su estado de salud.

Aunque los emigrantes tienen el derecho de asistencia sanitaria bajo acuerdos legales emitidos por la UE, no existe una 
política común en Europa en cuanto a la provisión de asistencia sanitaria para emigrantes, ya que las políticas en cada estado 
miembro de la UE se han desarrollado según experiencias concretas relacionadas con los emigrantes, el clima político y las ac-
titudes hacia la inmigración. 

Los emigrantes suelen encontrarse con mayores problemas de salud y barreras considerables en la asistencia sanitaria en 
comparación a sus co-residentes de la UE. Por tanto las políticas de salud para emigrantes deben enfocarse en proteger a este 
grupo vulnerable, sobre todo durante tiempos de dificultad económica, teniendo en cuenta los factores de riesgo económicos y 
socio-demográficos. Existe una necesidad especial de investigación en la rentabilidad de la inversión en atención sanitaria de la 
población de emigrantes, demostrando los beneficios del mismo, incluyendo la salud de la población nativa europea, y la nece-
sidad de una intervención constante a pesar de las restricciones de los recursos.

Palabras clave: Migración Internacional; Europa; Prisiones; Enfermedades Transmisibles, Servicios básicos de salud; Health 
Public Policy; VIH; Tuberculosis.
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INTRODUCTION

Migration has historically played a major role in 
shaping societies and influencing demographic chan-
ges. Patterns of migration flows can change greatly 
over time, with the size and composition of migrant 
populations reflecting both current and historical pat-
terns of migration flows. The recent economic crisis 
has had an impact on migration flows in the European 
Union (EU), immigration levels have slowed whi-
le emigration has increased in some EU countries_
ENREF_1. 

During 2011, there were an estimated 1.7 million 
immigrants to the EU from countries outside the EU. 
In addition, 2.3 million emigrants were reported to 
have left an EU-27 Member State, with 1.3 million 
people previously residing in an EU Member State 
migrated to another one2. The United Kingdom (UK) 
reported the largest number of immigrants (566 044) 
in 2011, followed by Germany (489 422), Spain (457 
649) and Italy (385 793); these four Member States to-
gether accounted for 60.3% of all immigrants to EU-
27 Member States2. Table 1 shows the immigration 
flow from 2009 to 2011 in the EU/EEA.

As a consequence of the economic crisis since 
2008, migration flows changed, particularly in coun-
tries that experienced large inflows of labour migrants 
in the pre-crisis period1. Among these countries, Spain 
reported the highest number of emigrants in 2011 (507 
742), followed by the UK (350 703), Germany (249 
045) and France (213 367). A total of 17 of the EU-27 
Member States reported more immigration than emi-
gration in 2011. In 10 countries (Bulgaria, the Czech 
Republic, Ireland, Greece, Spain, Poland, Romania 
and the three Baltic Member States) emigrants out-
numbered immigrants2.

Partly as a result of rising unemployment in ma-
le-dominated sectors, such as in construction, and 
continuing demand in more female-dominated sec-
tors, such as care work, gender composition among 
migrants has also changed after the onset of the eco-
nomic crisis. Female foreign workers increased their 
share of the local foreign workforce in some EU cou-
ntries, such as Spain, Italy and Ireland1. 

While demographics is the baseline to understand 
the flows and trends of migrant populations between 
countries and regions, their health status along the di-
fferent stages of the migration process constitutes the 
main interest in public health. 

Health and health needs of migrants may differ 
from those of the general European population3-5. 
Upon arrival, migrants‘ health status might be better 
than the general host population due to “the healthy 

migrant effect”, but depending on the policies and 
practices of the host country, migrants may experien-
ce discrimination and drop in their socio-economic 
status post migration3. These changes might increa-
se migrants’ vulnerability, exposure risk to certain 
hazardous activities, ill health and reduced ability to 
protect or defend themselves6. Migrants from outside 
the EU are particularly affected by these challenges, 
which have been exacerbated following the econo-
mic crisis due to high rates of unemployment and job 
loss7. The situation of irregular immigrants (people 
who do not comply with country regulations of entry, 
stay or employment) is more precarious, because they 
tend to be excluded from social and health services, 
while often being exposed to high-risk working and 
living environments7-8. 

