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Foreword

Population movement is one of the defining phe-
nomena of our time. In today’s world, marked by 
economic inequalities, easily transmissible informa-
tion and ease of travel, more people readily move in 
search of better living conditions for themselves and 
their families.

There is a steady increase in the global number of ref-
ugees and migrants, including in the WHO European 
Region. Globally, in 2017, 258 million people (approx-
imately one in every 30) lived outside their country of 
origin. In the WHO European Region, almost 10% of 
the population of almost 920 million are international 
migrants, accounting for 35% of the global interna-
tional migrant population.

Work is a major reason that people migrate internation-
ally, and migrant workers constitute a large majority of 
the world’s international migrants. Violence, conflicts, 
natural disasters and human rights abuses also force 
many to move from their normal place of residence. 
The Office of the United Nations High Commissioner 
for Refugees (UNHCR) reports the highest level of 
human displacement ever, with some 68.5 million 
people being forced from their homes. The number of 
refugees is estimated to be more than 25 million.

Obtaining a true picture of the health profile of 
refugees and migrants and of the health system 
responses through regional standardized data col-
lection and sharing, open policy dialogue and com-
mitment is paramount in achieving the vision of 
Health 2020, the Sustainable Development Goals and 
universal health coverage.

The Report on the Health of Refugees and Migrants 
in the WHO European Region is the first WHO report 
of its kind, creating an evidence base with the aim of 
supporting evidence-informed policy-making to meet 

the health needs of refugees and migrants and the 
health needs of the host populations.

Today, our political and social structures often strug-
gle to rise to the challenge of responding to displace-
ment and migration in a humane and positive way. 
Yet the relationship between displacement, migration 
and development, including health, has become more 
prominent recently in international and regional policy 
agendas, and it has emerged as a theme of common 
interest for all Member States.

In 2016, the WHO Regional Committee for Europe 
adopted the Strategy and Action Plan for Refugee 
and Migrant Health in the WHO European Region to 
help to guide progress on the health aspects of popu-
lation movement. Globally, the WHO Executive Board 
in 2017 adopted the WHO Framework of Priorities 
and Guiding Principles to Promote the Health of Ref-
ugees and Migrants.

In addition, and with the aim of harmonizing refugee 
and migrant health policy globally, WHO is now pre-
paring a global action plan on the health of refugees 
and migrants, in line with the health dimensions of 
the United Nations Global Compact on Safe, Regu-
lar and Orderly Migration and the Global Compact 
for Refugees, in close collaboration with the Interna-
tional Organization for Migration, UNHCR, other part-
ner international organizations, Member States and 
other relevant stakeholders, as well as refugees and 
migrants themselves.

Refugees and migrants enjoy the same human right to 
health as everyone else. One key priority is enhancing 
social protection for refugees and migrants, includ-
ing developing sustainable financial mechanisms, 
both nationally and internationally, to provide for uni-
versal health coverage and social protection. Another 
key priority is reducing the xenophobia, discrimina-
tion and stigma often experienced by refugees and 
migrants, through actions such as advocacy and evi-
dence-informed communication with both refugee 
and migrant communities and host populations.

These high principles provide the background to 
this report, which shows the progress made so far 
in responding to these health challenges, and what 
more needs to be done. I am delighted that the WHO 
European Region has led the way, and I hope that this 
report will inspire yet more progress in the coming 
months and years.

Zsuzsanna Jakab
WHO Regional Director for Europe
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A note from the Programme Coordinator

Displacement and migration has always been a 
reality for the WHO European Region and the con-
tribution of refugees and migrants, alongside host 
populations, in developing the societies in which we 
currently live should not be forgotten. At the same 
time, the challenges faced by refugees and migrants 
must also be acknowledged. The lives that are being 
lost in the Mediterranean Sea and other places in the 
Region are a painful and constant reminder of the 
many challenges that refugees and migrants face on 
a daily basis.

The WHO Regional Office for Europe is very much 
aware of these challenges and is taking preventive 
and proactive measures to address the public health 
aspects of migration. By establishing the first WHO 
Migration and Health programme, the Regional Office 
has increased its support for its Member States in 
developing robust and refugee and migrant-sensitive 
health systems to make migration a positive experi-
ence for all stakeholders involved. New ground has 
been broken in many ways by the programme to sup-
port Member States. Joint assessments with Mem-
ber States have examined health system capacity to 
manage influxes of refugees and migrants. Evidence 
overviews have been produced to inform policy-mak-
ing, and high level meetings and schools have dis-
seminated knowledge and raised awareness. All 
these activities have led to the development and 
adoption of the first ever WHO regional strategy and 
action plan for refugee and migrant health. This is 
helping the Region to have a common framework to 
promote refugee and migrant health using high-qual-
ity evidence and intersectoral action. Progress has 
been achieved in several Member States in mak-
ing refugee and migrant health part of mainstream 
health policies through the implementation of the 
Strategy and Action Plan, although much more needs 
to be done. The programme has been instrumental 
in supporting countries and institutions to promote 
refugee and migrant health in the Region and beyond.

One of the main challenges faced by the Migration 
and Health programme and the Member States in 
developing a robust refugee and migrant-sensitive 
health system was the lack of an overview of refu-
gee and migrant health in the Region. The decision 
to produce this report was one of several measures 
taken to address this challenge. It is of paramount 
importance to consolidate and disseminate evidence 
not only to inform policies but also to counter myths. 
For example, it is often said that there are "a lot of 
refugees in the Region". Data presented in the report 
show that international migrants make up only 10% 
of the total population residing in the Region and 
less than 7.4% of these international migrants are 
refugees. Another so-called fact often stated is that 
the refugees and migrants bring communicable dis-
eases to the Region. However, this is not always true. 
For example, evidence presented in the report shows 
that a significant proportion of the refugees and 
migrants who are HIV positive acquire infection after 
they have arrived in the Region, including those who 
have moved from countries with high HIV endemicity.

The fruitful partnership with the the Italian National 
Institute for Health, Migration and Poverty (INMP) 
has enabled us to produce the report with the best 
available data. The data collection process for devel-
oping the report was revealing as it showed the 
extent of data on refugee and migrant health that is 
available and not available, providing further impe-
tus to progress implementation of the Strategy and 
Action Plan.

The Migration and Health programme is very proud 
to present the report as a first step in generating 
Region-wide evidence on refugee and migrant health 
and we hope that you enjoy reading the report.

Santino Severoni
Coordinator, Migration and Health programme
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Executive summary

The 53 countries of the WHO European Region have 
a population of almost 920 million, representing 
nearly a seventh of the world’s population; interna-
tional migrants make up almost 10% (90.7 million) in 
the Region and account for 35% of the global inter-
national migrant population (258 million). The pro-
portion of international migrants, including refugees,  
in Member States of the Region varies from more 
than 50% in Andorra and Monaco to less than 2% 
in Albania, Bosnia and Herzegovina, Poland and  
Romania. As a consequence, displacement and  
migration-related programme and policy priorities 
may vary between Member States. Yet, every country 
today can be an origin, transit or a destination country 
for refugees and migrants, sometimes acting as more 
than one of these. As a result, the health of refugees 
and migrants has progressively emerged as a theme 
of common interest for all Member States. At present, 
there are no global or region-wide indicators or stand-
ards for refugee and migrant health, and no global or 
regional framework is currently implemented for the 
standardized and routine collection of data. This leads 
to a shortage of scientifically valid and comparable 
health data on refugee and migrant populations.

Across the WHO European Region, there are funda-
mental differences in the way health services are 
organized, financed and governed for the population as 
a whole, with health policies for refugees and migrants 
adding a further layer of complexity. Differences exist 
between countries in access requirements to health 
services and the level of implementation of regionally 
agreed strategies, recommendations and policies, par-
ticularly for migrants in an irregular situation (irregular 
migrants). In general, regional health policies recom-
mend or define that emergency and urgent care should 
be available to all refugees and migrants throughout 
the Region, regardless of legal status.

Improving health for all and reducing health inequali-
ties are key parts of many WHO strategies, action plans 
and frameworks, both globally and regionally. This 
report is intended to create an evidence base to aid 
Member States of the WHO European Region and other 
national and international stakeholders in promoting 
refugee and migrant health by implementing the Strat-
egy and Action Plan for Refugee and Migrant Health 
in the WHO European Region, which incorporates the 

priority areas listed in  Health 2020, the WHO European 
Region’s policy framework for the promotion of equita-
ble health and well-being.

Health profile of refugees and migrants 
in the WHO European Region

Refugee and migrant health is a highly complex topic 
and research findings often cannot be generalized to 
wider refugee and migrant populations in a country, 
in a region or globally. The effects of the migratory 
process, social determinants of health and the risks 
and exposures in the origin, transit and destination  
environments interact with biological and social  
factors to create different health outcomes.

Mortality estimates tend to be lower in refugees and 
migrants than in the European host population for all-
cause mortality, neoplasms, mental and behavioural 
conditions, injuries, endocrine conditions and digestive 
conditions. Summary standardized mortality ratios are 
estimated to be higher for infections, external causes, 
diseases of the blood and blood-forming organs and  
cardiovascular diseases. Refugees and migrants can 
be vulnerable to infectious diseases because of lack of 
health care or interrupted care in the country of origin, 
because of exposure to infections and lack of care in 
transit, and if living conditions are poor in the destination 
country.

There are indications that there is a very low risk of 
transmitting communicable diseases from the refugee 
and migrant population to the host population in the 
WHO European Region. It is possible that refugees and 
migrants arriving from countries with a high prevalence 
of tuberculosis (TB) might reflect a similar prevalence. 
However, the proportion of refugees and migrants 
among a country’s TB cases varies from more than 
90% to less than 1%, reflecting the prevalence in the 
host country. The same is true for HIV. A significant 
proportion of those refugees and migrants who are 
HIV positive acquire infection after they have arrived 
in the Region, and they are more likely to be diagnosed 
later in their HIV infections. Infections with hepatitis 
B virus (HBV) and hepatitis C virus (HCV) are more 
common among refugees and migrants arriving from 
countries with high endemic disease, but prevalence 
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of these infections among refugee and migrant popu-
lations varies across the Member States of the Region. 
Tropical and parasitic infections that are not normally 
seen in Europe may enter the Region via refugees, 
migrants and travellers originating from or visiting 
areas of higher endemicity.

Research indicates that the duration of stay in the host 
country within the WHO European Region can be pos-
itively associated with an increase in risk for a non-
communicable disease (NCD) such as cardiovascular 
diseases, stroke or cancer. Although, generally, there 
is a higher risk of ischaemic heart disease and stroke 
among the refugee and migrant population, there is no 
clear pattern for cardiovascular diseases and preva-
lence may be linked as much to socioeconomic fac-
tors as to migration-specific factors. Refugees and 
migrants have a lower risk for all neoplasms except 
cervical cancer, for which they are also more likely to 
be diagnosed at a later stage in their disease than the 
host populations in the Region. In general, refugees 
and migrants in the Region have a higher incidence, 
prevalence and mortality rate for diabetes than the 
host population, with higher rates seen in women than 
men depending on the country of origin.

Prevalence of mental disorders in refugees and 
migrants shows considerable variation depending 
on the population studied and the methodology of 
assessment. Risk factors for mental health prob-
lems may be experienced during all phases of the 
migratory process and in settling in the host country. 
Post-traumatic stress disorder (PTSD), mood disor-
der and depression are the most frequently reported 
conditions among international migrants, mainly for 
refugees and recently arrived asylum seekers. How-
ever, the evidence is not conclusive and there is a wide 
range in the reported prevalences. For example, the 
reported prevalence of depression in the refugee and 
migrant population varied from 5% to 44%, compared 
with a prevalence of 8–12% in the general population. 
Poor socioeconomic conditions, such as unemploy-
ment or isolation, are associated with increased rates 
of depression in refugees after resettlement. Migration 
was also found to be a risk factor for children’s men-
tal condition, and unaccompanied minors experience 
higher rates of depression and symptoms of PTSD 
compared with other refugee and migrant groups.

Labour migrants constitute the largest group of 
migrants globally. Around 12% of all workers in 

the Region were migrants in 2015. Conditions of 
employment vary drastically as do the health haz-
ards of the jobs and the access to social and health 
 protection. Male migrants experience significantly 
more  work-related injuries than non-migrant workers, 
whereas rates for female migrants appear to be similar 
to those of the host population.

For female refugees and migrants, there is a marked 
trend for worse pregnancy-related indicators. How-
ever, refugee and migrant women can be protected 
from adverse obstetric and perinatal health outcomes 
through personal factors such as socioeconomic and 
educational status and characteristics of the host 
country (e.g. having a strong integration policy). Know-
ledge of family planning is varied among refugees and 
migrants, and in general they may also lack awareness 
of available health support. Sexual violence can occur 
for refugees and migrants in transit settings and in 
countries of destination, creating increased vulnerabil-
ity to sexually transmitted infection (STI).

Refugee and migrant children may be more prone to 
health issues related to diet, both malnutrition and 
overweight/obesity. As noted above, migration is also 
a risk factor for mental disorders in children.

Utilization of primary care services by refugees and all 
categories of migrant is affected by the organization of 
the health system and whether payments are required 
for access. Preventive care includes both measures 
that prevent ill health (e.g. immunization and health 
education) and those that detect ill health at an early 
stage so that treatment can be introduced when it 
works best (e.g. screening and health checks). Provi-
sion of ethical and effective screening and health care 
for migrants at borders is an important step towards 
ensuring the health needs of refugees and migrants 
moving on into host communities.

Towards a refugee and migrant-friendly 
health system and universal health care  
in the WHO European Region

Reflecting World Health Assembly resolution WHA 
61.17 in 2008 and the subsequent global consultation 
in Madrid in 2010, the WHO Regional Office for Europe 
engaged with Member States, partner organizations 
and other stakeholders in advancing and implement-
ing identified refugee and migrant health strategies 
and priorities. Important aspects of this work included 
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both support to integrate the health needs of refugees 
and migrants into national health strategies, policies 
and programmes of Member States and assistance in 
scaling up preparedness and response in relation to 
the complex crisis and mixed flows of refugees and 
migrants from the Middle East and north Africa that 
emerged in 2011. Critical to these activities was adop-
tion of Health 2020 by the 62nd session of the WHO 
Regional Committee for Europe in 2012 and other 
major regional policy frameworks aimed at facilitat-
ing and supporting universal, sustainable, high-quality, 
inclusive and equitable health systems. Health 2020 
drew particular attention to displacement, migration 
and health, as well as issues of population vulnerability 
and human rights, and has provided a comprehensive 
foundation for public health work in the Region. Further-
ing the work done within this area, a High-level Meeting 
on Refugee and Migrant Health in the WHO European 
Region was held in Rome in 2015, where Member 
States agreed on the need for “a common framework 
for collaborative action on refugee and migrant health, 
acting in a spirit of solidarity and mutual assistance, 
to promote a common response, thereby avoiding 
uncoordinated single-country solutions”. The Strategy 
and Action Plan for Refugee and Migrant Health in 
the WHO European Region was adopted the following 
year at the 66th session of the Regional Committee for 
Europe in 2016. The implementation of the Strategy 
and Action Plan is periodically followed up by the WHO 
Regional Office for Europe. The results of the first fol-
low-up survey are reported in Chapter 3.

The influx of refugees and migrants into the WHO 
European Region since 2015 has come in a series of 
repeated waves encompassing from tens to several 
hundreds of refugees and migrants, often simultane-
ously in different areas, and increasing significantly 
in frequency during the summer months. The speed 
and conditions with which these mobile populations 
arrived, and the number of people involved, created 
challenges for the countries receiving them. Refugees 
and migrants with pre-existing conditions or ones that 
they were unaware of (e.g. cardiovascular diseases, 
diabetes, pregnancy or malignancies) might not have 
had access to medical attention or treatment before or 
during their travel and arrive needing treatment. Apart 
from complications arising from lack of care, common 
infections acquired during displacement and migration 
and lack of nutrition can worsen these conditions. This 
necessitates identification of the problem and possi-
bly intensive care on arrival. A commonly encountered 
problem relates to the integration of general medical 

services, psychosocial services and protection. Vul-
nerable or traumatized individuals (e.g. victims of traf-
ficking and gender-based violence, victims of torture 
and trauma, and unaccompanied or orphaned minors) 
often have both physical and mental disorders. Uncer-
tainty or insecurity related to the outcome of asylum 
claims, housing, family separation, employment pros-
pects and future expectations all impact the health of 
new arrivals regardless of prior traumatization.

To gain further knowledge of the Member States health 
systems and their current integration of the Strategy 
and Action Plan, a survey was conducted in 2018. This 
first survey of Member States revealed progress in 
strategic planning and policy development to meet the 
health needs of refugees and migrants in the Region. 
A national focus on advocating for a rights-based and 
multisectoral approach to health was reported by more 
than half of the 40 responding Member States and 
was only slightly exceeded by attention to the issue 
of communicable diseases. There is a lack of reliable, 
comparable and nationally representative data on refu-
gee and migrant health and one reason for this is that 
refugee and migrant health-related variables are not 
commonly included in national datasets: only 20 of the 
40 Member States responding to the survey included 
these variables in their national datasets.