Table 1. Distribution of immigration in the EU-27,  
By country and year, 2009-2011.

 2009 2010 2011
Eu-27 2504.4 2871.6 2906.9
Belgium : 131.2 144.7
Bulgaria : : :
Czech Republic 75.6 48.3 27.1
Denmark 51.8 52.2 52.8
Germany 346.2 404.1 489.4
Estonia 3.9 2.8 3.7
Ireland 37.4 39.5 52.3
Greece : 119.1 110.8
Spain 499.0 465.2 457.6
France : 251.2 267.4
Croatia : : 8.5
Italy 442.9 458.9 385.8
Cyprus 11.7 20.2 23.0
Latvia (*) 2.7 2.4 7.3
Lithuania 6.5 5.2 15.7
Luxembourg 15.8 17.0 20.3
Hungary 27.9 : :
Malta (*) 7.2 8.2 5.5
Netherlands 128.8 : :
Austria 73.3 73.9 104.4
Poland : : :
Portugal 32.3 27.6 19.7
Romania : : :
Slovenia 30.3 15.4 14.1
Slovakia (*) 15.6 13.8 4.8
Finland 26.7 25.6 29.5
Sweden 102.3 98.8 96.5
United Kingdom 566.5 591.0 566.0

Figures are expressed in thousands. 
(*) 2011: break in series. Source: Eurostat2. 
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Migration policies have received a lot of atten-
tion in the EU since 2007. During the Portuguese 
Presidency of the Council of the EU in 2007, the link 
between the health of migrants and that of all EU ci-
tizens was highlighted, and therefore, Member States 
were invited to integrate migrant health into national 
policies and to facilitate access to healthcare for mi-
grants. After 2007, the UK, Italy, the Netherlands and 
Sweden have established national policies aimed at 
improving migrant health, and, prior to the economic 
crisis, Spain, Germany and Ireland were in the process 
of launching national plans to improve the access of 
migrants to the social welfare system9. The majority of 
polices relating to migrants in the EU countries aimed 
to control the importation of communicable diseases 
and to improve health care to asylum seekers and re-
fugees, and most of them were not addressing health 
and access to health care of legal, long term migrants 
through any specific policy, beyond the normal access 
to health care according to their resident status9. 

Since the economic crisis, many EU countries 
have had prolonged recessions, and consequent cuts 
to health expenditure along with changes to health 
policies that affected service delivery and population 
well-being, particularly for populations who are most 
vulnerable, such as migrants10.

The objective of this paper is to review the avai-
lable data about interventions on migrants’ health in 
Europe, and to describe changes in migrant health 
policies across Europe related to the economic crisis, 
that can affect the health status of those populations.

Data collection on health of migrants

Data on health of migrants are essential for mo-
nitoring and improving health and access to health 
services. However, countries in the European Union 
(EU) differ with regard to categorization and defini-
tions of migrants; this is mainly due to different histo-
rical contexts, statistical traditions, administrative and 
political structures, welfare regimes and migration 
histories11. The United Nations (UN) has defined a 
migrant as any person who lives temporarily or per-
manently in a country where the individual was not 
born12, whereas Eurostat defines a migrant as a person 
who establishes his/her usual place of residence in the 
destination country for 12 months or more13. Despite 
these generic definitions to standardize the classifica-
tion of migration, countries in the EU define migrants 
in different ways, such as; country of birth, citizen-
ship, parental country of birth, duration of stay and 
relay on self-identification9. The lack of a standard 
migration definition makes data comparability across 
Europe a major challenge. 

Data collection about migrants’ health might ham-
per health monitoring in this group. Commonly used 
definitions of migrant status do not distinguish bet-
ween sub-categories of migrants, and for instance, se-
cond and third generation migrants that face particular 
health problems are often excluded from national mo-
nitoring systems, ruling out this variation in migrant 
health in the data analysis11. Another data limitation 
is that the focus on migrant’s health has been mainly 
on communicable diseases, and research on social de-
terminants of health while entitlements to health care, 
specific interventions, and accessibility and quality of 
care is still scarce11. Finally, another common limita-
tion in migrant health data collection is the unknown 
denominator (the size of the underlying population), 
due to the presence of undocumented migrants, the 
lack of notification to the public registers when leaving 
one country of residence, or even sometimes when this 
information is available, is not properly adjusted11.

Situation of the most common infectious diseases 
in the area of migration and health

Migration has been discussed as a driver of infec-
tious diseases in the EU. There is thought to be a lar-
ge burden of infectious diseases among some migrant 
groups in the EU. This is due to several factors. First, 
many migrants come from countries with higher pre-
valence of infectious diseases14-15 than that of the hos-
ting countries. Second, some migrants have a higher 
risk of acquiring infectious diseases due to poor wor-
king and living conditions, including overcrowding 
and insufficient housing14,16. Third, the risk of HIV 
and sexually transmitted infectious may be higher due 
to higher prevalence of specific risk behaviours such 
as assortative sexual mixing with other migrants from 
high prevalence areas17-18. Finally, vaccine preventable 
diseases represent a disproportionate burden of disea-
se, due to low coverage of vaccination programmes in 
children in some countries of origin or birth, which 
represent a source of outbreaks of childhood diseases 
that have been largely controlled in the EU19-21. 

HIV

HIV is an important health issue in the EU. 
Despite great variation in number of reported HIV 
cases in EU Member States, in 2011, 37% of HIV ca-
ses were diagnosed in migrants, as it is described in 
figure 118. For countries in the Eastern part of the EU 
and some from Central Europe, these proportions are 
below 10%, whereas in most of the Northern coun-
tries, these proportions are over 40%. This pattern is 
consistent with migratory trends22. 
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Figure 1. Distribution of percentage of diagnosed HIV cases among 
migrants by country, EU/EEA countries, 2011.

Source: ECDC, technical report. Migrant health: Sexual 
transmission of HIV within migrant groups in the EU/EEA 
and implications for effective interventions18. 

HIV surveillance conducted by ECDC and WHO 
Europe shows that, in 2012, approximately 40% 
of HIV cases in migrants, reported in the EU/EEA 
were related to men who have sex with men (MSM), 
34% to heterosexual transmission and 6% to injec-
ting drug use; less than 1% of cases reported were due 
to mother-to-child transmission23. The type of HIV 
transmission among migrants differs between sub-
groups, depending on the region of origin, for ins-
tance; heterosexual transmission was reported in 88% 
of HIV cases in migrants from Sub-Saharan Africa 
in 201223. Migrant MSM may be at particular risk of 
HIV acquisition and transmission post-migration, es-
pecially due to assortative sexual mixing18,24. Infection 
acquired post-migration ranged from as low as 2% 
among Sub-Saharan Africans in Switzerland25, to 
62% among black Caribbean MSM in the UK26, also 
a large proportion of HIV-positive Latin American 
MSM have been infected in Spain27. 

Table 2 shows examples of intervention and good 
practices in HIV related with migrants across the EU.

HIV testing has been one of the issues addressed 
by the EU to point out migrants as a vulnerable po-
pulation for HIV. Testing policies for migrant popu-
lation varies greatly across the EU Member Estates, 
as only 52% of the countries in the EU-27, with HIV 
policy documents recommend HIV testing for mi-
grant population in 201128. As examples , HIV testing 
for migrants is recommended in Denmark, on the first 
contact with the health care system, while France and 
the UK recommend systematic screening for people 

originating from regions of high HIV prevalence28. 
However, as all the guidelines have highlighted, it 
is essential to link testing with care, support and 
treatment, ensuring proper treatment for those who 
test positive29-30. Nevertheless this might differ across 
different regions, especially for migrants with uncer-
tain administrative status28. 