Way forward: a vision for the health 
of migrants and refugees in the WHO 
European Region

The development of a comprehensive refugee and 
migrant health agenda needs to encompass aspects 
for both the long-term, structural and widespread pres-
ence of refugees and migrants within communities 
(whether regular or irregular) and the acute sudden 
arrivals of mixed flows. The development or adapta-
tion of policies and plans should preferably build on 
national population-based health strategies and be 
coherent with country-specific refugee and migrant 
profiles. At both the national and the local decen-
tralized levels of the health system, it is important to 
enhance stewardship for implementation of the Strat-
egy and Action Plan. This entails identifying and man-
dating designated officials, services or departments 
to lead and ensure accountability and consolidation 
of achievements during the scaling-up phase of the 
Strategy and Action Plan. Lack of a defined health sec-
tor stewardship can lead to fragmentation and poor 
accountability.
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Refugees and migrants are entitled to the same uni-
versal human rights and fundamental freedoms as all 
people, which must always be respected, protected 
and fulfilled. However, refugees and migrants are dis-
tinct groups governed by separate legal frameworks. 
Only refugees are entitled to specific international pro-
tections defined by international refugee law. The term 
migrant is all embracing and lends itself to varied inter-
pretations. The fact is that various categories of migrant 
might have very diverse health needs and outcomes, 
depending on a plethora of individual and process-re-
lated factors. There are two aspects related to policies 
to consider in refugee and migrant health. The first con-
cerns the explicit adoption or application of policies 
that specifically ensure equity and coverage for vari-
ous migrant groups. Associated with this mainstream 
strategy is the inclusion of an explicit reference to ref-
ugees and migrants within general population-based 
or disease-specific health policies. The second aspect 
is to ensure that policies in other sectors do not cause 

adverse health outcomes for refugees and migrants. 
This complex endeavour is better achieved when the 
health sector ensures stewardship, promotes the obser-
vance of fundamental health principles and engages 
in constructive multisector dialogues, not only domes-
tically but also regionally and globally. Global policy 
instruments and multilateral agreements can at times 
be important in driving a more stringent domestic pol-
icy coherence. A major challenge is represented today 
by xenophobia, often explicit racism, and sovereignty 
issues that risk setting back currently achieved progress. 
Delivering high-quality health care to those who need it 
most is one of the basic components of global health. 
To complete that task, accurate and relevant health 
information is required to support evidence-informed 
policy planning and development. At the same time, the 
complexity and diversity of modern displacement and 
migration will demand that any empirical approach to 
address refugee and migrant health issues in future is 
founded on accurate and reliable information.
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Introduction

While population displacement and migration has 
always been salient aspects of human societies, it 
is since the mid-2000s that its health aspects have 
grown in the attention of the 53 Member States of the 
WHO European Region. In 2017, there were more than 
90 million international migrants living in the Region, 
amounting to almost 10% of the total population of the 
Region and 35% of the global international migrants (1).  
There is wide variation among Member States in both 
the proportion of international migrants in the country 
(e.g. 45% in Malta and less than 2% in Albania; Annex 1) 
and in the refugee and migration-related health policy 
priorities and systems. For many countries, displace-
ment and migration are major aspects of population 
dynamics, and Member States may concurrently act 
as places of origin, transit and/or destination for refu-
gees and migrants. Additionally, many Member States 
are seeing a significant increase in the number of ref-
ugees and migrants against a much slower change in 
the host population, reflecting declining birthrates and 
ageing populations (Fig.  1.1). International migrants 
can, therefore, often help to fill the labour needs of 

the host country. Labour migrants form the largest  
group globally (2).

Since the late 2000s, the WHO European Region has 
experienced an influx of refugees and migrants, with 
a rapid increase occurring in 2015. Much attention 
has focused on those refugees and migrants fleeing 
to Europe, with thousands losing their lives in the 
attempt. It is estimated that more than 50 000 indi-
viduals have lost their lives from the beginning of the 
millennium in the Mediterranean alone (3). Many of 
these refugees and migrants are fleeing from insta-
bility caused by conflicts, violence, natural disasters 
and human rights abuse. However, many also migrate 
for reasons such as family reunification, to study and 
to look for work.

While many refugees and migrants are young adults, 
an increasing number of elderly and disabled people 
as well as an increasing number of minors, many  
unaccompanied, are among the recently arrived refu-
gees and migrants in the Region (4). Women, including 

Fig. 1.1. Annual rate of change of the international migrant stock and total population of the WHO European  
Region, 1990–2017

aData are not available for Montenegro.
Source: United Nations Department of Economic and Social Affairs, 2017 (1).
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pregnant women, made up more than half of all  
refugees and migrants living in the Region in 2017 (1). 
Women are often disproportionately represented in 
vulnerable groups, such as victims of gender-based 
violence, human trafficking and sexual exploitation.

Heterogeneity in terminology regarding 
migrants unlike in the case of refugees

The term refugee is defined precisely in the 1951 
Convention relating to the Status of Refugees 
and the 1967 Protocol thereto (5). Migrants are a 
heterogeneous group consisting of categories such as 
irregular migrants, unaccompanied minors and labour 
migrants. There are no universally accepted definitions 
for a migrant at an international level, with definitions 
varying by length of stay in a country, documentation/

residency or reason for migration (6). It is also apparent 
that a migrant does not have a clearly defined status 
for life: an asylum seeker becomes a refugee once 
the application has been approved but an irregular 
migrant if it is denied and the migrant continues to 
stay in the country without a valid travel document 
and permit to stay; and a migrant can lose legal status 
and become irregular because of moving from being 
a child to an adult, losing employment or exceeding 
a defined length of stay. However, placing migrants 
into a defined subgroup can have an impact on their 
entitlement to affordable and adequate health services 
and their ability to access these services, with national 
legislation regarding entitlement varying among 
Member States (6). The heterogeneity of concepts 
and definitions of migrant is also a barrier to deriving 
evidence to inform public health care policies. Box 1.1 
lists the main groupings as discussed in this report (see 

Box 1.1. Definitions of refugees and migrants used in this report

This report uses the term refugees and migrants to refer to refugees and all groups of migrants unless one 
specific subgroup is intended. Refugees and migrants are entitled to the same universal human rights and 
fundamental freedoms as all people, which must always be respected, protected and fulfilled. However, 
refugees and migrants are distinct groups governed by separate legal frameworks. Only refugees are entitled 
to specific international protections, as defined by international refugee law. The entitlement of, and access 
to, health services for the various groups are determined by national contexts, priorities and legal frameworks.

Asylum seeker. “A person who seeks safety from persecution or serious harm in a country other than 
his or her own and awaits a decision on the application for refugee status under relevant international 
and national instruments. In case of a negative decision, the person must leave the country and may 
be expelled, as may any non-national in an irregular or unlawful situation, unless permission to stay is 
provided on humanitarian or other related grounds.” (7).

International migrant. Any person who changes his or her country of usual residence (8).

Labour migration. Movement from one country to another, or within a country of residence, for the 
purpose of employment (7).

Migrant. There is no universally accepted definition of migrant. The International Organization for Migration (IOM) 
defines a migrant as “[A]ny person  who is moving or has moved across an international border or within a State  
away from his/her habitual place of residence, regardless of (1) the person’s legal status; (2) whether the movement 
is voluntary or involuntary; (3) what the causes for the movement are; or (4) what the length of the stay is” (7).

Migrant in an irregular situation (irregular migrant). There is no clear or universally accepted definition 
of irregular migration but it encompasses “movement that takes place outside the regulatory norms of 
the sending, transit or receiving countries” (9).

Refugee. “A person who meets the eligibility criteria under the applicable refugee definition, as provided 
for in international or regional refugee instruments, under the mandate of the UNHCR [Office of the United 
Nations High Commissioner for Refugees], and/or in national legislation” (10). The “applicable refugee” 
definition used is “a person who, owing to a well-founded fear of persecution for reasons of race, religion, 
nationality, membership of a particular social group or political opinions, is outside the country of his nationality 
and is unable or, owing to such fear, is unwilling to avail himself of the protection of that country” (5).

See also UNHCR Master Glossary of Terms https://www.refworld.org/docid/42ce7d444.html.

https://www.refworld.org/docid/42ce7d444.html
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also the Glossary from the International Organization 
for Migration (IOM)) (7).

Opportunities and challenges from 
global displacement and migration

The 2030 Agenda for Sustainable Development (11) 
recognized the positive economic and development 
contributions made by refugees and migrants. However, 
refugees and migrants can experience negative  health 
consequences during their displace ment and migratory 
trajectories that can have repercus sions on their 
families, their communities and the host population. 
This has led to the consideration of displacement and 
migration as social determinants of health alongside 
those affecting all of the population (12).

The core tenet of the WHO Commission’s Report on 
Social Determinants of Health published in 2008 was 
that “the conditions in which people grow, live, work 
and age have a powerful influence on health, and that 
avoidable inequalities in these conditions could lead 
to severe inequalities in health” (13). These are the 
conditions that lead to unfair and avoidable differences 
in health status seen within and between countries. In 
the case of refugees and migrants, unequal access to 
health prevention and care, and individual experiences 
influencing their health status take place at every stage 

of the displacement and migration continuum (origin, 
transit, destination and return) and individual health 
status will be subject to factors and influences that 
are specific to time, place and person. These social 
determinants of health require a general public health 
approach. Consideration of the health care issues 
faced by refugees and migrants also provides an 
opportunity to detect gaps in routine service delivery 
and finance arrangements and to strengthen universal 
health coverage. Such a universal health coverage 
approach, promoting basic health and well-being for 
all, is part of the many existing WHO strategies and 
action plans (14–16).

It is widely recognized that displacement and 
migration can carry significant benefits and 
opportunities for refugees, migrants and communities 
in countries of origin and destination, and refugees 
and migrants should not be perceived as a burden for 
social and health services or as people who only have 
needs. Host countries benefit through the alleviation 
of labour shortages, importation of skills, contribution 
to economic growth and participation in the taxation 
and social welfare schemes. An inflow of labour 
migrants of working age can compensate for the 
expected decline of the workforce in societies with 
reduced birthrates and an ageing population. In 2017, 
the majority of the international migrants present in 

Note: data disaggregated by gender were not available for Andorra, Monaco and San Marino.
Source: United Nations Department of Economic and Social Affairs, 2017 (1).

Fig. 1.2. Total population and total international migrant stock in the WHO European Region stratified by age 
and by sex, 2017
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a Data are not available for Montenegro.
Source: United Nations Department of Economic and Social Affairs, 2017 (1).

Fig. 1.3. Trends in refugee (including asylum seekers) and total migrant population in the WHO European 
Region, 2000–2017
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the WHO European Region were in the working age 
group of 25–50  years (Fig.  1.2). The International 
Labour Organization (ILO) has suggested that most 
current migration is directly or indirectly associated 
with a search for work opportunities (17), with almost 
60  million labour migrants residing in the Region 
in 2015 (around 12% of all workers) (2). Taking the 
population as a whole, participation in the workforce 
is higher for migrants (around 73%) than for the 
non-migrant population (around 57%) in Europe and 
central and western Asia.

International migrants represent only 3.3% of the 
global population but contributed massively to the 
productivity of the countries that host them, and in 
several countries international migrants tend to con-
tribute more in terms of tax and other contributions 
than the benefits they receive (18). Additionally, the 
global volume of remittances sent back home in 2017 
by migrants exceeded US$ 613 billion (19), more than 
three times the overall official development assis-
tance contributed by member countries of the Organ-
isation for Economic Co-operation and Development 
in the same year (20). Remittance funds are more 
often spent in the country of origin on health, liveli-
hood and education for the more than 700  million 

family members left behind and are, therefore, an 
important stabilization factor.

Concurrently with a global growth in migration flows 
for the purpose of employment, there has been a sub-
stantial increase in both the number and proportion 
of refugees and migrants since the late 2000s (21).  
The proportion of forcibly displaced people has 
grown from around five in every 1000 of the world’s 
population in 1997 to almost nine in 2017, with a 
marked increase starting in 2011, in conjunction with 
unrest and conflicts in west and north Africa and 
the Middle East, which have particularly influenced 
more recent migratory dynamics towards the WHO  
European Region (Fig. 1.3).

The UNHCR estimated that the number of for-
cibly displaced people globally in 2017 reached 
68.5 million, with 25.4 million crossing international 
boundaries to seek protection (22). In 2017, Tur-
key continued to be the country hosting the largest 
number of refugees in the world (3.5 million) (22). 
Populations of internally displaced people, who may 
have specific health and medical needs, are also 
observed in the WHO European Region. Although 
this is an important population, this group is not dis-
cussed in this report.
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A growing phenomenon is so-called mixed migration, 
defined by UNHCR as “situations where a number of 
people are travelling together, generally in an irregular 
manner, using the same routes and means of 
transport, but for different reasons” (23). They might 
have varying needs and profiles (e.g. refugees, asylum 
seekers, victims of trafficking, unaccompanied or 
separated children, potential labour migrants) and 
might have had the same experiences and/or taken 
the same migratory route, but the legal status they 
are deemed to have upon arrival is key in determining 
their access to health care and protection. Many 
refugees and migrants end their journey in 
marginalized urban settings of northern Europe. 
They are often perceived as competing with poor 
nationals for wages and social services, and in some 
societies this can engender xenophobia and anti-
migrant sentiments. A very common misperception 
is that there are too many refugees and migrants, and 
in some European countries citizens estimate the 
number of migrants at three or four times more than 
they really are (24,25). However, refugees and asylum 
seekers still account for less than one tenth (7.4%) 
of the international migrant population in the Region.

It was in 2006–2007 that the opportunities and chal-
lenges of displacement and migration and the health 
of refugees and migrants first emerged as key themes 
in themselves. The High-level Dialogue on Migration 
and Development in September 2006 and its report 
to the United Nations General Assembly (26) was the 
first multilateral dialogue on the theme of migration 
governance, with a focus on ways to maximize the 
development benefits of migration and to minimize 

its negative impact by means of multinational coop-
eration and multisectoral partnership.

Within Europe, one of the principal goals of the Por-
tuguese Presidency of the European Union (EU) was 
to implement a global approach to migration for the 
21st century, including its health implications. This 
was founded on the understanding that Europe would 
have continued need for migrants for demographic 
and economic reasons; that the process of European 
integration and gradual abolishment of the internal 
borders between countries of the EU would require a 
progressive realization of equity in health for all; and 
that partnerships would be needed not only between 
EU Member States but also with countries of transit 
and origin of migratory flows. Two milestone confer-
ences occurred in 2007 which emphasized that health 
was key to refugee and migrant integration in culturally 
diverse societies. The Lisbon Conference, Health and 
Migration in the EU: Better Health for all in an Inclusive 
Society, hosted by Portugal, emphasized that preven-
tive care and access to care by refugees and migrants 
were to be understood as a human right; as an essential 
element of social, economic and political development; 
and as a prerequisite to realize public health and global 
health goals (27). The Bratislava Declaration on Health, 
Human Rights and Migration from the Council of 
Europe affirmed that well-managed health measures for  
refugees and migrants, including public health, promote 
the well-being of all and inclusion and understanding, 
thus contributing to social cohesion and enhanced 
development (28). These experiences paved the way 
towards a number of global and regional initiatives to 
support migration health.

Measures to support health for all

There are a number of benchmark global and regional 
health resolutions, strategies and action plans based 
on the principles and scope of the health for all vision, 
starting with the Constitution of the World Health 
Organization of 1948 (29), which stated that “enjoy-
ment of the highest attainable standard of health is 
one of the fundamental rights of every human being 
without distinction of race, religion, political belief, 
economic or social condition”, and the International 
Covenant on Economic, Social and Cultural Rights of 
1966, which confirmed the right to “enjoyment of the 
highest attainable standard of physical and mental 
health” (30). In 1978, the Alma-Ata Declaration called 

for the removal of obstacles to health for all individ-
uals, and for the promotion of “well-being, human 
dignity and enhanced quality of life enabling each 
person to lead a socially and economically produc-
tive existence” (31). The United Nations Millennium 
Declaration and the Millennium Development Goals 
of the 2000s maintained that addressing disparities 
and inequities, particularly for the most vulnerable, 
was an indispensable foundation of “a more peace-
ful, prosperous, healthy and just world” (32). In 2009, 
World Health Assembly resolution WHA62.14 (Reduc-
ing Health Inequities through Action on the Social 
Determinants of Health) outlined measures to tackle 
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health inequities within and across countries, includ-
ing by developing and implementing goals and strat-
egies to improve public health, with a focus on health 
inequities, and integrating health considerations into 
relevant public policies with enhanced intersectoral 
action (33). In 2011, the Rio Political Declaration on 
Social Determinants of Health expressed determina-
tion to achieve social and health equity through action 
on the social determinants of health and well-being 
by a comprehensive intersectoral approach (34).

The United Nations 2030 Agenda for Sustainable 
Development, adopted in 2015 by Member States of 
the United Nations, elaborated a transformative and 
inclusive strategy and set goals and recommended 
actions for all countries to end poverty and address 
economic, social and health goals while leaving no 
one behind (11). The 2030 Agenda defined 17 Sus-
tainable Development Goals (SDGs) and numerous 
specific targets to mobilize national and interna-
tional efforts and support monitoring and evaluation 
of the 2030 Agenda’s progress. It presented an inte-
grated approach based on increasing the empow-
erment of the disadvantaged and marginalized to 
support sustainable economic growth, employment 
and good health. Remedying the gap that existed 
in the Millennium Declaration and the Millennium 
Development Goals, migration featured prominently 
in the 2030 Agenda, which broke new ground in rec-
ognizing the “positive contribution of migrants for 
inclusive growth” and the “multi-dimension reality” 

of migration. SDGs of direct relevance for refugee 
and migrant health (35,36) are the core health-related  
SDG  3 (good health and well-being; specifically 
targets 3.1–3.5, 3.8, 3.c and 3.d), SDG  10 (reduce 
inequalities, specifically target 10.7) and SDG  17 
(partnerships for sustainable development) (37).

The Tokyo Declaration in 2017 put forward a vision of 
universal health coverage: “all people obtain quality 
health services when they need them, without falling 
into poverty to pay for them” (16). This needs ser-
vices that are cost-effective and affordable, and the 
Declaration identified three related strands: access, 
quality and financial risk protection (16,38). Exclusion 
and marginalization hinder timely case detection and 
management and can represent a major public health 
risk. WHO in 2015 estimated that at least 400  mil-
lion people lacked access to essential health care, 
with many refugees and migrants included in that  
group (39). The WHO Framework on Integrated 
People-centred Health Services (14) envisaged 
the engagement and empowerment of people and 
communities; the strengthening of governance and 
accountability; the reorientation of health systems 
around the comprehensive needs of people rather than 
individual diseases; and a future in which all people  
have equal access to quality health services that meet 
their life-course needs and respect their preferences. 
The Framework considered that refugee and migrant 
health should be mainstream within the public health 
scope of population-based health strategies.

Measures to promote the health of refugees and migrants

Access to equitable health prevention and care for all, 
including refugees and other migrants, is explicitly or 
implicitly defined in numerous international legal and 
policy human rights instruments (40):

• the International Convention on the Elimination 
of All Forms of Racial Discrimination of 1963  
(Art. 5. e, iv) (41);

• the International Convention on the Protection of 
the Rights of all Migrant Workers and Members of 
their Families of 1990 (Arts. 28,43,45), ratified by 
five of the 53 Member States (42);

• the Protocol to Prevent, Suppress and Punish 
Trafficking in Persons, Especially Women and 

Children of 2000, ratified by 52 of the 53 Member 
States of the WHO European Region (43);

• the Protocol against the Smuggling of Migrants 
by Land, Sea and Air of 2000, ratified by 48 of the 
53 Member States (44); and

• the United Nations Convention Related to the Sta-
tus of Refugees, adopted in 1951, and the revised 
Protocol Related to the Status of Refugees, 
adopted in 1967 (5).

The United Nations High-level Dialogues on Migra-
tion and Development (2006 and 2013) expressed 
the collective commitment to tackle migration’s 
challenges through dialogue and cooperation, rather 



Report on the health of refugees and migrants in the WHO European Region8

than antagonism and isolation (26,45). The New York 
Declaration for Refugees and Migrants (46) outlined 
a global compact for safe, orderly and regular migra-
tion and a global compact on refugees (47). It com-
mitted Member States to:

• protect the safety, dignity, rights of all migrants 
regardless of migratory status;

• support countries rescuing, receiving and hosting 
large numbers of refugees and migrants;

• integrate migrants needs and capacities and 
those of receiving communities into humanitarian 
and development planning;

• combat xenophobia, racism and discrimination;

• develop state-led processes, non-binding princi-
ples and voluntary guidelines on the treatment of 
vulnerable refugees and migrants; and

• strengthen global governance of migration and 
partnership through the development of a global 
compact for safe, orderly and regular migration 
and a compact for refugees by the end of 2018.

A global commitment of Member States of the World 
Health Assembly to improve the health of migrants 
led to resolution WHA61.17 in 2008 (48). It called 
upon Member States to promote migrant-sensitive 
health policies and to promote equitable access to 
health promotion, disease prevention and care for  
migrants, without discrimination on the basis of gender, 
age, religion, nationality or race. The resolution high-
lighted that migrants’ fundamental health needs were 
not always adequately met, thus raising concerns for:

• the negative health implications this could have 
for vulnerable migrants and communities;

• the possible jeopardy in the realization of country 
and global health goals; and

• negative implications for equity, social cohe-
siveness and inclusiveness in countries increas-
ingly experiencing population movements, either 
forced or voluntary.

It identified four key public health goals that link 
issues of human rights, public health, humanitarian 
aid and development:

• ensuring a migrant’s right to health;

• reducing disparities in health status and access 
to care;

• reducing excess mortality and morbidity through 
life-saving interventions; and

• minimizing the negative impact of the migration 
process.

The goals of resolution WHA61.17 were emphasized 
by the report from the WHO Commission on Social 
Determinants of Health (13), which concluded that 
socioeconomic, cultural, environmental and lifestyle 
factors are key determinants of health and that health 
status is generally worse in lower socioeconomic posi-
tions. These determinants are equally true for refugees 
and migrants as for the general population and are 
also largely responsible for the inequalities and inequi-
ties within and between different countries and popula-
tion groups in terms of health. The Tallinn Charter (49) 
in the WHO European Region also recognized that the 
process of migration was itself a social determinant of 
health that required multisectoral consideration. Unfor-
tunately, the global financial crisis in 2008 resulted in 
setbacks in access to health for refugees and migrants 
in some regions. This was linked to austerity measures 
and growing anti-migrant sentiments fuelled by the 
economic situation (50), a trend still felt a decade later.

World Health Assembly resolution WHA70.15, Pro-
moting the Health of Refugees and Migrants, in 2017 
called upon Member States to develop frameworks 
of priorities and guiding principles at global, regional 
and country levels to support the global compact on  
refugees and the global compact for safe, orderly 
and regular migration; identify and collect evidence- 
informed data on best practices and lessons learned; 
and strengthen international cooperation on the health 
of refugees and migrants (51). In 2017, a framework of 
priorities and guiding principles to promote the health 
of refugees and migrants was developed to inform dis-
cussions and provide a resource for Member States 
and partners engaged in the development of these 
global compacts to ensure that health aspects were 
adequately addressed and to serve as a foundation for 
the development of a draft global plan of action on the 
health of refugees and migrants (52).

Two global consultations on migrant health also took 
place. In 2010, Health of Migrants: the Way Forward 
(53) created an action framework designed to assist 
in moving forward resolution WHA61.17 (48), identi-
fying four key action domains:

• monitoring migrant health with the collection of 
standardized and comparable data and mapping 
of good practices;
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• adopting international policy and legal frame-
works to ensure national health policies that 
promote equal access to health services and 
social security for all migrants;

• creating migrant-sensitive health systems that 
are financially sustainable, culturally sensitive 
and linguistically appropriate and delivered by a 
professional workforce aware of health issues 
associated with migration; and

• establishing multisectoral partnerships and 
frameworks for dialogues and cooperation across 
sectors and regions for global and regional con-
sultative processes.

In 2017, the second consultation examined the expe-
rience of countries and health actors that had imple-
mented the framework from the first consultation 
and reanalysed it in light of the 2030  Agenda, the 
SDGs and the United Nations global compacts on  
refugees and migrants (the Colombo Statement) (54).

Strategies for refugee and migrant health in the  
WHO European Region

Within the WHO European Region, additional inter-
national instruments and agreements defined and 
authenticated the basic rights and of refugees and 
migrants and their access to health care and ser-
vices. In some countries, these principles are also 
reflected in national legislation, where the right to 
health is noted at constitutional level. In countries 
where the constitution does not specifically provide 
for these rights, numerous other protocols, agree-
ments and corresponding policies have been prom-
ulgated that support the health of refugees and 
migrants.

The EU considered the rights of non-EU citizens 
in a number of measures: the Tampere European 
Council meeting of 2002 (55), the 2000 Charter of 
Fundamental Rights of the European Union (56), 
and the Council of Europe’s standards for the recep-
tion of applicants for international protection (57) 
and its resolution 1509 on human rights of irregular 
migrants (58).

The Common European Asylum System was estab-
lished in the EU to harmonize the protection mech-
anism in its Member States, improve cooperation 
among the Member States and increase solidarity 
and a sense of responsibility among EU and non-EU 
countries. The directives and regulations that are 
part of the Common European Asylum System set 
minimum standards for various procedures, includ-
ing health care and rights, during the asylum-seeking 
process (59).

In 2015, the WHO Regional Office for Europe organ-
ized a High-level Meeting on Refugee and Migrant 
Health (60) to address salient aspects of meeting 
the short- and long-term health needs of refugees 
and migrants and to respond to the public health 
challenges associated with their rapid arrival. Its 
conclusions were published in the outcome docu-
ment Stepping up Action on Refugee and Migrant 
Health: Towards a WHO European Framework for 
Collaborative Action (60). It recommended creation 
of a common framework supporting coordinated 
and collaborative action across the WHO European 
Region.

Consultation, negotiation and collaborative action 
in the follow-up to the High-level Meeting pro-
duced a common regional response and a regional  
resolution (61). The Strategy and Action Plan for 
Refugee and Migrant Health in the WHO European 
Region was unanimously endorsed by the Regional 
Committee for Europe in September 2016 (62).

The Strategy and Action Plan outlined nine strategic 
areas and five indicators to support development and 
monitoring of national health policies and refugee and 
migrant health-related priority areas (see Chapter 3).  
It also catalysed and contributed to relaunching the  
refugee and migrant health agenda globally, with 
WHA70.15 (51) and the Second Global Consulta-
tion on Migrant Health (54). Chapter 3 outlines the 
results of the first survey to monitor these indicators 
in the Region.
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Public health aspects of refugee and migrant health

Until the last few decades of the 20th century, refu-
gee and migrant health policies, where they existed, 
tended to have an almost exclusively national focus, 
with concentration on avoidance of importation 
of diseases from abroad. However, studies have 
suggested that refugees and migrants at the early 
stages of displacement and migration were often 
healthier than host populations (often referred to 
as the healthy migrant effect) (63–65). Over time, 
however, disparities, inequalities and health risks 
inherent to the status of migrants and the migration 
process can emerge. Refugees and migrant catego-
ries such as and irregular migrants in particular are 
more vulnerable and susceptible to the subsequent 
acquisition of many communicable diseases, includ-
ing vaccine-preventable diseases and antimicrobial 
resistance (AMR) (66,67). This reflects issues such 
as poor health services and vaccination coverage in 
their country of origin, exposure to overcrowding and 
poor sanitation facilities in transit or at reception, and 
the likelihood of living in poor conditions with diffi-
culty in accessing health care initially in the destina-
tion country (68).

Similarly, displacement and migration itself itself can 
also increase vulnerabilities to NCDs through inter-
ruptions in management or loss of medication or 
equipment during travel or through legal status issues 
for migrants, which often restrict access to and utili-
zation of the necessary care. Changes in lifestyle and 
adoption of unhealthy behaviours, such as sedentary 
lifestyles and poor diet, can also contribute (69). 
Mental health conditions are particularly sensitive to 
any uncertainty over legal status, residency, work per-
mits and the broader social perspectives in the host 
country (70). Labour migrants may be proportionally 
more common in less-safeguarded employments, 
where they may be at risk of occupational death and 
injuries and chronic work-related illnesses or psycho-
social stressors linked to unhealthy living and work-
ing conditions (71).

These issues have determined a paradigm shift in 
the migration and health discourse from a focus 
on national border and health security to issues of  
population-based equity, preventive care, right to 
health, social determinants of health and universal 
health coverage.

Across the WHO European Region, there are fun-
damental differences in the way health services 
are organized, financed and governed for the popu-
lation as a whole, with health policies for refugees 
and migrants adding a further layer of complexity. 
The EU has policies and common understandings 
directed towards a coordinated approach to the suc-
cessful integration of third-country nationals (nation-
als of non-EU countries). These policies recognize 
that third-country nationals have less favourable 
outcomes in terms of employment, education and 
social inclusion, indicators which are often asso-
ciated with downstream health outcomes (72,73). 
Nevertheless, differences exist between countries 
in access requirements to health services (74) and 
the level of implementation of regionally agreed 
strategies, recommendations and policies. This is 
particularly the case for irregular migrants (75,76). 
Short-term cost-savings linked to limiting refugees’ 
and migrants’ access to preventive care, early diag-
nosis and care for both communicable diseases 
and NCDs are often soon lost through the costs of 
provision of emergency care and treatment for late 
presentation for care (77). In general, regional health 
policies recommend or define that emergency and 
urgent care should be available to all refugees and 
migrants throughout the Region regardless of status.

Refugees and various categories of migrant might 
face challenges in all of the 5As of access to health 
care: availability, adequacy, accessibility, affordabil-
ity and appropriateness (78). These health system 
inputs are key to population health outcomes and 
to the achievement of global health goals. Failure in 
ensuring that refugees and migrants have access to 
equitable health care deprives refugees, migrants and 
host population of the positive effects of population 
movement and can have negative public health reper-
cussions for all population groups. Lack of disease 
prevention, delayed access to diagnosis and care, 
substandard quality and interrupted treatment, lack 
of adequate surveillance and case management, and 
lack of targeted information and health education are 
all avoidable situations experienced by refugees and 
migrants that can have important public health costs 
and repercussions in the context of both communi-
cable diseases and NCDs. This is of particular public 
health relevance where refugees and migrants may 
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represent a sizeable proportion of the community (79).  
Chapter 2 discusses this in more detail but several 
key public health arguments for the promotion of 
refugee and migrant health can be made. Foremost 
of these is the achievement of the goal of universal 
health coverage, as discussed above.

The right to health is a basic human right. The right 
to access preventive, curative and palliative health 
care, but also the right to the underlying social pre-
conditions for health, is a basic human right under 
the 1966 International Covenant on Economic, Social 
and Cultural Rights (30). In 2009, the Committee 
on Economic, Social and Cultural Rights in General 
Comment 20.30 stated, “Covenant rights apply to 
everyone including non-nationals, such as refugees, 
asylum-seekers, stateless persons, migrant workers 
and victims of international trafficking, regardless of 
legal status and documentation” (80).

Healthy refugees and migrants contribute actively 
to the host society and country of origin. Although 
refugees and migrants represent less than 5% in pop-
ulation terms, they contribute massively to the pro-
ductivity of the countries that host them. In several 
countries, they tend to contribute more in terms of tax 
and contributions than the benefits they receive (18).  
Additionally, remittances sent back home are often 
spent on health, livelihood and education for the fam-
ily members left behind and are, therefore, an impor-
tant stabilization factor (19).

Early diagnosis and treatment save lives and cut 
treatment costs. Primary care is ideally the first point 
of access to health services but often refugees and 
migrants access health services in emergencies 
only. Ideally, health care should be provided as part 
of routine services, starting in reception centres and 
moving on to the final destination. Treating a condi-
tion when it becomes an emergency not only endan-
gers the health of the patient but can also result in a 
greater economic burden to the health care system. 
A study carried out in three European countries indi-
cated cost-savings of around 9% could be achieved if 
all migrants in an irregular situation made regular use 
of preventive health care compared with the costs 
associated with no access to health care (77,81).  
A 2015 study analysed economic costs related to 
the exclusion of irregular migrants from access to 
the mainstream health care system. The results 
indicated that timely treatment in a primary health 
care setting was always cost-saving compared with 

treatment in a hospital setting (for direct medical, 
nonmedical and indirect costs). This holds true from 
the perspective of all three stakeholders: the patient, 
the third-party payer (health care system) and society 
as a whole (82).

Prioritizing vulnerable populations and most at-risk 
individuals in societies is a sound public health 
strategy. Inclusiveness rather than exclusion is a key 
strategy for the achievement of global health goals 
and cost-effective public health systems. The dis-
placement and migratory trajectories often places 
individuals at increased risk for certain diseases. 
For example, the Joint United Nations Programme 
on HIV and AIDS recognizes that displacement and 
migration can place people in situations of heighten 
vulnerability to HIV (83). In 2015, more than one third 
of all newly diagnosed HIV cases in the EU/European 
Economic Area (EEA) were of foreign origin; in 10 EU/
EEA countries, more than half of all newly diagnosed 
HIV cases were of foreign origin (84). Improved 
monitoring, better understanding of risk factors, 
strengthened prevention and testing programmes 
for refugees and migrants, removal of barriers to the 
provision and updating of services, and a strength-
ened evidence base are all necessary public health 
interventions.

Clusters of the population with lower health  
coverage can have negative health outcomes for 
the whole community. Effective immunization rates 
in a population prevent the resurgence of vaccine- 
preventable diseases. Decline of immunization rates 
in countries of origin and barriers to accessing ser-
vices or completing vaccination schedules owing to 
mobility are common causes of the lower vaccination 
coverage observed among refugees and migrants in 
Europe (76,85). In addition, information on the immu-
nization status of refugees and migrants is often lack-
ing because they may not be specifically targeted in 
surveillance programmes (85). Delays in the adoption 
of customized preventive health programmes, com-
pounded by the late recourse refugees and migrants 
have to health care, can cause the resurgence of 
vaccine-preventable diseases and other outbreaks in 
communities. For example, TB is primarily a disease 
of poverty, with social deprivation and substandard 
living conditions magnifying the risk of infection (86).  
Evidence from EU countries in 2017 revealed that 
40.2% of non-EU-born individuals were at risk of poverty 
and social exclusion versus 21.7% of native-born indi-
viduals, which may shed some light on why refugees 
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and migrants experience an unequal burden of TB in 
many countries in the WHO European Region (87).  
In Europe, multidrug-resistant TB (MDR-TB) is more 
prevalent among refugees and migrants than in 
host populations, again linked to failures within  
health systems in terms of detection of  latent TB, 
late initiation of treatment and incomplete treatment 
courses (66).

Refugee and migrant health security is part of global 
health security. Large-scale cross-border movement 
and far-reaching webs of travel and trade that connect 
communities, plus restricted access to health care 
for refugees and migrants, have the potential to allow 
the emergence and re-emergence of infectious dis-
ease threats (88,89) and the rise and spread of AMR 
(67). Collective health security is ultimately the sum 
of individual health security, which is best achieved 
through universal health coverage. The Review Com-
mittee of the International Health Regulations has rec-
ommended that WHO should work with states party 
to the Regulations to ensure that their core capabili-
ties and contingency plans include arrangements for  
refugees and migrants (90).

Population diversity changes epidemiological  
profiles. Some population movement associ-
ated health determinants and influences extend 
into the next generation and beyond, affecting 
the descendants of refugees and migrants and 
gradually the epidemiological profile of a country 
(e.g. the haemoglobinopathies (91,92)). This has 
impact for genetically related illnesses and indi-
vidualized disease treatments, including the avail-
ability of suitable donors for transplantation (93).  
Refugee and migrant communities and their descend-
ants frequently have different personal travel patterns 
to other non-migrant travellers (e.g. visiting friends 
and relatives), which may expose them to different 
travel-related health risks (94).

Achieving the SDGs and leaving no one behind. 
Displacement and migration are some of the defin-
ing features of the 21st century and can contribute 
to achieving the SDGs. In order for this to happen, a 
better understanding is needed of the relationships 
between displacement, migration and key devel-
opment issues such as health, education, gender, 
labour and urbanization.

Conclusions

Basic health and well-being for all is a key part of 
many WHO strategies, action plans and frameworks, 
both globally and regionally. This report is intended 
to create an evidence base to aid Member States of 
the WHO European Region and beyond in promot-
ing refugee and migrant health by implementing the 
Strategy and Action Plan for Refugee and Migrant 
Health in the WHO European Region and other 
frameworks and resolutions. The report focuses on 
the public health aspects of public health aspects 
of population displacement and international migra-
tion in the WHO European Region, although many 
of the same issues will be faced within a country 
by those migrating internally and by vulnerable 
groups. Refugees and migrants may face specific 
determinants of health in their country/place of 
origin, during transit and at their final destination, 

such as perilous journeys, detention, violence and 
exploitation, new lifestyles linked to acculturation, 
unsafe or unhealthy living and working conditions, 
and limited or conditional access to health care. 
They may also face certain challenges to access-
ing health care, including financial, administrative, 
language and cultural barriers, as well as lacking an 
understanding of how health care is organized and 
delivered. Consequently, national health systems of 
the transit and final destination countries need long-
term policies and health system structural adapta-
tions to address the challenges that refugees and 
migrants face. Acknowledging the heterogeneity 
inherent in persons who are displaced or migrating 
is important for the realization of targeted refugee 
and migrant health programmes and policies that 
will ensure health and well-being for all.
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Annex 1.1. Population and international migrant stock in the 
53 Member States of the WHO European Region

Member State Total international migrant 
population Total national population International migrants  

(% total population)

Albania 52 484 2 930 187 1.8

Andorra 41 039 76 965 53.3

Armenia 190 719 2 930 450 6.5

Austria 1 660 283 8 735 453 19.0

Azerbaijan 259 241 9 827 589 2.6

Belarus 1 078 652 9 468 338 11.4

Belgium 1 268 411 11 429 336 11.1

Bosnia and Herzegovina 37 100 3 507 017 1.1

Bulgaria 153 803 7 084 571 2.2

Croatia 560 483 4 189 353 13.4

Cyprus 188 973 1 179 551 16.0

Czechia 433 290 10 618 303 4.1

Denmark 656 789 5 733 551 11.5

Estonia 192 962 1 309 632 14.7

Finland 343 582 5 523 231 6.2

France 7 902 783 64 979 548 12.2

Georgia 78 218 3 912 061 2.0

Germany 12 165 083 82 114 224 14.8

Greece 1 220 395 11 159 773 11.0

Hungary 503 787 9 721 559 5.2

Iceland 41 853 335 025 12.5

Ireland 806 549 4 761 657 16.9

Israel 1 962 123 8 321 570 23.6

Italy 5 907 461 59 359 900 10.0

Kazakhstan 3 635 168 18 204 499 20.0

Kyrgyzstan 200 294 6 045 117 3.3

Latvia 256 889 1 949 670 13.2

Lithuania 124 706 2 890 297 4.3

Luxembourg 264 073 583 455 45.3

Malta 45 539 430 835 10.6

Monaco 21 255 38 695 54.9
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Member State Total international migrant 
population Total national population International migrants  

(% total population)

Montenegro 70 984 628 960 11.3

Netherlands 2 056 520 17 035 938 12.1

Norway 798 944 5 305 383 15.1

Poland 640 937 38 170 712 1.7

Portugal 880 188 10 329 506 8.5

Republic of Moldova 140 045 4 051 212 3.5

Romania 370 753 19 679 306 1.9

Russian Federation 11 651 509 143 989 754 8.1

San Marino 5 243 33 400 15.7

Serbia 801 903 8 790 574 9.1

Slovakia 184 642 5 447 662 3.4

Slovenia 244 790 2 079 976 11.8

Spain 5 947 106 46 354 321 12.8

Sweden 1 747 710 9 910 701 17.6

Switzerland 2 506 394 8 476 005 29.6

Tajikistan 273 259 8 921 343 3.1

The former Yugoslav 
Republic of Macedonia 130 972 2 083 160 6.3

Turkey 4 881 966 80 745 020 6.1

Turkmenistan 195 061 5 758 075 3.4

Ukraine 4 964 293 44 222 947 11.2

United Kingdom 8 841 717 66 181 585 13.4

Uzbekistan 1 159 190 31 910 641 3.6

Total 90 748 113 919 457 593 9.9

Source: United Nations Department of Economic and Social Affairs, 2017 (1).
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Fig. 2.1. Summary standardized mortality ratios for refugees and migrants compared with the host 
population in the WHO European Region for various mortality causes

Notes:  Mortality causes are based on the all-cause mortality and International Classification of Diseases 10th Revision; values below  
1.0 indicate a mortality advantage for refugees and migrants; standardized mortality ratios were calculated from mortality rates in 
available in published scientific literature (940 cause-specific estimates) as a subgroup analysis of a global meta-analysis.