With the economic crisis, some countries across 
the EU, have implemented a reduction in their expen-
diture that might interfere with testing and treatment 
of HIV. For instance, in 2009 the UK removed HIV 
treatment from its emergency care list, hence aban-
doning free of charge treatment for all patients 31. In 
Spain, during 2012 a new legislation was approved to 
deny healthcare to immigrants of uncertain adminis-
trative status, impacting negatively in HIV migrant’s 
treatment and follow-up. As, it has been showed in 
one of the papers reviewed , where the authors descri-
bed that the impact of such measures on the country’s 
public health would increase mortality, morbidity and 
costs in the medium and long term32. And, in Greece 
since 2012, a policy of where mandatory HIV testing 
is carried out for some high risk groups, including un-
documented migrants who are selling sex, is causing 
much controversy among Greek public health profes-
sionals33_ENREF_3. 

Tuberculosis

In the last 50 years, it has been described a de-
cline in tuberculosis disease (TB) in most of the EU 
countries However, this downward trend has been 
reduced by the re-emergence of TB among especially 
vulnerable population, such as migrants from coun-
tries with high TB prevalence of both infection and 
disease and less prevention and control strategies34-35. 
Moreover, drug-resistant TB among cases of foreign 
origin is commonly higher than among native EU 
citizens , especially among those from the Former 
Soviet Union36. 

In the EU in 2007, the mean percentage of fore-
ign- born reported cases was 20 (range 0-82)37. From 
the cases that reported country of origin, most of 
them were from Sub-Saharan Africa, Southeast Asia, 
specific areas of Latin America and former Eastern 
Europe37. TB infection in migrants tends to occur 
at younger ages, and those infected are more likely 
to default on treatment and have a poor outcome35. 
Poor socioeconomic conditions, social exclusion and 
limited access to health services appear to be far more 
important determinants of TB infection than purely 
country of origin or birth38-39. An important risk fac-
tor commonly described, it is being in a correctional 
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Table 2. Examples of intervention and good practices in HIV related with migrant across the EU.

Area of activity Examples Good practice features

Prevention Germany: The FluG (Flucht and Gesundheit) project offers a range of 
HIV prevention interventions as part of a wider action to address the 
health issues of newly arrived migrants. There is cooperation with Red 
Cross and involves migrants as peer educators.

Interventions developed 
and implemented by and 
with migrant communities, 
with cooperation between 
different organisations.

Treatment, care 
and support

Norway: AKSEPT uses peers to provide psychosocial support for migrants 
living with HIV.

Interventions developed 
and implemented by and 
with migrant communities.

Germany: The Afrikaherz project provides support on health issues for 
migrants in addition to HIV-related support.

Comprehensive approach 
to health and social needs.

Portugal: The living with HIV/AIDS project provides home care, 
treatment, psychosocial, rehabilitation and legal support for migrants 
living with HIV and their families. It aims to promote social integration of 
migrants infected or affected by HIV and their communities, working with 
multidisciplinary teams.

Meets basic needs of 
migrants living with HIV 
and their families and 
provides links clinical and 
care services.

Policy UK: The African HIV Policy Network (AHPN), an alliance of African, 
has tackled the issue of deportation of migrants with HIV, mainly the 
undocumented, and has highlighted the discrepancy between UK policy 
on access to HIV treatment for all and the policy on deportation of 
undocumented migrants to countries where treatment is not readily 
available60.

Alliances of community-
based organisations 
representing migrants.

France: Réseau d’Associations Africaines et Caribéennes brings together 
34 migrant and HIV NGOs to promote the HIV needs of migrant 
communities at national level.

Advocacy based on 
sound policy research and 
analysis.

UK: The All-Party Parliamentary Group on AIDS (APPG) brings together 
MPs from all political parties who are concerned about HIV. In 2003, the 
APPG published a comprehensive policy related with HIV and migrants 
health.

Alliances and links 
between individuals and 
organisations with shared 
interests.

Research Netherlands: The Positive Living Under Stigma (PLUS) project 
conducts quantitative and qualitative research on stigma related to HIV 
and migration and links research outcomes with the development of 
interventions.

Support from municipal 
health services, NGOs and 
community organisations.

Belgium and Netherlands: The International Centre for Reproductive 
Health conducted research on refugee sexual health needs and sexual 
violence towards refugees to raise awareness and develop a prevention tool.