Source: Aldridge et al., 2018 (3).

0

1

2

3

5

7

4

6

8

Bloo
d

Card
iov

as
cu

lar

Dige
sti

ve

End
oc

rin
e

Exte
rna

l ca
us

es

Gen
ito

uri
na

ry

Inf
ec

tio
n

Inj
uri

es

Men
tal

 an
d b

eh
avi

ou
ral

Mus
cu

los
ke

let
al

Neo
pla

sm
s

Nerv
ou

s

Res
pir

ato
ry

All c
au

se

St
an

da
rd

iz
ed

 m
or

ta
lit

y 
ra

tio
 [9

5%
 C

on
fid

en
ce

 in
te

rv
al

s]

All-cause mortality and International Classification of Diseases 10th revision

(0.99)
(0.89)

(0.59)

(1.04)
(0.61)

(0.41)
(0.78)

(1.69)

(0.5)

(2.03)
(2.2)

(0.45)
(0.74) (0.69) (0.68) (0.8)

(0.37)

(0.87)

(1.21)(1.31)
(0.89)(1.01)(0.87)

(4.53)

(2.19)

(0.88)
(1.13)

(8.2)

Introduction

This chapter presents the available information on 
the current health status of refugees and migrants 
and how health services are organized in the WHO 
European Region. The health status of migrants and 
refugees can be assessed in relation to either that of 
the host population in the country of destination or 
that of the population in the country of origin (1). The 
former is most commonly used in the WHO European 
Region and that is the comparison used here.

Refugees and migrants may bring health risks to their 
country of destination (e.g. lack of immunization) 
and they may be exposed to new risk factors in tran-
sit or at their destination (2). The displacement and 

migratory experience can alter the pattern of morbid-
ity and mortality for specific diseases, making these 
either better or worse than in the country of origin. 
As refugees and migrants spend longer in the coun-
try of destination, their health status may converge 
with that of the host population (1). Based on figures 
available in published literature, standardized mortal-
ity ratio estimates tend to be lower in refugees and 
migrants than in the European host population for 
all-cause mortality, neoplasms, mental and behav-
ioural conditions, injuries, endocrine disorders and 
digestive conditions, but higher for infections, exter-
nal causes, diseases of the blood and blood-forming 
organs and cardiovascular diseases (Fig. 2.1).
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Most literature regarding refugee and migrant health 
in the WHO European Region has addressed commu-
nicable diseases, with less information on the risk for 
NCDs, such as cardiovascular diseases, stroke and 
cancer; risks for these NCDs can increase with dura-
tion of stay in the host country (4,5). Factors such 
as country of origin, specific health outcome consid-
ered, and duration and socioeconomic conditions 
of stay have a major impact on refugee and migrant 
health and so studies can have differing or contest-
ing observations (6–9).

Refugee and migrant health is highly complex, with 
risks and exposures associated with the displace-
ment and the migratory process, respectively, and 
the social determinants of health in the host coun-
try. Consequently, it is often difficult to generalize 
research findings to wider refugee and migrant pop-
ulations in a country, in a region or globally, and this 
should be kept in mind when considering information 
on the health status of refugees and migrants in the 
WHO European Region (10).

The legal status of different migrant groups  
(e.g. labour migrants or irregular migrants) and  
reason for displacement or migration also have an 
impact on health. Research from Finland indicated 
that forced displacement may be related to an 
increase in risk of death from cardiovascular dis-
eases (11). Irregular migrants in the WHO European 
Region have been shown to be at greater risk of poor 
mental health than migrants with documentation 
or the host populations (12). Refugees and asylum 
seekers may have elevated rates of perinatal mortal-
ity and prevalence of PTSD (13,14).

Gender is an additional important aspect to consider 
when analysing refugee and migrant health but data 
are rarely disaggregated by sex and there is no sys-
tematic, comparable information on those who do 
not fit the typical binary male and female categories. 
This report highlights the gender aspects wherever 
data are available.

When studying the health status of refugees and 
migrants, it is also important to recognize that out-
comes are often a result of an entire lifetime of 
risks and exposures, which may have occurred 

before, during or after the displacement or migratory  
process. For example, children belonging to different 
migrant groups often have greater health differences 
than those between migrant children in general and 
non-migrant children in European countries, and 
elderly migrants who have aged within the destina-
tion country may face different issues to those who 
migrate in older age. It is important have a life-course 
approach to refugee and migrant health, similar to 
the general population. However, such an approach is 
limited by lack of data, especially on elderly migrants 
(15–17).

Tailored health care can only be provided if the needs 
of a population group are understood. However, in 
general, there is a lack of comprehensive, routinely 
collected and comparable data focusing on refugee 
and migrant health in the WHO European Region, 
which limits the ability to draw generalized conclu-
sions within this report. This is particularly true for 
certain vulnerable groups such as irregular migrants. 
One of the main findings and challenges of devel-
oping the report was the use of different terminolo-
gies to refer to refugees and migrants. Documents 
reviewed used different terms such as foreign born, 
foreign origin and immigrants to refer to refugees 
and migrants, making it impossible to differentiate 
outcomes among groups. If the target group for a 
study was clearly mentioned in the source article, it is 
reflected in the report. In other instances, as indicated 
in Chapter 1, the term refugees and migrant is used. 
Other issues that hamper analysis include differences 
in national surveillance systems; data confidentiality 
issues and gaps in existing data; methodology issues 
such as the geographical area studied and the size 
of the study population; and the lack of reliability in 
calculations of disease prevalence or incidence rates 
among refugee and migrant populations. Best efforts 
have been made to identify and utilize in this report 
as much of the available information as possible to 
generate an overview of refugee and migrant health 
in the WHO European Region. The chapter begins with 
a description of the health profile of this population 
and then examines health care organization and deliv-
ery in the WHO European Region. Identified gaps in 
coverage and discrepancies are discussed plus the 
specific issues of achieving culturally sensitive health 
systems.
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Methodology

Data for this report were obtained from a scop-
ing review of recent literature (more than 13  000  
documents, mainly since 2014) published in English 
and Russian and identified in the Cochrane Library, 
Embase, PubMed and Web of Science databases. 

Systematic literature reviews, grey literature and  
primary studies were also reviewed as were docu-
ments and data provided by some Member States 
and collaborators. Additional desk reviews were con-
ducted when necessary.

Health profile

Communicable diseases

Although there is perhaps more information availa-
ble in terms of migration and health with regard to 
communicable diseases than for other conditions 
or illnesses (18), there are fewer studies on surveil-
lance systems, which limit an understanding of the 
total impact of migration on European infectious 
disease epidemiology. Aggregated data do indicate 
that increased transmission of communicable dis-
eases is often seen among refugees and migrants, 
but transmission from the refugee and migrant 
population to the host population is considered to 
be low and mostly related to poor living conditions 

and vaccination coverage gaps in the host popu-
lation (19–22). In terms of acute or newly acquired 
infections, refugees and migrants are generally at 
the same risk for respiratory and gastrointestinal 
diseases as other residents and travellers. How-
ever, circumstances encountered before, during and 
after displacement and migration can influence out-
comes. Breakdown in health systems in the country 
of origin can lead to lack of immunization (23), par-
ticularly in children, and poor living conditions in tran-
sit or at the destination country can create risks for 
acquiring infections, including vaccine-preventable 

Key points: communicable diseases

• Refugees and migrants can be more vulnerable 
to infectious diseases in places or origin, transit 
and destination because of exposure to infec-
tions, lack of access to health care, interrupted 
care and poor living conditions.

• There are indications that there is a very low risk 
of transmitting communicable diseases from 
the refugee and migrant population to the host 
population in the WHO European Region.

• Refugees and migrants in the Region may 
have lower uptake of recently introduced vac-
cinations, such as for human papillomavirus or 
influenza.

• Refugees and migrants arriving from countries 
with high prevalence of TB are at greater risk 
of infection, depending on the conditions expe-
rienced in their country of origin, during their 
travel and their living and working conditions in 

the host country. Latent TB can be a particular 
problem as it can go undetected.

• A significant proportion of those refugees and 
migrants living with HIV in the Region acquire 
infection after they have arrived in their new 
country. Refugees and migrants are more likely 
to be diagnosed later in their HIV infection.

• Infections with hepatitis B and C viruses are more 
common in refugees and migrants from countries 
where the virus is endemic but prevalence of these 
infections among refugee and migrant populations 
vary across Member States of the Region.

• Tropical and parasitic infections that are not seen 
in Europe normally may enter the Region with 
migration from areas where the infections are 
endemic but are also a risk for travellers to these 
areas and for refugees and migrants and their 
descendants revisiting the country of origin.
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diseases (19,24). Living with poor sanitation and 
contaminated water before or during the migratory 
journey increases the risk for a variety of infections: 
bacterial, viral and parasitic (25). Common skin and 
eye infections (scabies and conjunctivitis) and upper 
respiratory tract infections are often identified in ref-
ugees and migrants rescued at sea (26–28).

Mortality rates for infectious diseases were generally 
higher among migrants in five Member States of the 
WHO European Region (Denmark, France, the Nether-
lands, Spain and the United Kingdom (England, Scotland 
and Wales)) and among those from east Asia, eastern 
Europe and Turkey (29). The two main causes of deaths 
were TB and HIV/AIDS (29). The proportion of HIV and 
TB cases attributed to the refugee and migrant popula-
tion varies geographically across the Region, with those 
Member States with low endemic levels (mostly western 
Member States) showing a higher proportion of cases 
within the refugee and migrant population (30,31).

Detection and surveillance systems for imported 
infections are routine components of national health 
systems in the Region and are integrated into activ-
ities that support the International Health Regula-
tions (21,32). However, infections in those migrating 
have minimal public health implications for most 
host populations in the WHO European Region. The 
unprecedented arrival of large numbers of refugees 
and migrants into the EU/EEA since 2010 has not 
been associated with significant infectious diseases 
outbreaks (21,33). Population mobility between and 
across areas of varying incidence and prevalence for 
many important infections may have epidemiologi-
cal consequences for the public health systems of 
countries.

The course of infectious diseases also varies, with 
some being latent or chronic. This may explain obser-
vations indicating that, in general, refugee and migrant 
populations in the Region can be disproportionately 
affected by TB, hepatitis B virus (HBV) infection, HIV 
infection and some tropical or parasitic infections 
(e.g. malaria and Chagas disease) (19,25,26,34).

Vaccine-preventable diseases

For a variety of reasons, refugees and migrants may 
arrive in Europe with incomplete or interrupted immu-
nization schedules (24), thus leaving them vulnerable 
to vaccine-preventable diseases in transit (35,36) and 
destination countries and potentially creating a public 

health challenge for underimmunized or unvaccinated 
populations in the host countries. Factors such as lan-
guage, cultural and economic barriers, and uncertain 
legal status can influence the vulnerability of refugees 
and migrants to vaccine-preventable diseases.

Recent WHO estimates suggest that global childhood 
primary immunization rates are around 86% and that 
nearly 20 million infants have missed basic vacci-
nations (37). Children make up 25% of refugees and 
migrants, and they are the group at greatest risk of 
vaccine-preventable diseases as they may not have 
received all recommended vaccinations (36). For exam-
ple, children who migrated to Germany were three times 
more likely to be unvaccinated against measles than 
host children (38); this lower coverage was also seen in 
Italy and Spain (38). In 2010–2013, nearly 80% of newly 
arrived refugee and migrant children in Greece had an 
undetermined vaccination status, yet assessment of 
secondary indicators of vaccination suggested prior 
basic immunization in 58% of the children (39).

Data regarding vaccine use in older populations in 
the WHO European Region showed variation between 
Member States (40). There was an overall lower uptake 
in older migrants living in Israel, Italy and Spain (40), 
particularly for seasonal influenza vaccines (43% lower 
uptake in Israel and Spain, 25% lower in Italy) and pneu-
mococcal vaccine (33% lower uptake in Israel and 
Spain) (40,41). By comparison, migrant status had no 
effect on influenza vaccination status in older migrants 
or those at greater risk of influenza in Germany (42).

Diphtheria is a vaccine-preventable disease of poten-
tial concern as the majority of refugees and migrants 
arriving in Europe have come from countries where 
the disease is endemic and are likely to have been 
exposed to risk factors such as overcrowding and 
poor hygiene during transit or upon arrival (43). In 
2009–2014, 142 cases of diphtheria (25 with cutane-
ous diphtheria) were reported among recently arrived 
refugees and asylum seekers in 12 countries (Austria,  
Belgium, Finland, France, Germany, Latvia, Lithuania,  
the Netherlands, Norway, Spain, Sweden and the 
United Kingdom) (43). The countries of probable origin  
were Afghanistan, Angola, Cambodia, Cameroon, the 
Democratic Republic of the Congo, Ethiopia, Gambia, 
India, Kenya, Madagascar, Mozambique, Pakistan, the  
Philippines, Sierra Leone, Sri Lanka, Thailand and Togo.

Similar to influenza vaccinations, migrant populations 
have been observed to have lower vaccination rates 
against human papillomavirus (44).
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In general, data indicate that duration of residence 
in the host country is associated with increased vac-
cination uptake in migrant populations; for exam-
ple, in Italy rubella vaccination uptake in women of 
childbearing age was 30% in those with residency of 
fewer than five years but 43% in those resident for 
more than 10 years (45). These differences have 
been attributed to factors such as integration and 
improved linguistic capacity over time.

The diverse nature of refugee and migrant populations 
coupled with differences in the duration, direction and 
conditions of their travel to the WHO European Region 
make it difficult to draw general conclusions about 

vaccination status and unmet needs. Given the safety 
of most modern immunizing agents, the immediate 
response to new arrivals is to ensure provision of the 
basic vaccines based on the immunization schedule of 
the country of their residence. In Member States with 
large resident refugee and migrant populations, mod-
ified national immunization schedules for those with 
interrupted or undocumented vaccination histories 
can provide general guidance to health care providers 
(46). A 2017 WHO review found that only some Mem-
ber States in the Region had a national immunization 
programme that considered refugees and migrants 
in the programme (Fig.  2.2) (36). Immunization pro-
grammes are discussed further under Preventive care.

Fig. 2.2. Member States of the WHO European Region with a national immunization programme that includes 
refugees and migrants

Source: De Vito et al., 2017 (36).

Countries that have national immunization programme

Countries that have national immunization programme
considering migrants and refugees  

Data not available
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Tuberculosis

TB presents a set of ambiguous symptoms and diag-
nosis is not always straightforward. Globally, about 
one third of the world’s population has latent TB, and 
those with latent TB have a 5–15% lifetime risk of 
progression to active disease (47).

In the WHO European Region, there are marked dif-
ferences in TB incidence and prevalence rates within 
Member States, with over 80% of TB cases in the 
Region occurring in 18 Member States (Armenia,  
Azerbaijan, Belarus, Bulgaria, Estonia, Georgia,  
Kazakhstan, Kyrgyzstan, Latvia, Lithuania, the  
Republic of Moldova, Romania, the Russian 

Fig. 2.3. Percentage of cases of foreign origin among total number of diagnoses of TB (a) and HIV (b) in 
Member States of the WHO European Region 

1 quartile (0–0.8%)

2 quartile (0.9–21.8%)

3 quartile (21.9–69.7%)

4 quartile (69.8–100%)

Data not available

(a)

Federation, Tajikistan, Turkey, Turkmenistan, Ukraine 
and Uzbekistan) (48). Foreign-born individuals make 
up about 8% of all TB notifications in the Region, but 
the proportion varies geographically (Fig. 2.3a). Large 
disparities in national TB notification rates make it 
harder to assess the regional impact of migration- 
related TB. In EU/EEA Member States as a whole, 
33% of TB cases were in foreign-born individuals, but 
the percentage of foreign origin of TB cases within 
Member States of the WHO European Region with a 
higher TB prevalence in the host population varied 
widely, ranging from 0.5% to over 96% of the total TB 
burden (48). For example, in countries such as Hun-
gary, Poland and Slovakia, foreign-born individuals 
account for less than 5% of the total TB cases (30).  
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Notes:  TB data not available for Georgia, Kyrgyzstan, Monaco, San Marino, Tajikistan and Turkmenistan; HIV data not available for Hungary, 
Monaco, the Russian Federation and Uzbekistan.

Sources: European Centre for Disease Prevention and Control & World Health Organization, 2017 (31), 2018 (48).

1 quartile (0–2.5%)

2 quartile (2.6–35%)

3 quartile (35.1–80%)

4 quartile (80.1–100%)

Data not available

(b)

Fig. 2.3. (contd)

Refugees and migrants arriving from countries 
with high prevalence of TB are at greater risk of  
infection (49) but the epidemiological and health  
system impact is less apparent in countries with a 
high host prevalence (Table 2.1).

Refugees and migrants in the EU/EEA experience a 
disproportionate burden of MDR-TB compared with 
host populations, with many individuals originat-
ing from countries with a high burden of MDR-TB, 
such as countries in eastern Europe and central 

Asia (50). It is thought that overall the proportion 
of MDR-TB attributable to foreign-born individu-
als within the EU/EEA could be around 73.4% (51), 
although there is significant heterogeneity in pat-
terns across the WHO European Region. In coun-
tries such as France, Germany, Italy and the United 
Kingdom, over 80% of diagnosed MDR-TB occurs in 
foreign-born individuals, while this is less than 5% 
in countries such as Romania and Lithuania (30).  
Little is known about the burden of MDR-TB in spe-
cific migrant groups and refugees. However, data 
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centres, living and working conditions in the host 
country, latent TB infection, malnutrition and lack of 
access to health care (30). The activation of latent 
infection following arrival in the host country is 
one of the main drivers of TB among refugees and 
migrants (53). For this reason, countries that only 
recently became a destination for refugees and 
migrants may not observe the impact of activated 
disease for some time (54). In addition, national 
health systems may not consistently record refugee 
or migrant status or the diagnosis of comorbidi-
ties. Rates of AMR are rising globally for diseases 
such as TB and there is concern that increased 
migration might contribute to this burden in Europe  
(Box 2.1). Prevention and care measures for TB 
including cross-border TB control and care are dis-
cussed under Preventive care.

HIV

While it has been estimated that approximately 
40% of new HIV cases in the EU/EEA are reported 
among people who originate outside of the reporting 
country, there is growing evidence to suggest that a  
significant proportion of refugees and migrants who 
are HIV positive, including those who originate from 
countries of high HIV prevalence, acquire infection 

Box 2.1. AMR and migration

AMR occurs when microorganisms change in ways that render ineffective the medications used to cure 
their infections. This is a major concern because a resistant infection may kill, can spread to others and 
imposes huge costs to individuals and society (55). Rates of AMR are rising globally and there is concern 
that increased displacement and migration might contribute to the burden in Europe. Although surveillance 
for AMR in the WHO European Region is among the most advanced in the world, there are limited data 
available on the role of displacement and migration on the burden in the Region. Existing evidence suggests 
that refugees and migrants are exposed to conditions that are favourable for the development of AMR.

A recent review found that the pooled prevalence of any carriage or infection with antimicrobial-resistant 
organisms was higher in refugees and asylum seekers (33.0%; 95% confidence interval (CI), 18.3–47.6; 
I² = 98%) than in other migrant groups (6.6%; 95% CI, 1.8–11.3; I² = 92%). The pooled prevalence of 
antibiotic-resistant organisms was slightly higher in community settings with large numbers of refugees 
and migrants, such as refugee camps and detention facilities (33.1%; 95% CI, 11.1–55.1; I² = 96%), 
than in hospitals settings with large numbers (24.3%; 95% CI, 16.1–32.6; I² = 98%). The review did not 
find evidence of high rates of transmission of AMR from refugees and migrants to host populations. 
In addition to the need for improved living conditions, access to health care and initiatives to facilitate 
detection of and appropriate high-quality treatment for antibiotic-resistant infections during transit and in 
host countries, protocols to prevent and control AMR should include measures to address the challenges 
faced by refugees and migrants (56).

detected so far suggest there is only a limited risk for 
the resident population (52).

Many factors contribute to the epidemiology of TB 
in refugees and migrants in the Region, including the 
prevalence of TB in origin and transit countries, the 
conditions experienced in transit and in reception 

Table 2.1. Proportions of TB cases attributed to 
people of foreign origin in the total population in 
selected countries

Member State People of foreign origin among 
TB case notifications (%)

Malta 96.0

Cyprus 93.3

Sweden 89.8

Slovenia 36.4

Czechia 29.3

Spain 28.5

Estonia 21.9

Ukraine 0.1

Belarus 0.0

Uzbekistan 0.0

 Source:   European Centre for Disease Prevention and Control & 
World Health Organization, 2018 (48).



Report on the health of refugees and migrants in the WHO European Region30

after they have arrived in the Region (31,57,58).  
This has important implications for those HIV pre-
vention programmes that are focused on pre-arrival 
risks. The proportion of HIV cases among refugees 
and migrants within the total population of a coun-
try also widely varies geographically across the WHO 
European Region (Table 2.2 and Fig. 2.3b).

Table 2.2. Proportions of migrants among total 
number of people living with HIV in selected 
countries

Member State Migrants among total number 
of people living with HIV (%)

Andorra 100

Turkmenistan 100

Sweden 80.9

Malta 74.6

Portugal 35.0

Czechia 30.4

Republic of Moldova 0.0

Ukraine 0.0

 Source:   European Centre for Disease Prevention and Control & 
World Health Organization, 2017 (31).

accounted for 88% of HIV cases (34,61). In terms 
of newly diagnosed HIV infections in the EU/EEA,  
refugees and migrants continue to make up a 
significant proportion, and in some countries 
more than 50% of new infections are observed 
in refugees and migrants (31). In Europe, refu-
gees and migrants are more likely to be diag-
nosed at a later stage of their HIV infection (31).  
Reasons for this could be discrepancies and gaps 
in HIV prevention for refugees and migrants orig-
inating from countries with high HIV incidence; 
stigma and discrimination; migrant status and fear 
of administrative consequences; gaps in HIV test-
ing services among refugees and migrants; and 
barriers to uptake and lack of understanding of 
service availability (35,62,63). The process of dis-
placement and migration can create additional vul-
nerable situations where infections can occur (64), 
such as exposure to sexual violence (with poten-
tial for transmission of sexually transmitted infec-
tions (STIs) (65), substance abuse and secondary 
risk-taking behaviours linked to poverty, isolation 
and marginalization (63).

Hepatitis B and C

Infections with HBV or HCV varied with the country 
or region of origin of refugees and migrants (66–68),  
and prevalence among specific refugee and migrant 
populations was different across Member States 
of the WHO European Region (Table  2.3) (67).  
A higher prevalence of HBV and HCV infection was 
seen among refugees and migrants from sub-Saha-
ran Africa and north Africa compared with the host 
population in some countries of the WHO European 
Region (69).

Table 2.3. Prevalence of HBV infection among 
migrant populations in the WHO European Region

Country of 
destination

Region/country  
of origin

Prevalence of 
HBV infection (%)

England  
(United Kingdom)

China 8.5

Germany Turkey 5.0

Italy Eastern Europe 6.9–36.7

Italy Sub-Saharan Africa 7.4–13.9

Netherlands China 8.7

Spain Sub-Saharan Africa 8.0–15.0

 Source: Coppola et al., 2015 (66).

In the 47 Member States of the WHO European 
Region with available data, 21% of new HIV diagno-
ses in 2016 were reported in individuals who origi-
nated outside of the reporting country: 6% originated 
from other countries of the Region and 15% from out-
side the Region (31). Where the location of infection 
was believed to be known, 10 countries in the east 
of the Region reported that only 10% of people liv-
ing with HIV were infected prior to migration. For this 
10%, the majority contracted the infection in neigh-
bouring countries of central and eastern Europe (31). 
This indicates that migration-associated cases are 
predominantly regional as opposed to intercontinen-
tal in the eastern part of the WHO European Region.

A large survey of cases in the EU/EEA between 
2007 and 2012 found that more than 50% of HIV-in-
fected migrants were from sub-Saharan Africa 
(59). As for the general population, certain groups 
may have increased rates of infection (60). For 
example, 59% of HIV cases in migrants from Latin 
America to the WHO European Region were seen 
in men who have sex with men (61). This pattern 
was not observed among migrants from sub-Sa-
haran Africa, where heterosexual transmission 
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Prevalences of HBV and HCV in refugees and migrants 
have tended to reflect the prevalence of infection at 
their place of origin (68). The rate of chronic HBV 
infection was more than 10% in those from eastern 
Asia, the Pacific and sub-Saharan Africa; 4–6% in 
those from central and southern Asia and eastern 
Europe; and less than 2% in those from north Africa, 
the Caribbean, Latin America and the Middle East (68). 
With the exception of migrants from eastern Europe 
and central Asia, chronic hepatitis B was more com-
monly observed in refugees than in migrant popula-
tions studied (68). Prevalence of HCV infection was 
highest among refugees and migrants from sub- 
Saharan Africa, Asia and eastern Europe. In particular, 
older migrants had increased risk, with a seropreva-
lence of anti-HCV antibodies of 2.2–5.6% (70).

Data from 31 Member States of the WHO European 
Region indicated that 53% of the total refugee and 
migrant population was born in countries of inter-
mediate/high HBV endemicity (prevalence ≥2%) 
and 79% in countries of high HCV endemicity (prev-
alence >1%) (67). Prevalence of chronic HBV infec-
tion ranged from 3% to 9% across the 31 reporting 
countries (67). HCV infection among refugees and 
migrants from countries of high endemicity ranged 
from 0.9% in Croatia to 2.4% in Latvia.

Evidence from western Europe suggested that  
refugees and migrants originating from regions 
of higher HBV prevalence had greater rates of  
chronic infection in some countries of destination 
(Table 2.3) (66). Refugees and migrants from regions 
of higher HCV prevalence and living with chronic HCV 
infection in the WHO European Region numbered  
300 000–900 000 in 2015 (67).

Tropical and parasitic infections

Some diseases are uncommon in the majority of 
countries of the WHO European Region, and those 
assessing and providing care for refugees and 
migrants should be familiar with the epidemiology 
and distribution of such diseases. Tropical and para-
sitic infections (e.g. schistosomiasis, strongyloidiasis 
and Chagas disease) can also be associated with long 
periods of latency or chronicity, which can have seri-
ous effects on individual health if left untreated (71). 
Lack of recognition, diagnosis and treatment of latent 
or chronic infection may be followed by more serious 
complications, including disseminated infection (72).

The European Centre for Disease Prevention and 
Control reported a prevalence of 1.4 cases of shig-
ellosis per 100 000 refugees in 29 countries of the 
WHO European Region. Shigellosis is often endemic 
in countries of origin or transit. Although shigellosis 
among refugees presents a very low threat to the 
total population in the Region, poor hygiene in refu-
gee reception centres can put the refugee population 
at greater risk, as well as individuals working in these 
facilities (73).

Leishmaniasis and colonization with antibiotic- 
resistant Gram-negative bacteria are the most  
frequently reported infectious diseases in Syrian ref-
ugees and migrants in Europe, while scabies, louse-
borne relapsing fever, Plasmodium vivax malaria and 
schistosomiasis are most frequently reported among 
Eritrean refugees and migrants (74). A higher incidence  
of intestinal parasitic infections has been seen in 
migrant children compared with the host population 
in Italy (75). The risk for re-emergence of malaria in 
Europe is attributed to people in transit from sub- 
Saharan Africa (69). Risk of re-emergence of malaria is 
attributed to P. vivax malaria and refugees and migrants 
from countries where malaria is prevalent. This was 
exemplified by the epidemic of malaria in Tajikistan in 
1990–2009, including re-establishment of Plasmodium 
falciparum malaria, which was linked to the influx of 
refugees and migrants from Afghanistan, as well as 
re-establishment of indigenous transmission of P. vivax 
malaria in Greece in 2009–2011, which was linked to 
refugees and migrants from Pakistan (76–80).

While accurate estimates of infections leading to 
Chagas disease are challenging, as many as 100 000 
cases of Chagas disease were identified in Europe 
in 2011 (81). Global prevalence rates of infection in 
migrants from Latin America in Europe are around 
4.2%, with heterogeneity between specific countries 
of origin: for example, an infection rate of 18% in 
migrants from Bolivia and of 2.2% in those originating in  
Argentina (82). Chagas disease poses the additional 
risk of blood-borne transmission, and countries host-
ing large migrant populations from endemic areas 
may consider introducing transfusion-related ques-
tions or screening of blood for transfusion (72,82).

For these diseases, health professionals also need 
to be aware that they can occur in travellers to desti-
nations where these diseases are endemic, including 
refugees and migrants and their descendants later 
returning to the country of origin (34,43,73,74,81–83).
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In the WHO European Region, NCDs account for 
nearly 86% of deaths and 77% of the disease bur-
den (84,85). Results vary within studies on the influ-
ence that migration has on the NCD burden (6–9). 
In Spain and Denmark, the prevalence among refu-
gees and migrants for NCDs such as cardiovascu-
lar diseases, stroke and cancer were either lower or 

Key points: NCDs

• Refugees and migrants appear to have lower 
prevalence rates compared with the host popu-
lation for many NCDs on arrival, but prevalence 
rates, especially for obesity, begin to converge 
with longer duration of stay.

• In general, refugees and migrants in Europe have 
a higher incidence, prevalence and mortality rate 
for diabetes than the host population, with higher 
rates in women, depending on the country of 
origin.

• Although generally there is a higher risk of ischae-
mic heart disease and stroke among the migrant 
population, there is no clear pattern for cardio-
vascular diseases and prevalence may be linked 
as much to socioeconomic factors as to migra-
tion-specific factors.

• Although refugees and migrants have a lower risk 
for all neoplasms except cervical cancer, they are 
more likely to be diagnosed at a later stage in their 
disease than the host population in Europe.

Noncommunicable diseases

similar to the host population. Where it was lower 
over the first few years after arrival, prevalence 
seemed to converge over time with that of the host 
population (4,5). Box 2.2 presents results of a sur-
vey conducted using the WHO STEPwise approach 
among Syrian refugees in Turkey to assess NCD risk 
factors.

Box 2.2. Assessing NCD risk factors in refugees in Turkey

A WHO STEPS survey, a cross-sectional study, on NCDs in the Syrian refugee community in Turkey in 
2015 assessed prevalence of several NCDs and five major risk factors and graded overall health risk into 
low (no risk factors), medium (1–3 risk factors) and high (>3 risk factors). In the adult population (age 
18–69 years), risk was low in 0.3%, medium in 41.1% and high in 58.7%. For men aged 18–69 years, 
61.3% had high risk; for women aged 44–69 years, 87.1% had high risk. In the age group 18–69 years, 
32.6% and 27.7% of Syrian refugees living in Turkey were found to be overweight and obese, respectively, 
whereas1.4% were underweight. Women were reported to more likely to suffer from overweight/obesity 
than men (60.3% compared with 56.2%). The prevalence of hypertension was 27.2% and 23.8% for men 
and women, respectively.

Source: Balcilar, 2016 (86).

This section provides an overview of NCDs that have 
received the most research attention for refugees 
and migrants in the WHO European Region and is  
followed by a section on mental health issues.

Overweight/obesity

Among the adult migrant population in the WHO Euro-
pean Region, evidence shows that duration of stay in 

the host country can be associated with the develop-
ment of overweight/obesity (87,88), with an excess 
among females, especially among north African 
migrants (89). Additionally, evidence from the Russian 
Federation seemed to indicate that obesity rates are 
higher in all groups of migrants living there compared 
with the non-migrant population (90). Some research 
indicates that the development of overweight/ 
obesity is dependent on the region or country of origin  
of the migrants, as migrants from Africa show this 
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pattern while migrants from Asia do not (88). The 
development of overweight/obesity has been linked to 
changes in dietary behaviours, physical activity, social 
and psychological factors after migration (88).

Although the WHO European Region has improved 
substantially the availability of comparable data in 
terms of the prevalence of childhood obesity, particu-
larly in school-age children, notably by implementing 
the WHO European Childhood Obesity Surveillance Ini-
tiative, which involves 42 countries, systematic compa-
rable data on the prevalence of overweight/obesity and 
diabetes among refugee and migrant children is not 
yet available. Some evidence suggests that, in Europe, 
the prevalence of overweight and obesity is higher for 
migrant children of both sexes from Morocco and north 
Africa/Middle East (91). Migrant girls in childhood 
or adolescence from north Africa are seen to have a 
higher prevalence of overweight and obesity than their 
male counterparts, reinforcing the observation that 
there is a gender difference for this health risk (92).  
(See also Obesity and diabetes in children.)

Diabetes mellitus

In general, migrants in Europe have a higher inci-
dence, prevalence and mortality rate for diabetes 
mellitus than the host population (93). Migrants to 
the WHO European Region have been observed to 
have an increased risk of developing diabetes mel-
litus type 2, and this development may occur at an 
earlier age than for the host population in the coun-
try of origin (94–96). Some countries in the Region 
have also recorded more chronic complications of 
diabetes among migrants, specifically noting that 
microvascular complications such as nephropathy, 
diabetic retinopathy and peripheral neuropathy were 
worse in this population (93).

Mortality from diabetes is higher in some countries, 
with the rates three times higher for men and four times 
higher for women who migrated to the Netherlands (93).  
However, these observations on mortality depend on 
the country or region of origin of the refugees and 
migrants. For example, refugees and migrants to Den-
mark from Africa, Asia and the Middle East had an 
incidence of diabetes 2.5 times higher than that of the 
host population (97), whereas refugees and migrants 
from other European or American countries had an 
incidence of diabetes 20% lower than the Danish pop-
ulation (98). Evidence from Sweden suggested that 
migrants from Asia are 3.2 times more likely than the 
host population to develop type 2 diabetes, migrants 
from sub-Saharan Africa are 2.5 times more likely and 
migrants from north Africa/Middle East are 2.1 times 
more likely (95). Differences between the host and 
migrant population could result from factors such as 
better health screening programmes to promote early 
diagnosis in WHO European countries (96), genetic 
background, failure to achieve treatment goals, low 
screening rates, lack of preventive measures, socioec-
onomic factors and quality of diabetic care (93).

In the WHO European Region, diabetes prevalence is 
typically higher among female migrants than male 
migrants, with variations seen among different eth-
nicities (Box 2.3) (99–101). The higher prevalence of 
diabetes among women in the WHO European Region 
has been associated with duration of stay in the coun-
try of destination. However, even after multiple genera-
tions, female descendants of migrants were less likely 
than male descendants to reflect the prevalence rates 
for type 2 diabetes of the host population (99–101).  
The gender differences observed, plus issues of obe-
sity and diabetes in children, suggest the need for gen-
der-oriented actions to prevent the development of 
diabetes and promote its early detection among the 
refugee and migrant population in the Region (99–101

Box 2.3. Gender and diabetes

In the Netherlands, a comparison of the prevalence of type 2 diabetes between migrants and the host 
population showed odds ratios of 5.82 for Ghanaian women and 6.03 for African Surinamese women. 
Although men of these ethnicities had higher prevalence of type 2 diabetes than native Dutch men, their 
prevalence rates were lower than for the female migrants. One reason for the differences observed may 
be variation in body mass index and body fat distribution among the three groups.

Source: Meeks et al., 2014 (101).
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Cardiovascular diseases

Data on cardiovascular diseases in the WHO Euro-
pean Region is highly multifaceted as risk factors 
such as ethnicity and socioeconomic status influ-
ence the prevalence and types of disease affecting 
the refugee and migrant population. Often different 
patterns are observed for risk factors in different ref-
ugee and migrant groups and data between Member 
States of the Region are often conflicting.