Use of research to shape the 
design of interventions.

Networking Belgium: community leaders are working together on the HIVSAM 
project, which aims to improve the sexual health of African migrants 
through developing culturally appropriate interventions for sexual health 
promotion, building capacity for self-support for African migrants living 
with HIV, and reducing HIV-related stigma.

Alliances of community-
based organisations 
representing migrants.

Sweden: The African women’s network AKN unites several organisations 
and aims to improve the sexual health of African women and girls. The 
network carries out advocacy initiatives and organises meetings for 
network members.

Source: ECDC, technical report. Migrant health: Access to HIV prevention, treatment and care for migrant population 
in EU/EEA countries 61.
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facility, as the overall rate of TB among migrant inma-
tes of penitentiary institutions is as 15 times higher, 
than in the general populations in countries from the 
EU36.

Screening for TB is the main intervention perfor-
med to control this disease among new entrants in the 
EU countries. In 2003, a study described that just 13 
countries from the EU had a screening programme, 
three conducted screening at the port of entry and nine 
at other centres after arrival40. However, TB screening 
programmes are currently subject of debate41-42, due to 
its small public health impact and high costs. Current 
chest radiograph and sputum culture screening pro-
grammes in migrants have been demonstrated not to 
be cost-effective43. Whereas, tuberculin skin testing or 
chest radiographs for latent infection, have showed a 
higher impact and cost-effectiveness when they have 
been used under coercive measures43. The only mea-
sure that appears to be more cost-efficient and less 
intrusive is contact tracing, particularly within com-
mon socio-demographic groups37,43. Also, studies do 
not indicate differences in effectiveness between the 
three main strategies of screening; screening at port of 
entry; screening just after arrival in reception/holding 
centres; or screening in the community following 
arrival in the EU countries37. Therefore, there is a 
need for improved data related with; assessment and 
improvement of cost-effectiveness. Screening should 
be a component of a wider approach, rather than a 
stand-alone intervention in the EU34,37.

With the economic crisis, European data do not 
show at present an effect on TB44, as TB is a slow disea-
se (incubation period from two to eight weeks), so it 
may take time to see a significant increase in the num-
ber of cases. It’s even possible to see initially a decrease 
in the number of TB cases, because healthcare systems 
in some new EU countries may experience difficul-
ties in diagnosing and reporting TB 45. However, in 
Europe, TB notifications are higher where national 
incomes are lower and/or income inequalities are hig-
her45-46. If one or both two factors are present, then TB 
rates may rise. Outside the EU, economic crisis has 
demonstrated to have an impact on TB, especially if 
it is associated with shortcuts of TB social and health 
services and TB dispensaries, leading to collapse cen-
trally controlled programmes and to a negative impact 
on the detection and management of TB in the com-
munity with magnifying rates of progression to active 
disease, and case fatality rates47. Likewise, financial 
crisis can broaden the size of groups with a high risk 
for TB, for instance due to increase unemployment, 
which favours criminal behaviour, and therefore an 
enlargement of prison population45.

Vaccinated preventable diseases

Coverage of childhood vaccination programmes 
varies across the EU. In the recent years a decline in 
coverage rates have been observed in some Member 
States, for instance; Austria and Denmark that have 
witnessed a decline in coverage for diphtheria, tetanus 
and pertussis48. Coverage rates in some countries have 
also declined as some parents choose not to vaccinate 
their children due to different reasons20. As a result of 
those changes, it has been observed an increase in meas-
les outbreaks, due to the growth of susceptible children 
irrespective of their origin or country of birth21.

There are little data available on vaccination co-
verage in migrant children in the EU, as most coun-
tries do not collect coverage data, or if they do, it is 
under especial situations. For instance, in Germany, 
the vaccination status of migrant children and adoles-
cents depends on the type of the vaccination, country 
of origin, age and duration of residence49. However, 
some studies indicate that the vaccination rate is lower 
among migrants or foreign born residents than among 
the local population50. Assessment of countries migra-
tion status profile and vaccination access of migrant 
population is a challenge mainly in migrants with an 
irregular administrative status. Experience from some 
countries in the EU indicates that, there are challen-
ges in reaching migrants with routine vaccination ser-
vices, because they are unaware of these services, or 
due to health care access barriers50. A successful in-
tervention that reduces these challenges and increases 
vaccination coverage in migrant groups, has been des-
cribed for MMR vaccine at local level in different EU 
countries, by using key individuals from the migrant 
communities to reach susceptible individuals and in-
crease awareness among community50.