In general, prevalence of ischaemic heart disease 
varies with migrants’ country or region of origin, the 
country or region of destination and the duration of 
stay (102). Although results in different studies var-
ied, the general conclusion was that the majority of 
migrant groups are at higher risk of ischaemic heart 
disease and stroke than the host population in west-
ern Europe, in particular migrants originating from 
south Asia, eastern Europe and the Middle East (102).  
Migrants from south Asia were at a high risk for 
dyslipidaemia and ischaemic heart disease upon 
migrating to Italy, with men from south Asia having a 
mortality rate for ischaemic heart disease 2.53 times 
higher than that of the host population (103).

The general migrant population in Italy was seen to 
have higher risk of stroke and hypertension than the 
host population (104,105). Rates of cerebrovascular 
disease, hypertension and heart failure were higher 
in migrants from Africa than in the general Italian 
population (106) but Moroccan migrants in the Neth-
erlands had a lower risk of stroke (107).

In some WHO European Region Member States, 
the rates of acute myocardial infarction, stroke and 
hypertension in refugee and migrant populations 
were higher than in the host populations, but this 
observation was not constant across countries, and 
it also depended on the country of origin of the refu-
gees and migrants, with those from some countries 
having lower rates (107–112). Lower socioeco-
nomic status was found to be one of the most sig-
nificant risk factors regardless of origin (107,109).  
Consequently, when considering morbidity and 
mortality linked to cardiovascular diseases among 
refugee and migrant populations, it is important to 
recognize the complex interrelation of factors such 
as refugee and migrant characteristics and socio-
economic status (107–112). It is not clear whether 
the cardiovascular risks for refugees and migrants 
converge with those of the host population as their 

duration of stay extends in the WHO European 
Region. In Denmark, the hazard ratios for stroke and 
ischaemic heart disease were lower for refugees and 
family-reunited migrants within the first five years 
after arrival in Denmark but then increased (113). 
However, in the Netherlands, migrants from Morocco 
and Turkey, as well as those of south Asian Suri-
namese and African Surinamese backgrounds, had a 
higher risk for cardiovascular diseases than the host 
majority population and this risk did not change with 
duration of stay or cultural adaptation (114).

Cancer

The most significant finding regarding cancer 
among refugees and migrants in the WHO European 
Region is that it is more likely to be diagnosed at an  
advanced stage, which can lead to significantly 
worse health outcomes compared with the host 
populations (115–118). Cancer incidence and mor-
tality rates in migrants tended to be lower than the 
host population upon initial arrival but converged 
with host prevalence over time (103,119). Similari-
ties in cancer mortality have been observed between 
migrants and the host population in Denmark (5),  
and adult migrants in Italy had similar preva-
lence of colorectal cancer to the native Italian  
population (120). However, refugees and some 
migrant groups have higher rates for cancers linked 
to infectious diseases, for example cervical cancer, 
hepatic cancer, Kaposi sarcoma, nasopharyngeal 
cancer, stomach cancer and some lymphomas (121).

It is important to recognize the nuances within 
datasets regarding the type of migrant, country of 
origin and/or destination country and the cancer 
being reported as all influence the observations on 
cancers in refugee and migrant populations in the 
WHO European Region (122). Some evidence sug-
gests that the overall incidence of cancer is lower 
in migrants from low-income countries but spe-
cific cancers (e.g. lung, liver and stomach cancer) 
are prevalent in certain migrant populations, such 
as those from eastern Europe, reflecting the trends 
in the country of origin (123). Displacement and 
migration are social determinants of health and 
along with other social of determinants of health 
is likely to influence living and working conditions 
and thus affect the incidence of cancer. In Denmark, 
migrant men (born outside Denmark) and men born 
in Denmark but with at least one parent born outside 
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Denmark had a lower incidence of tobacco-related 
cancers such as lung cancer (10% lower) and lower 
urinary tract cancer (50% lower) (124). However, 
lung cancer incidence increased among migrant 
men (born outside Denmark) reaching the levels of 
incidence in the host population. Liver and stomach 
cancer had higher standardized incidence ratios 
among migrants.

There is limited information regarding cancer 
among refugee and migrant children in the WHO 
European Region. Data from Turkey (125) indicated 
that refugee children of Syrian origin had compa-
rable incidence of cancer to children in the host 
population.

Other diseases

There was limited information on other diseases 
of significance within the refugee and migrant pop-
ulation of the WHO European Region. Data tended 
to focus only on select Member States, and often 
there was insufficient information to draw any over-
all conclusions regarding whether the refugee and/or 
migrant population differed from the total population.

A number of blood disorders, such as anaemia and 
sickle cell disease, have been examined in refu-
gee and migrant populations. A study conducted 

in Switzerland indicated that migrant children can 
have a higher prevalence of anaemia (iron defi-
ciency) than host children (126). Another study con-
ducted in Germany among young refugees found 
that the prevalence of anaemia was in accordance 
with the recent WHO global estimates. The study 
also found that more women were anaemic than 
men (27.1% ands. 20.4%, respectively) (127). Sickle 
cell disease is also commonly recorded in migrant 
populations, representing over 90% of the cases in 
Sweden (128).

While there were generally similar incidence rates 
among migrants and non-migrants in the WHO Euro-
pean Region for inflammatory bowel diseases (129), 
the rate was higher than expected for migrants com-
ing from less-developed countries, suggesting that 
environment largely influences the incidence of this 
disease (129). Evidence from Italy suggested that 
irregular migrants with kidney diseases had a signifi-
cantly higher incidence of nephropathy than the host 
population (130).

Migrant populations with the highest prevalence 
of multiple sclerosis were from North America and 
Europe, and those with the lowest incidence were 
from Africa and Asia (131,132). For migrants of  
Iranian origin, genetic risk factors and living in high-
risk areas can increase the prevalence of multiple 
sclerosis (133).

Key points: mental health

• Prevalence of mental disorders in refugees and 
migrants shows considerable variation depend-
ing on the population studied and the methodol-
ogy of assessment.

• Risk factors for mental health problems may be 
experienced during all phases of the displace-
ment and migratory process and in settling in 
the host country.

• Prevalence of PTSD among refugees who have 
been exposed to very stressful and threatening 
experiences is indicated to be higher than in the 
host populations.

• Prevalence of depression and anxiety tends to 
be higher than in host populations but variation 
by migrant group and in the methods used to 
assess prevalence make it hard to draw firm 
conclusions.

• Poor socioeconomic conditions, such as unem-
ployment or isolation, are associated with 
increased rates of depression in refugees after 
resettlement.

• Migration was also found to be a risk factor for 
children’s mental condition, and unaccompa-
nied minors experience higher rates of depres-
sion and symptoms of PTSD compared with 
other refugee and migrant groups.

Mental health
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Although the experience of displacement and migra-
tion can be complex and stressful, prevalence of 
mental disorders is highly variable across studies 
and population groups (14). Prevalence in the refugee  
and migrant population may be lower, similar or 
higher than that in the general population, depending 
on the prevalence in the host population (14).

While some refugees and migrants may have expe-
rienced risk factors before settling in the host coun-
try, there may be an additional psychological burden 
through worries about family, either left behind in 
the home country or settling into the new country; 
poor living conditions; lack of good social integra-
tion and cultural attitudes; or unemployment (134).  
Children and unaccompanied minors can face par-
ticular issues, and these are discussed under Mater-
nal and child health.

Because of the complexity of the factors affecting 
mental health, their interplay and the fact that not all 
refugees and migrants are exposed to risks to their 
mental health, the variation within this population 
is high and it is difficult to draw generalized conclu-
sions about prevalence of mental disorders. How-
ever, studies of higher quality tend to show a lower 
prevalence of mental disorders.

Mental health is highly stigmatized in many parts of 
the world and concepts of mental and physical health 
differ culturally. Self-stigmatization can be higher 
among migrants and affect their health-seeking  
behaviour, which might lead to higher rates of hospi-
talization (135).

Depression and anxiety

A comprehensive review from 2016 showed a  
wide range in prevalence of depression (5–44%) 
in refugees and migrants compared with the gen-
eral population (8–12%) (136). Prevalence rates 
of anxiety disorders in refugee groups also varied 
widely, from 20.3% to 88% (137). Extended length 
of time within the asylum application process has 
been shown to be linked to development of depres-
sion and other mental disorders (138). Poor soci-
oeconomic conditions, such as unemployment or 
isolation, are associated with increased rates of 
depression in migrants and refugees after resettle-
ment (14,137,139,140).

Post-traumatic stress disorder

Refugees and migrants, especially asylum seekers 
and irregular migrants, can be exposed to various 
traumatic experiences in all phases of displace-
ment and migration, not only in their countries of  
origin (133,141,142). PTSD is a particular form of  
anxiety disorder with widely varying symptoms,  
making it difficult to identify and to generalize on 
the clinical presentation (14,143,144). Refugees who 
have been exposed to very stressful and threaten-
ing experiences show a wide range in prevalence of 
PTSD (9–36%) in different studies, compared with 
1–2% in the host populations (14,136,145). Research 
with Syrian migrants in Turkey and Sweden estimated 
prevalence rates of 30% (146) and 83% (147), respec-
tively, with a higher risk among women (147). Comor-
bidity with depression and anxiety is very common 
and some studies showed that up to 40% of refugees 
in the WHO European Region with PTSD had clinical 
depression (145).

Alcohol and other substance use

There is little evidence that vulnerabilities in refugee  
and migrant populations lead to substance use and 
abuse, and some studies showed lower rates of sub-
stance and alcohol abuse among refugees and migrants, 
but prevalence of smoking was higher (148,149).  
In France, migrant men smoked significantly more 
than the host population and migrant women 
smoked significantly less (150). A systematic review 
on substance use among refugees, asylum seekers 
and internally displaced people did not show clear  
results (63). The eastern Mediterranean and north 
African areas have several ongoing conflicts result-
ing in displacement and migration of people to 
other parts of the world, including the WHO Euro-
pean Region. Evidence from the humanitarian and 
post-conflict situations in Region was not conclu-
sive in showing any correlation between substance 
use and conflict (151). However, existing evidence  
suggests that factors such as mental health  
problems, stress of adapting to new environment, 
unemployment and previous experience of war might 
contribute to increase in substance use (151).

Migrant women reported lower use of alcohol and 
tobacco and less drug abuse than non-migrant 
women (152). In Sweden, male refugees were less 
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likely to report alcohol abuse but significantly more 
likely to report drug abuse (153). Reasons for the 
substance abuse mentioned by refugees from dif-
ferent backgrounds in the Netherlands included 
coping with difficult memories, psychological stress 
and stress connected with the long bureaucratic 
processes (63). An assessment of substance abuse 
treatment services in 13 European capitals showed 
that only 10% of services provided specific pro-
grammes or services for refugees and migrant pop-
ulations (63).

It should be examined whether the patterns and 
types of substance use differ among host and dif-
ferent refugee and migrant populations so that pre-
ventive and treatment programmes can be tailored 
according to those specific needs (154). Although 
evidence on alcohol and other substance use among 
refugees and migrants is limited, substance use pre-
vention and treatment should be integrated into ser-
vices offered to refugees and migrants as part of a 

well-informed public health strategy to promote the 
health of refugees and migrants.

Psychosis and schizophrenia

Psychotic disorders have only been assessed in clin-
ical studies and not in population studies, making 
it impossible to report their prevalence (14). Lim-
ited evidence has suggested that refugees have an 
increased risk of psychotic disorders compared with 
both the host population and migrants; the elevated 
risk was more pronounced in refugee men (155,156). 
Other studies suggest that migration experience and 
ethnic minority status are less influential than socio-
demographic factors and experiences of trauma in 
childhood (156,157). A large cohort study in Sweden 
indicated an increased risk for psychotic disorders 
for those who migrated during infancy and a variation 
in risk by region of origin, with migrants from Africa 
having an elevated risk for schizophrenia (158).

Key points: occupational health

• Globally, labour migrants form the largest group 
of migrants.

• In 2015, around 12% of all workers in the WHO 
European Region were migrants.

• Conditions of employment vary drastically, as 
do the health hazards of the jobs and access to 
social and health protection.

• Male migrants show significantly more 
work-related injuries than non-migrant workers, 
whereas numbers in female migrants appear 
to be similar to those in the host population.

Occupational health

Labour migration is the main form of migration in the 
central Asian countries of the Region and in 2013 it 
was estimated that there were around 56.6 million 
labour migrants in the Region as a whole. Annually, 
about 1.5 million labour migrants move to work 
in the Russian Federation, mainly from the poorer 
central Asian states (159). Labour migrants form a 
very heterogeneous group: they may be high or low 
skilled; employed in various areas and under vary-
ing conditions; and have temporary, permanent or 
no right to stay (160). Irregular migrants may have 
informal work agreements without the social protec-
tion of health or social insurance (159,161). Labour 

migrants may be exposed to discrimination in the 
workplace, exploitation, psychosocial problems 
and dangerous working conditions. The most com-
mon work-related health problems reported among 
labour migrants were musculoskeletal, respiratory 
and mental health problems (159). Work-related 
injuries were more common among labour migrants 
than in the non-migrant population: in Czechia, inju-
ries were the top cause for hospitalization among all 
migrants, and work-related injuries were three times 
higher for migrants than for the non-migrant pop-
ulation (162). Migrant workers are also more likely 
to work long hours, in high-risk jobs and without 
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necessary safety measures and to avoid complain-
ing about hazardous conditions (159,163,164). 
Some evidence has suggested that there is a gen-
der effect, with male migrants showing significantly 
more work-related injuries than female migrants, for 
whom the occupational injury rate was the same as 
for the host population (165). This might reflect the 
traditional division of work domains, with men tend-
ing to work in sectors with higher physical health 
risks, such as construction and mining (159,166). 
However, female migrant workers often work in 

domestic services or as seasonal farm workers, 
with only verbal contracts and little opportunity to 
register complaints or ensure sick leave and occu-
pational safety (158,167).

Some initiatives have sought to improve the health 
of labour migrants, for example through provision 
of information campaigns for foreign workers to 
improve their health and safety issues (168) and pre-
ventive outreach for infectious diseases (see Preven-
tive care).

Key points: maternal and child health

• There is a marked trend for worse pregnancy- 
related indicators among refugees and migrants.

• Refugee and migrant women are protected 
from adverse obstetric and perinatal health 
outcomes through personal factors, such as 
socioeconomic and educational status, and 
characteristics of the host country, such as hav-
ing a strong integration policy.

• Refugee and migrant children may be more 
prone to health issues related to diet: both mal-
nutrition and overweight/obesity.

• Migration is a risk factor for children’s mental 
health.

• Unaccompanied minors are vulnerable to sex-
ual exploitation and experience higher rates of 
depression and symptoms of PTSD.

Maternal and child health

Maternal health care generates particular needs for 
both migrant and host populations. Compared with 
non-migrants, most migrant women still face poorer 
pregnancy outcomes. Maternal and child health are 
areas where familiarity, comprehensibility, accepta-
bility, availability and affordability particularly affect 
health-seeking behaviours (169). This section dis-
cusses issues of particular concern for refugee and 
migrant women and children. Children may have had 
extended periods of inadequate nutrition and lack of 
routine care during the displacement and migratory 
process and this can lead to health issues (e.g. lack 
of full immunization or poor dentition).

Obstetric and perinatal health

While the amplitude and direction of variations in out-
comes differ between host countries, migrant origin/
status and the outcome examined, there is a marked 
trend for worse pregnancy-related indicators among 
refugees and migrants (169).

A recent WHO review (169) found that refugee and 
migrant women had poorer pregnancy outcomes com-
pared with non-migrant women, including increases in 
pre- and perinatal events such as induced abortions, 
caesarean sections, instrumental deliveries and com-
plications during childbirth. A study in the Russian 
Federation found that almost 50% of pregnancies in 
refugee and migrant women ended in abortion and 
10% in miscarriage or stillbirth (170), while African ref-
ugee and migrant mothers in Sweden were found to 
have 18 times more risk of neonate death (171).

Some evidence also indicates a higher prevalence of 
low birthweight and small for gestational age babies 
(a proxy for placenta problems) in refugee and migrant 
women (172–175), with refugees tending to have a 
higher risk than other migrant groups (173). Studies 
in Italy and Portugal found increased preterm delivery 
rates among migrant women (176,177), while other 
studies found migrants were more likely to have better 
outcomes for both low birthweight infants and preterm 
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births (178,179). Other findings also indicated differing 
incidences of pre-eclampsia between migrant groups 
and host women. In Norway, for example, the risk of 
pre-eclampsia was lower for migrant than for non- 
migrant women but this risk increased with the length 
of residence in Norway (180).

In the WHO European Region, maternal mortality 
is higher among migrant women than non-migrant 
women (181,182). In France, maternal mortality is 
2.5 times higher among refugee and migrant women 
than women born in France, and this rate increases to  
3.5 times higher specifically for women from  
sub-Saharan Africa (183,184). Migrant status has 
been found to determine maternal mortality rates 
in data obtained from eastern Europe and central  
Asia (185–187). Maternal mortality can be reduced with 
adequate care and medical support, and a number of 
factors have been identified as protecting refugee and 
migrant women from adverse obstetric and perinatal 
health outcomes, including mother’s background and 
origin from a country with high Gender-related Develop-
ment Index and advanced health care system (181,188); 
the mother’s education level, knowledge of local lan-
guage and social support network; and length of stay in 
the host country and that country having a strong inte-
gration policy (182,189–193). A Swedish study found an 
increased rate of potentially avoidable perinatal deaths 
among African mothers (171). The most common  
factors identified as resulting in potentially avoidable 
perinatal deaths were delays in seeking health care, 
refusal of medical interventions, insufficient surveil-
lance of intrauterine growth restriction, inadequate 
medication, misinterpretation of cardiography and 
interpersonal miscommunication (171,194).

Risk factors for poor migrant maternal health include 
several that are directly related to being a migrant, 
such as poor living conditions, unemployment, the 
need to support families and poverty. These risk 
factors expose women to a range of specific risks 
including HIV infection, other STIs and TB, as well as 
dangers from potential trafficking, sex work or forced 
labour (12,195–200). These risk factors, combined 
with lower access to family planning and contra-
ception and lower uptake of general gynaecological 
health care, all contribute to the poorer pregnancy 
outcomes described above (30).

The combination of obesity and disposition to diabe-
tes among some refugee and migrant women could 
lead to increased rates of pre-eclampsia and severe 

congenital anomalies, thus contributing to the higher 
risk of perinatal mortality (201).

In addition, to physical health problems, many women 
suffer from mental health problems during or after preg-
nancy, mostly postpartum depression (202). In Portu-
gal, for example, the risk for postpartum depression 
is more than six times higher in migrant than in non- 
migrant mothers (203). Identified determinants of post-
partum maternal mental health problems or depression 
among refugee and migrant women in Europe include 
social isolation, lack of social/emotional support, lan-
guage barriers, problems with husband/family, cultural 
conflict, being a single mother, previous depression or 
not being in contact with the partner (204,205).

Obesity and diabetes in children

Research in Norway focusing only on refugee and 
migrant children from a non-western background 
found a 27% higher prevalence of general over-
weight (including obesity) and a 50% higher preva-
lence of abdominal obesity compared with the host  
population (206). However, a German study that 
focused on all migrant children and did not differen-
tiate based on country or region of origin showed a 
prevalence of overweight of 12.7% compared with 
6.9% in the host population (207). A higher risk for 
overweight/obesity was also observed among girl 
migrants compared with boy migrants (92).

The prevalence of type 1 diabetes in all refugee and 
migrant children in Norway was found to be dependent 
on ethnic background: refugee and migrant children 
accounted for approximately 5% of the total cases in 
Norway but some refugee and migrant groups had a 
significantly lower incidence than children in the host 
population (208). Consequently, generalizing on over-
weight/obesity and diabetes prevalence in refugee 
and migrant children and adolescents in the WHO 
European Region is difficult because of variety in the 
populations and the destination countries.

Dental health in children

Across the WHO European Region, oral health has 
been recorded as poorer in the refugee and migrant 
population than in the host population (209–212) and 
dental care is considered one of the key problems 
among migrant children (213). Nearly 50% of refugee 
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children in Switzerland under the age of 5 years had 
dental caries, compared with 20% in children of the 
same age group in the general population (214).  
The increase in the rates of dental caries can be 
related to inadequate dental care and nutritional  
deficiencies (17). Vitamin D deficiency has been 
identified among migrant children in northern parts 
of the WHO European Region (215,216).

Child and adolescent mental health

The mental health status of refugee and migrant 
children is often shown to be lower than that of 
the host population within the WHO European  
Region (217–221). A meta review of 39 studies from 
eight different European countries showed that 
migration status can be postulated as a risk factor 
for children’s mental condition (222), predominately 
internalizing disorders (PTSD, depression and anxi-
ety) associated with exposure to organized violence 
and migration stress. Suicide attempts among young 
migrants in Europe have been shown to be higher 
than in the host populations (223).

Research is inconclusive regarding externalized 
problems, such as conduct disorder or hyper activity 
(218,222–224), although displaced and migrant chil-
dren are more likely to be affected (218,219). Refu-
gee and migrant children have been shown to have 
an increased risk for psychotic experiences com-
pared with children in the host populations (217). 
Higher rates of psychiatric disorders such as depres-
sion, PTSD and anxiety were also found to be more 
common among children born in the country of set-
tlement to parents born elsewhere than in children of 
the host population (218).

Evidence from research conducted in Norway, Spain 
and Sweden on refugee and migrant children’s health 
generally described a lower prevalence of alcohol and 
substance use among young refugees and migrants 
in comparison with the majority population (225). One 
exception was the use of illicit drugs in Sweden, which 
was significantly higher in refugee and migrant youth 
than in the youth of the host population, particularly for 
migrants coming from other European countries. Dif-
ferences between migrant groups could be observed, 
with migrants from Asia showing low cannabis use 
in Norway and low alcohol use in Sweden. A gender 
difference could also be observed, with girls exhibit-
ing lower drinking and smoking behaviour. A potential 
explanation for those differences is that norms in the 

countries of origin of refugees and migrants continue 
to influence their behaviours (225).

Mental health of unaccompanied minors

Unaccompanied asylum-seeking children form a 
population at particularly high risk for mental health 
problems, which can be related to their increased 
risk for traumatic life events such as conflict-related 
violence; suffered or witnessed threatening events; 
physical and sexual abuse; and loss of a close rela-
tive or carer (226,227).

In Norway, 48% of unaccompanied adolescents 
seeking asylum met the diagnostic criteria for a 
mental illness (228). Unaccompanied minors show 
higher rates of depression and symptoms of PTSD 
compared with other refugee and migrant groups 
(229,230) or with children who were accompanied by 
an adult during migration (231).

While there is still wide variation reported in the 
prevalence of mental health problems among unac-
companied minors in Member States of the WHO 
European Region, evidence suggests that post- 
migration stressors can have as significant an impact 
on the prevalence of mental health problems as trau-
matic events before and during their journey (232). 
Placement in a low-support facility upon arrival in 
Norway was associated with higher levels of psycho-
logical distress, particularly for those minors who 
were placed in facilities for adults (233). A review 
assessing nine studies from Europe found that unac-
companied girls experienced higher vulnerability for 
depression, anxiety and PTSD but concluded that 
more research was needed to clarify these obser-
vations (234). These children are often reluctant to 
discuss any symptoms of mental illness that they are 
experiencing, and one in five have delayed presenta-
tion (231); consequently, mental health challenges 
are often long term in this population (230).

Sexual and gender-based violence against 
unaccompanied children

Unaccompanied minors are vulnerable to sexual 
exploitation because of their lack of protection and 
feelings of fear, ignorance, stigma and powerlessness, 
which prevent them speaking out (235,236). They are 
often targeted by abusers precisely for these reasons: 
72% of detected female victims of trafficking had 
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experienced sexual exploitation (237). A UNHCR report 
from 2017 indicated that boys also suffered from sex-
ual exploitation and abuse, often in detention settings, 
and in higher numbers that often assumed (238). 
Unaccompanied minors who live with extended family 
members or unrelated carers experiencing economic 
hardship are often at an elevated risk because they are 
likely to be used for financial gain (e.g. through prosti-
tution, child marriage or trafficking) (235). Girls are at 
increased risk of being pressured into a dependency 
that does not give them the chance to reject an offered 
child marriage (237). Sexual violence and child mar-
riage have significant physical, emotional and devel-
opmental consequences for children, including early 
pregnancy, STIs and physical and psychological harm. 
It is common for girls who marry early to drop out of 
school (237).

Child maltreatment

There is a lack of conclusive evidence on whether 
maltreatment of children and adolescents within the 
family differs in refugee and migrant groups from that 
in the host populations in the WHO European Region. 
Refugee children have been overrepresented within 
child protective services in parts of the Region for 
physical abuse (239,240), but it is not clear whether 
this relates to issues such as harsh disciplinary prac-
tices within families, poverty and related social risks, 
bias of reporting professionals or a lack of cultural 
competence and needed resources (241).

In Switzerland, reported child maltreatment was high-
est among migrants from non-western countries, fol-
lowed by western migrant groups and then the host  
population (242). Refugee and migrant background 
was related to the socioeconomic and ecological risk 
factors for child maltreatment, and the distribution of 
these risk factors varied depending on the migrant 
context (242).

Sexual and reproductive health

Knowledge about contraception and family planning 
has been shown to be highly dependent on the coun-
try of origin and previous educational attainment. 
Irregular migrants are at a higher risk of unintended 
pregnancies (243). A study from Sweden showed 
that contraceptive use and knowledge about contra-
ceptive methods was significantly lower for migrant 
women than for the host population (244). The WHO 

Regional Office for Europe’s Action Plan for Sexual 
and Reproductive Health in 2016 identified this chal-
lenge and called upon Member States to establish and 
strengthen formal and informal evidence-informed 
comprehensive sex education and organize dedicated 
services to promote access for refugees and migrants 
to sexual and reproductive health services (245).

Female genital mutilation

Female genital mutilation is not a traditional practice 
in the WHO European Region and is illegal in most 
EU countries (246). However, it does occur in certain 
groups and migrating women may also have been cut in 
their country of origin (247,248). Female genital mutila-
tion has no health benefits and can lead to a number of 
health complications, such as pain during intercourse 
or the birth process, psychological problems and post-
partum complications (249,250). A lack of education, 
being a refugee or a migrant and being a member of 
certain religious groups can be associated with female 
genital mutilation (251). Recent evidence indicates that 
longer duration of stay in a host country is positively 
associated with rejecting the practice (252).

Sexual violence

Sexual violence is a serious public health and human rights 
problem with both short- and long-term consequences 
for a person’s mental, physical, sexual and reproductive 
health. Many refugees, asylum seekers and irregular 
migrants experience sexual violence in transit settings 
but also in countries of destination (238,253–255).  
Because of a strong stigma attached to the topic, low 
reporting rates and little research in the field, it is diffi-
cult to estimate prevalence. The lack of stable housing 
or lack of a residence permit increases vulnerability, 
the risk of a precarious living situation and the risk of 
victimization (256). Sexual violence can also pose the 
risk of STIs (257). In times of conflict, sexual violence 
often increases and puts women, men and children at  
risk (258), particularly children without a carer.

Many refugees and asylum seekers have experienced 
sexual violence after their arrival in Europe (259). 
Trafficked individuals, both children and adults, often 
experience serious sexual violence. Some refugees 
and migrants are at increased risk of sexual exploita-
tion; while women and children carry the major bur-
den of sexual violence, men and other groups, such 
as homosexuals, bisexuals and transgender individu-
als, must also be considered (238). Evidence on sex-
ual violence against refugees and asylum seekers in 
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asylum reception facilities in seven different Euro-
pean countries showed that professionals knew 
about existing support structures and preventable 
measures but residents often had little awareness of 
these; both residents and professionals said that the 
number of sexual violence cases could be reduced 
by more and adequate preventive measures (255).

Sexually transmitted infections

There is limited evidence available for STIs in the ref-
ugee and migrant population in the WHO European 
Region (61). Some studies find a higher prevalence of 
STIs in refugee and migrant women (260) while oth-
ers find the prevalence to be similar to that of non- 
migrants (261). Research on STIs often focuses on 
HIV. However, it is important to research the situation 

for other STIs as there has been a constant rise in the 
rates of diseases such as gonorrhoea and syphilis in 
the Region (262,263). In 2010, 11% of gonorrhoea 
cases and 7% of syphilis case were in migrants in 
the EU/EEA: 46% of migrants with gonorrhoea came 
from another European country, 18% from South 
America, 13% from North America, 11% Asia and 
10% from Africa; and 55% of migrants with syphi-
lis came from another European country, 13% from 
Asia, 11% from Africa, 11% from South America and 
9% from North America (61). A low participation rate 
in screening programmes for human papillomavirus 
and lower immunization rates led to higher rates of 
more advanced stages of the diseases linked to the 
virus at the time of diagnosis (44,264–266). Some 
interventions have specifically targeted migrants 
to increase awareness of STIs, for example labour 
migrants (see Preventive care) (267).

Health care organization and delivery

Key points: health care organization and delivery

• The right to health is often restricted among the 
refugee and migrant population based on legal 
status.

• Irregular migrants and those who are being traf-
ficked often have increased difficulty in access-
ing health care in the WHO European Region.

• Utilization of primary care services is affected 
by the organization of the health system and 
whether payments are required at access.

• Provision of screening and health care for ref-
ugees and migrants at borders, who might 
require it, is an important step towards ensur-
ing their health needs as they move on into host 
communities.

• Similar to the host population, delivering 
high-quality and appropriate health care to ref-
ugees and migrants requires health information 
systems that collect accurate and relevant data 
on their health status and health needs.

Health care organization and delivery play a large 
part in promoting refugee and migrant health. This 
topic encompasses a broad range of multilevel pol-
icies, programmes, measures and cooperation, and 
these vary greatly throughout the Region. Large 
population movements pose specific challenges 
to health systems that require an understanding of 
the context as this will affect the approach chosen 
from country to country. Efforts should be directed 
towards addressing the specific health needs of ref-
ugees and migrants, especially for the most vulner-
able groups such as children, pregnant women, the 
elderly, people with disabilities and victims of torture. 
Sexual and reproductive health issues, gender-based 
violence and mental health and care should be the 
top priorities for attention.

This section will cover entitlement to services for 
migrants in the WHO European Region before con-
sidering their utilization of primary care. Preventive 
care strategies that either exist or are recommended 
are covered (screening, cross-border health care and 
immunization programmes) plus the health informa-
tion systems that enable monitoring and promotion 
of refugee and migrant health.

Entitlement to services

The 1946 Constitution of the World Health Organiza-
tion was the first document to articulate that the right to 
health is an essential component of human rights (268); it 
stated that the right to health and health care was univer-
sal, fundamental and inalienable and could not be made 
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dependent on conditions such as nationality or legal  
status (269). Part of the right to health is that all individu-
als should enjoy access to systems of health protection 
that promote the prevention, treatment and control of dis-
eases, access to medication, and equal and timely access 
to health services, among other things (268).

Although the right to health and, therefore, the right to 
health services should be universal, data from the WHO 
European Region indicate that the right to health is often 
restricted among the refugee and migrant population 
based on legal status and there are large variations 
across the Region (Box 2.4) (270). Children and pregnant 

Box 2.4. Migrant Integration Policy Index (MIPEX) Health strand for the WHO  
  European Region

Significant variation in the level of entitlement to health care services was identified in the MIPEX Health 
Strand for 2015 for 34 Member States of the WHO European Region (270), with the following provisions 
for asylum seekers:

• conditions for inclusion:
 – unconditional inclusion: 16 Member States (Belgium, Croatia, Denmark, France, Germany, Iceland, 

Italy, Luxembourg, the Netherlands, Norway, Romania, Spain, Sweden, Switzerland, the former 
Yugoslav Republic of Macedonia and the United Kingdom); and

 – conditional inclusion (often residence in reception centres or designated areas): 18 Member States 
(Austria, Bosnia and Herzegovina, Bulgaria, Cyprus, Czechia, Estonia, Finland, Greece, Hungary, 
Ireland, Latvia, Lithuania, Malta, Poland, Portugal, Slovakia, Slovenia and Turkey);

• extent of coverage:
 – identical care to nationals: 15 Member States (Austria, Bulgaria, Czechia, Estonia, France, Greece, 

Hungary, Ireland, Italy, Luxembourg, the Netherlands, Norway, Spain, Turkey and the United Kingdom);
 – care beyond emergency care but not matching the entitlements of nationals: 17 Member States 

(Belgium, Bosnia and Herzegovina, Cyprus, Denmark, Finland, Iceland, Latvia, Lithuania, Malta, 
Poland, Portugal, Romania, Slovakia, Slovenia, Sweden, Switzerland and the former Yugoslav 
Republic of Macedonia); and

 – emergency care only: two Member States (Germany and Hungary);

• special exemptions from restrictions: treatment of infectious disease; antenatal and/or perinatal and/or 
postnatal care; care for minors and care for vulnerable groups may be exempted from the above restrictions 
(Member States in which there are no restrictions on entitlements for asylum seekers are not listed here):

 – three or more of the above exemptions granted: 13 Member States (Belgium, Bulgaria, Croatia, 
Cyprus, Denmark, Estonia, Finland, Greece, Portugal, Romania, Slovenia, Sweden and Turkey); and

 – one or two of these exemptions granted: 11 Member States (Austria, Bosnia and Herzegovina, 
Czechia, Germany, Hungary, Iceland, Latvia, Lithuania, Poland, Switzerland and the former Yugoslav 
Republic of Macedonia);

 – none of these exemptions granted: two Member States (Malta and Slovakia).

For migrants with valid permits to stay, the provisions are:

 – same entitlements as for residents: 10 Member States (Belgium, Denmark France, Germany, Italy, 
Luxembourg, the Netherlands, Sweden, Switzerland and the former Yugoslav Republic of Macedonia);

 – reduced entitlements compared with residents: several Member States, with slightly reducing 
entitlements in Estonia and Portugal, new restrictions in the United Kingdom and limited 
entitlements in central European countries with few migrants;

 – only emergency care provided by the state: one Member State (Cyprus); and
 – no clear legislation formalized: one Member State (Malta).

Note: data presented are from the MIPEX Health Strand 2015 (270) and any recent developments will not 
be reflected here. For detailed information, please refer to MIPEX Health Strand 2015.



women are often singled out to receive free health care 
but this is not always achieved (Fig. 2.4) (271).

Two conflicting trends have been occurring across 
the WHO European Region: attempting, on the one 
hand, to guarantee human rights by acknowledging 
the specific health needs of migrants and, on the other 
hand, to control migration flows and enforce policies 
restricting their right to health. The lack of consist-
ency in strategies addressing these issues has led 
to a flawed rights-based approach, an obstacle to 
potential coherent policy and negative outcomes for 
migrants (195). The 2016 Strategy and Action Plan 

for Refugee and Migrant Health in the WHO European 
Region (272) has influenced positive changes regard-
ing the inclusion of refugees and migrants in national 
health policies (see Chapter 3).

Irregular migrants

There is a high degree of variability in the right to 
health care for irregular migrants in the WHO Euro-
pean Region. While health care should be available 
at all levels no matter the administrative status of the 
person seeking treatment, there are frequently legal 

Yes

Only migrants

Only refugees

No

No for migrants and data not available for refugees

Data not available

Fig. 2.4. Free care for refugee and migrant children in the WHO European Region

Source: WHO Regional Office for Europe, 2018 (271).
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restrictions barring irregular migrants from enjoying 
full and effective access to services. There is gener-
ally also a lack of health care policies at the national 
level that address this issue (12,273).

National laws can conflict with international laws in 
promoting the fundamental right to health if a per-
son’s migrant status is used to restrict entitlement 
to national health care services (12,269). Frequently, 
irregular migrants do not have access to antenatal 
and postpartum health care services and are often 
limited to emergency care services.

The policies for health services for irregular migrants 
vary greatly in the Region from no access to full 
access (12). Some countries in the Region do not pro-
vide basic access to emergency medical services for 
irregular migrants, with a few exceptions granted on 
public health grounds, whereas other countries pro-
vide partial or complete health care coverage for irreg-
ular migrants under specific circumstances (270).

There are some practices at regional and local lev-
els throughout the WHO European Region that pro-
tect irregular migrants. These include the prohibition 
of reporting migrant status, anonymous medical 
cards, free health care, language and cultural media-
tion services, the expansion of training programmes 
for health care workers, creation of systematized 
guidelines and development of health policies with 
migrants’ input (273).

Human trafficking

Human trafficking is a lucrative crime that exploits 
women, children and men, and it can take many 
forms, including for forced labour, sexual exploita-
tion, forced begging, child soldiers, organ removal, 
sham marriages, fraudulent schemes and pornog-
raphy (274,275). While the exact numbers of peo-
ple trafficked are not known, estimates show that 
there are millions of victims of human trafficking in  
the world today. According to the United Nations 
Office on Drugs and Crime, children make up almost 
one third of all human trafficking and 79% of all victims 
are women and girls (275). Given the hidden nature 
of trafficking, available data are limited and most 
likely underestimated. Recent estimates indicate  
that there are around 50  000 trafficking victims in 
the WHO European Region. While the global average 

suggests that a majority of trafficking victims are 
women and girls, there are regional differences in 
some areas. In eastern Europe and central Asia, for 
example, men represent the majority of reported vic-
tims and in the Mediterranean region children and 
youth are increasingly becoming victims (237,275).