The financial crisis might impact vaccine preven-
table diseases in migrants, as during these times this 
group is at risk of becoming conduits of epidemics due 
to: decreased vaccination coverage and augmented of 
disproportional infectious disease burden, compared 
with the general population in Europe. Also, because 
with the economic crisis, immunization programmes 
targeting migrant population, are the most frequently 
preventive programs that might be affected. As a re-
sult, Hepatitis B vaccination programmes have suffe-
red financial reductions within some EU countries51.

Sexual and reproductive health in migrants in 
Europe 

Compared to general EU population, the sexual 
and reproductive health (SRH) in migrants differs 
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greatly. Migrant women are less screened for cervical 
and breast cancer, have less access to family planning 
and contraception and lower uptake of gynaecologi-
cal healthcare, are more at risk of unintended preg-
nancies, pay fewer and later antenatal care visits, have 
poorer pregnancy outcomes (more induced abortions 
and complications), and have higher infant and mater-
nal mortality rates3,52-53. Whereas, both migrant wo-
men and men are more at risk of sexually transmitted 
infections (STI), and sexual violence3.

There is a scarcity of specific European legal and 
policy provisions related to SRH interventions in mi-
grants. Therefore, migrants have to overcome mul-
tiple barriers to access SRH services, as in most of 
the EU countries the legal status remains the major 
determinant in accessing SRH52. As for undocumen-
ted migrants, current legislation in the EU does not 
guarantee access to SRH care and tends to become 
more restrictive3,54. Couple with this, migrants often 
lack knowledge about the health system and available 
SRH services in the host country3,52, and health care 
providers often lack skills in culturally competent 
communication and are unaware of migrants’ entit-
lements to SRH services and support available 3. This 
has been endured with the austerity measures during 
the economic crisis. As an example of this, Greece has 
reduced funding for NGOs that initially provided 
free health care for undocumented migrants in term 
of SHR55.

Migrants’ occupational health in Europe 

Migrants tend to do jobs in higher risk occupatio-
nal sectors, therefore migrant male and female non-
manual workers are more exposed that non-migrants 
to adverse psychosocial conditions and to some adver-
se employment arrangements56. Also due to language 
barriers, migrants may be unfamiliar with safe use of 
equipment and often receive inadequate training, su-
pervision and protection56. Occupational accidents 
due to lack of legal contracts and acceptation of hard 
working conditions are a bigger healthcare burden for 
migrants than for the autochthonous population17. 

In general, during the economic crisis the em-
ployment situation of migrant workers, especially 
of nationals of non-EU countries, has deteriorated 
more rapidly than that of the native10. The increase 
of unemployment rates for foreign workers compa-
re to those for native workers between 2008 to 2009 
was most marked in Estonia, Spain, Portugal, Latvia, 
Ireland, France and Austria1. Rate of unemployment 
from 2008 to 2009, among migrant from EU countries 
was 2.8%, whereas, for non-EU migrants was 5%1. 

Non-EU migrants were more affected by worsening 
working conditions; this can be explained by the high 
concentration of non-EU migrants workers in sectors 
highly cyclical, such as construction, retail and hospi-
tality1. Furthermore, the long duration of unemplo-
yment has been associated with an increased risk of 
mortality in this group in the EU, due to more un-
healthy behaviours which may lead to psychological 
and behavioural disorders and increase of psychoso-
matic diseases and suicides57.

Prior to the economic crisis, migrants were less 
likely than local population to be welfare recipients in 
countries like Spain, Italy and Ireland. However, this 
pattern has changed as more migrants are registering 
for unemployment benefits, despite that some studies 
in Germany and Ireland described that non-EU mi-
grants are more reluctant to claim unemployment be-
nefits due to their administrative status1. 

Changes in migrants’ health care policies after the 
economic crisis

Many of the EU countries adjusted but not subs-
tantially changed their migration policies during the 
economic crisis. Again, policy adjustments varied 
from country to country and across regions in the 
EU, as migration policies are far from uniform among 
EU Member States.

Despite the economic crisis, migrants face di-
fferent barriers to access health care in the EU. 
Particularly, legal regulations have tended to res-
trict the access to health services for undocumented 
migrants. In 2010, undocumented migrants did not 
have access to emergency care in nine of the EU-27 
countries, and primary and secondary care access to 
health services in just the Netherlands, France, Italy, 
Portugal and Spain8. However, in 2012 Spain chan-
ged its policy, and the access to care to undocumen-
ted migrants was significantly reduced32. Apart of 
legal restrictions, migrants also might be affected by 
other barriers, such as; the use of fees, which can be 
seen as a general formal barrier, creating inequity in 
access for many migrant groups due to their gene-
rally lower socioeconomic status compared to non-
migrants58. Among the informal access barriers, it has 
been described; administrative obstacles to get health 
insurance; language barriers; unfamiliarity with rights 
entitlements; gaps in health literacy; social exclusion, 
and direct and indirect discrimination8. Finally, being 
a recently arrived migrant might inhibit access to care, 
in particular for those migrants who have not received 
any introduction to the health system of their new 
host country58. 
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Different changes after the economic crisis have 
been introduced in country policies at different levels 
of migrant health care. In the past, interpretation ser-
vices were hired to reduce migrants’ barriers to access 
health systems. With the financial hardship, countries 
such as the Netherlands and the UK have stopped pa-
ying for those services59. The tendency to cut services 
might to target at minority populations, but this might 
affect other parts of the health system, as these mea-
sures can be more costly in the longer term. Without 
translation services, patients who do not speak the 
language of the host country well, therefore, are more 
likely to access health care at emergency departments 
or in the late stages of the disease10.

Other shortcuts in migrant health services have 
been also observed, in Scotland with mental health 
services for asylum seekers, in Ireland for seve-
ral agencies that supported migrant rights, and in 
England where non-urgent secondary care services 
are no longer for free for asylum seekers, whose appli-
cations have been refused59.

CONCLUSION

In spite of the limited scope of the present review, 
this paper provides an overview of migrant health in 
Europe and some recent changes related to the eco-
nomic crisis. Different authors have highlighted the 
need to standardize data collection practices related 
with migrants health in Europe, as the information 
available differs greatly across countries. Therefore 
it is difficult to compare it between countries, and to 
make evidence based policies and programmes when 
essential data is lacking. 

Although migrants, including the undocumented, 
have the right to health care under legal settlements 
issued by the EU, there is no standard European ap-
proach to offer health care to those populations, sin-
ce; policies in each EU Member State are related with 
migrant experience, political climate and attitudes 
towards migration. During recent years, the EU has 
raised its concern related with migration, adopting 
diverse health approaches in different diseases. These 
policies however might have been constrained greatly 
with the economic hardship and so public health in-
terventions proven to be effective such as free vacci-
nation. As mentioned in the article even the access to 
health care services have disappeared recently.

Migrants face greater health problems and ma-
jor health care access barriers, compared with their 
counterparts from the EU, therefore, migrant health 
policies should be focused in protect this vulnerable 
group especially during economic hardship, taking 

in to account economic and socio-demographic risk 
factors. Nevertheless, to avoid adverse reactions from 
non-migrant vulnerable groups and from some sec-
tors of the general population, those policies addres-
sed to migrants need to be developed within the con-
text of general measures and interventions for the ge-
neral population. Not only the health sector, but also 
the education, housing and social services have often 
been accused of implementing positive discrimination 
measures for migrants while autochthones have no 
access equal benefits. 

Finally, as stated in many scientific papers, there is 
a special need for research in the cost-effectiveness of 
investing in the health care of the migrant population, 
demonstrating the benefit of such, even in the health 
of the European native population, and the need for 
constant intervention despite of resource constraints.
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