The key international legal treaty committing govern-
ments to combat trafficking is the Palermo Protocol 
to the United Nations Convention against Transna-
tional Organized Crime (276). Conventions from the 
ILO on forced labour may also sometimes be applica-
ble, in particular in relation to trafficking of children. 
WHO supports countries in combating human traf-
ficking and strengthening health systems responses 
within its framework for addressing violence against 
women (276).

The health effects of trafficking (e.g. from physical, 
psychological and sexual abuse) and the health 
needs of trafficking victims mainly relate to poor 
mental health, depression, PTSD, suicidal thoughts 
and substance use (drugs, alcohol); violence-related 
injuries; and reproductive health needs, unwanted 
pregnancy and STIs (277–280).

While both men and women reported sexual vio-
lence, the majority of the support services, especially 
among refugees and migrants, only address female 
victims, and services are often connected to mater-
nal and reproductive health clinics. This increases 
the barriers for male victims of sexual violence to 
receive help (259).

While there are few studies on victims’ access to 
health services while being trafficked, a recent study 
in the United Kingdom concluded that about 20% of 
victims had some form of health care access (281). 
In a survey of health professionals, about 13% of hos-
pital personnel reported having (or suspected they 
had) treated a victim of trafficking (20% in maternity 
wards) (282). Migrant home care workers in Israel, 
who are predominantly women, were found to be 
particularly vulnerable to abuse and exploitation at 
the workplace (283) and the intersection between 
gender, social status and the dependency associated 
with irregular status was considered to increase their 
vulnerability.

Fig. 2.5 illustrates several of the dimensions to the 
barriers faced by the health system to better engage 
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Individual

• Hidden nature of trafficking
• Inhibited health-seeking
    due to control or fear
• Reluctance to disclose
• Language
• Inability of health
    professional to identify
• Disinterest/fear of health
    professional
• Discrimination and stigma

System

• Non-recognition of
    trafficking as a public
    health issue
• Absence of curricula or in-
    job trainings
• Absence of referral
    mechanisms
• No resources
• Institutional biases, gender
    inequalities

Policy

• No health official
    representation in anti-
    trafficking policy-making
• Lack of intersectoral
    collaboration

Fig. 2.5. Barriers to better health system engagement in counter trafficking

Source:  based on the analysis presented in Macias Konstantopoulos et al., 2013 (284).

in countering trafficking but as frontline health 
professionals may be the sole public servants to 
meet victims of trafficking, the health system has 
a responsibility to act – as it should for victims of 
other crimes, exploitation and violence. Both traffick-
ing victims and the victims of these crimes may have 
limited access to the justice system and would ben-
efit from the intervention of the health system (278) 
with policies such as:

• embedding trafficking-prevention strategies in 
community health programmes;

• supporting victim identification, promoting safe 
solutions and building trust;

• ensuring that victims receive trauma-informed 
and culturally appropriate care;

• promoting accessible models of care, one-stop 
shops and effective referral pathways;

• providing psychological therapy and empower-
ment for victims; and

• collaborating with justice and social sectors to 
combat trafficking and support victims.

Unaccompanied minors are at increased risk for 
abduction, trafficking for sale and exploitation, and 
illegal adoption. A report from the United Nations 
Children’s Fund in 2017 on unaccompanied minors 
using the Mediterranean route to Europe found that 
children and youth were far more at risk of exploita-
tion or trafficking than adults (237). The risks were 
exacerbated if surveillance at borders was insuffi-
cient, if violations of children’s rights already existed 
and if there was easy access to the child (235). Such 

children may also be recruited or taken into armed 
forces, leading to major health consequences (235). 
Children migrating unaccompanied can face death 
and disability, detention by authorities, early/forced 
marriage (235), physical and sexual violence (285), 
starvation (286) and barriers to accessing physical 
and mental health care (237).

Primary care

The Alma-Ata Declaration considered primary health 
care as the core element to attainment of the goal 
of achieving health for all (287). On the occasion of 
reaffirming the commitments expressed in the Dec-
laration, it is important to recognize and emphasize 
the health needs of refugees and migrants and the 
role primary health care has to play in promoting their 
health.

Health care systems and the organization of health 
services differ substantially in both methods of 
delivery and methods of financing within the WHO 
European Region (288). National health insurance 
covers care within public health systems but pri-
vate insurance or direct out-of-pocket payments can 
be required (289). Access to primary health care 
services for refugees and migrants varies across 
the WHO European Region and also within national  
boundaries (12,13,159). Consequently, it is difficult to 
make generalized statements or draw conclusions 
regarding access to primary care for the whole Region.

Generally, access to health care services depends 
on the person’s legal status and usually migrants 
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having the required residence permits follow the 
same pathways and services as the host population. 
Migrant workers may have health coverage through 
their employers (13). State systems may be ineffec-
tive or inaccessible and reliance on nongovernmental 
organizations (NGOs) to bridge gaps in communica-
tion and access is high (13).

The utilization of services by migrant groups has 
been shown to differ from that of the non-migrant 
population but this does depend on factors such as 
the motivation for migration or duration of residence. 
A systematic literature review of migrants’ health 
service utilization in Europe showed underutiliza-
tion of screening services by migrants in general but 
inconsistent patterns for other health care provision, 
including primary care (290). Gaps in services, bar-
riers to service use and recommendations are pre-
sented later in this chapter.

Preventive care

Immediate health and medical needs among refugee 
and migrant populations derive from those present in 
the country of origin and those resulting from the dis-
placement and migratory process. Dealing with these 
needs as soon as possible makes sense both for indi-
vidual health and for effective use of health care sys-
tems. Preventive care includes health services that 
are used to prevent illness and other health problems 
or to detect them at an early stage so that treatment  
can be introduced when it works best (291). Typical  
examples of preventive care are screening and 
health checks, immunization, patient counselling and 
health education and promotion (Box 2.5) (13,292).  
Cross-border assessment and provision of health 
care is an important aspect of preventive care tar-
geting those migrating across the Region. These 
aspects are considered in more detail here.

Box 2.5. Intervention to reduce STIs in labour migrants in transit

Approximately 800 000 Tajik migrants live and work in the Russian Federation. The TRAIN (Transit 
to Russia AIDS Intervention with Newcomers) project provided information on help seeking and 
community supports in Moscow, spousal communication about HIV and STI prevention, and 
communication with community members about STIs. The intervention took place on a train from 
Tajikistan to Moscow on which most Tajik labour migrants journeyed to work in the Russian Federation. 
Two questionnaires on family and reproductive health and on family and labour migration collected 
information from Tajik (mostly male) migrant workers in the Russian Federation and their partners at  
home (267).

Reproductive and sexual health was clearly an important issue for a significant proportion of Tajik labour 
migrants in the Russian Federation: 38% made at least one visit to a doctor related to reproductive health 
problems, although only 23% of their spouses in Tajikistan had contacted a doctor about reproductive 
health (267). The surveys showed that 9% of Tajik labour migrants in the Russian Federation had a history 
of an STI in the three years before the questionnaire was issued (2009–2011) and 11% of their partners 
living in Tajikistan also had a history of STIs. Almost half of the Tajik labour migrants (48%) had sexual 
contacts other than their spouses (including commercial sexual contacts while working in the Russian 
Federation): 13% had frequent sexual contacts and 35% had rare sexual contacts.

Screening

Targeted screening of at-risk populations may be 
considered as a component of the comprehensive 
assessment of health, particularly for arriving ref-
ugees and migrants (see below) (293). Screening 
should be non-discriminatory, non-stigmatizing and 
carried out to the benefit of the individual and the 

public; it should also be linked to access to treat-
ment, care and support. Screening should respond to 
appropriate risk assessments, have its effectiveness 
evaluated and be provided on a voluntary basis with 
ethical attention to confidentiality (293). The delayed 
participation of migrants in screening programmes 
can lead to a later detection of diseases linked to 
older age (294,295). For example, refugees and 
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migrants are often diagnosed later with dementia and 
also get medication prescribed later and to a lesser 
degree (296). Limited access to health care services 
because of worries about legal status can put irregu-
lar migrants at risk, particularly elderly migrants who 
may be more needful of services because of their 
advanced age (17).

A literature review including 27 centres across dif-
ferent European countries showed that women 
from minority ethnic groups were not adequately 
addressed and included in breast cancer surveil-
lance programmes (297). Increasing active outreach 
to those communities and assessing the needs of 
the women to make systems more culturally sensi-
tive would help to ensure that migrant women take 
advantage of the existing surveillance programmes 
for breast cancer.

Screening and diagnostic tests for HCV and HBV are 
important to detect possible infection and determine 
the stage of progression of the disease and promote 
treatment (298,299). The identification and treatment 
of affected refugee and migrant populations will sup-
port global strategies for the elimination of viral hep-
atitis (300).

Screening and health provision at borders

The immediate health and medical needs of arriving 
refugees and migrants fall into two categories: those 
present before the refugees and migrants began their 
journey and those resulting from the displacement 
and migratory process. Both may create situations 
where arriving refugees and migrants need urgent 
medical care and attention. Refugees and migrants 
with pre-existing or previously unknown conditions 
may not have had access to medical attention or 
treatment before or during their travel and may arrive 
needing treatment. In addition, the displacement and 
migratory journey itself may have exposed refugees 
and migrants to violence, trauma and injury, adverse 
conditions, lack of adequate nutrition and other trans-
portation-associated risks (301). Consequently, health 
assessment for newly arrived refugees and migrants 
represents a crucial challenge for European countries, 
given the increased rates of population movements to 
Europe (31) and the consequent implications for health 
systems (302). Health centres are not always present 
or can be very limited at the border or upon reception 
and may be overwhelmed if there is a sudden influx of 

people. Across Europe, there is considerable variation 
in terms of health assessment approaches and best 
practices (303).

Several countries in the WHO European Region, par-
ticularly those considered the first arrival points for 
refugees in the Region (e.g. Croatia, Greece or Italy), 
provide health screening services for infectious dis-
ease prevention, collect data on infections and have 
surveillance systems that are regulated by law and 
set standards (304). Some Member States have 
developed national guidelines for screening of refu-
gees and migrants at borders (305). However, a lack 
of financial and human resources often limits the 
screening available for migrants upon arrival in some 
border countries, such as Greece (306).

The most frequently screened diseases among 
newly arrived migrants are communicable diseases, 
and TB in particular. For example, a study showed 
that among 15 EU/EEA countries with an imple-
mented screening programme, TB was the disease 
most commonly screened, followed by HBV, HCV and 
HIV infections, other STIs, and vaccine-preventable 
diseases (67). Similarly, among eight non-EU coun-
tries of the Mediterranean basin and Black Sea, TB 
remained the most screened disease, followed by 
HIV, HBV and HCV infections, and other STIs (307).

The WHO European Region has established a mini-
mum package for cross-border TB control and care 
based on the Wolfheze workshops, with the coopera-
tion of national TB programme managers. The aim of 
the package is to foster coordination between non-EU 
and EU countries within and outside of the WHO Euro-
pean Region and to protect the right to health and 
continuation of care regardless of legal status. All 
Member States have been recommended to have suf-
ficient funding from government and health insurance 
organizations to provide diagnosis and treatment for 
all (308). A regional fund has been suggested, with 
particular emphasis on irregular migrants, student 
migrants and seasonal workers. Service delivery 
should be culturally competent and should promote 
the prevention, diagnosis, treatment and control of TB 
at the first point of contact, as well as continuity of 
care and confidentiality. Surveillance and monitoring 
across borders as well as supportive environments 
are important to reducing the burden of TB in the  
Region (308). Additionally, WHO and the European 
Respiratory Society have implemented a set of 
tools to help in the management of cross-border TB 
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treatment in migrants (108,309). The approaches 
used for detecting active TB are still debated. A sys-
tematic review assessing the effectiveness of TB 
screening methods and strategies based on chest 
radiography in EU/EEA countries reported relatively 
low yields from screening for active TB compared with 
other types of active case-finding, such as contact  
tracing (310). Another systematic review concluded 
that screening at ports of entry through active search-
ing for TB symptoms may be more effective in identi-
fying active TB than passive screening (311). Despite 
the limited availability of evidence, TB blood tests 
appear to be cost-effective for identifying latent TB in 
high-risk groups, such as immigrants from high-inci-
dence countries and their close contacts (30).

A more comprehensive package of care and surveil-
lance has been recommended for those Member 
States on the borders of the WHO European Region 
plus strengthened health information systems in order 
to effectively and efficiently respond to the health  
needs of newly arrived refugees and migrants (84). 
According to WHO, newly arrived refugees and 
migrants frequently have health problems such as 
accidental injuries, hypothermia, burns, untreated 
NCDs, pregnancy and birth complications, plus prob-
lems related to sexual violence and psychosocial 
disorders (312). Children are at particular risk of res-
piratory, skin and gastrointestinal infections.

Lack of systematized data collection and sharing 
of information between reception centres is also 
a challenge (313). Addressing these challenges is 
an important step towards ensuring that the health 
needs of refugees and migrants arriving at the bor-
ders of the WHO European Region are addressed as 
efficiently as possible.

Immunization programmes

Immunization is one of the most effective public 
health interventions for preventing outbreaks of, and 
controlling, infectious diseases (314). While most 
refugees and migrants do come from countries with 
immunization programmes, there are a number of 
reasons why they may not be fully protected (36). An 
accumulation of risk factors for vaccine-preventable 
diseases among the refugee and migrant population 
has created a need for systemized immunization 
plans to prevent any threats to public health and 

protect the health of the refugee and migrant pop-
ulation. Current recommendations are that newly 
arrived refugees and migrants should be vaccinated 
according to the national immunization schedule of 
the host country if they will be residing there for more 
than seven days (315). However, often refugees and 
migrants will move from country to country before 
they are settled in a destination country and meth-
ods to register, track and share immunization data 
between countries vary. National immunization pro-
grammes in the Region generally lack targeted rec-
ommendations for refugees and migrants, with these 
occurring only in 11 Member States (see Fig.  2.2) 
(36). Administrative barriers regarding entitlement to 
free health services, and lack of knowledge by pro-
viders and users, can result in many refugees and 
migrants failing to receive immunization services. In 
particular, irregular migrants may fail to access pro-
grammes through fear of administrative or legal con-
sequences. Other barriers include social isolation, 
poverty and literacy levels of refugees and migrants; 
inadequate training of health care professionals; lack 
of routine data collection and evaluation; and lack of 
finance and resources (36).

Preparedness and contingency planning

Preventive care also encompasses being pre-
pared for, and being able to respond to, unexpected 
demands on health care provision. Contingency 
planning refers to the routine monitoring and iden-
tification of vulnerabilities, risks and health system 
capacities in order to plan and implement response 
mechanisms and minimize or eradicate risk. In this 
context, risk mitigations include all actions taken to 
reduce the likelihood and intensity of exposure to haz-
ards that threaten population health. Recommended 
actions to be taken when implementing contingency 
plans in the context of displacement and migration 
are vaccinations, vector control, alert and response 
systems, infectious disease control, enhanced sani-
tation and hygiene, improved surveillance and early 
warning, greater provision of essential nutrients and 
clean water, and ensuring access to medication and 
medical supplies (316). Screening for communicable 
diseases is one component of contingency plans for 
large arrivals of refugees and migrants.

Regional good practice has underlined the impor-
tance of effective contingency planning, including 
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full funding at national and regional levels and provi-
sion of specific services such as trained interpreters. 
Patient consultation processes on arrival of refugees 
and migrants should be strengthened to include 
evaluation of their experiences before migration, the 
potential hazards they may have been exposed to in 
their country of origin and their experiences during 
the displacement and migration process. Organ-
ization of services in collaboration with NGOs may 
provide the advantage of increasing the cultural sen-
sitivity of services aimed towards migrants (316).

WHO assistance in assessing  
contingency plans

The WHO Regional Office for Europe has cooper-
ated with national authorities in 12 Member States 
receiving large volumes of refugees and migrants 
in assessing contingency plans. These assess-
ments use a unique toolkit developed through 

the Regional Office’s Migration and Health pro-
gramme in collaboration with other United Nations  
agencies (317). The arrival of large numbers creates 
many problems, involving rescue and logistics, bor-
der security, public health and health care provision, 
documentation, administrative processing, refugee  
status determination and protection of the vulnera-
ble (Box 2.6). Resources or extra capacity may need 
to be sought from international sources (318). Plan-
ning needs to consider the methods by which the 
refugees and migrants mainly arrive: primarily by 
sea (319), primarily over land, or both. These differ-
ences are important for planning and preparedness 
as the number and nature of national and civil soci-
ety sectors involved can differ with the method of 
arrival. Maritime arrivals, for example, may involve 
military, naval, NGO and search-and-rescue compo-
nents, increasing the need for chain-of-command 
and coordination components within contingency 
planning (320). Coordinated, multilateral communi-
cation needs may be more complicated, particularly 

Box 2.6. Key findings and recommendations from assessments of health system  
 capacity to manage sudden, large influxes of refugees and migrants

• Advanced planning and coordination of service delivery is essential among national departments, 
agencies and organizations involved in the operations. The understanding and definition of roles and 
responsibilities of all involved are critical components of the contingency planning process.

• Initial medical assessments should be coordinated with civilian health authorities if medical services 
of one of the emergency services are being used.

• The human and fiscal resource demands on the health workforce need to be considered, particularly 
in situations of sustained high-volume arrivals.

• Adequate provision of interpreters and translation services as well as cultural mediators and 
facilitators should be planned for in the health sector.

• National planning should include the hospital sector as some new arrivals may require referral and 
complex or longer-duration care.

• An integrated communications strategy should encompass clear risk-communication components to 
mitigate fear and anxiety among health care providers, the host population (including the media) and 
the refugee and migrant arrivals.

• Clear immunization guidelines and health and sanitation standards should exist for reception, holding 
and processing facilities.

• If possible, medical and public health information (e.g. immunization status, disease surveillance) 
should be integrated into national health information systems.

• Resources or extra capacity may need to be sought from international sources.
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when large coastlines and multiple arrival points 
are involved (321). Similar issues can occur in the 
context of terrestrial arrivals when borders are long 
with a large number of arrival points or isolated 
arrival points. Another area of difference was noted 
between those Member States that were primarily 
involved in reception and transit, such as Serbia, 
and those where refugees and migrants remained 
for longer periods of time, such as Greece, Italy, 
Malta or Turkey (322). Longer-term health issues 
assume greater prominence in the latter group, 
while referral and continuity of care can be impor-
tant in the former. Depending on the situation, initial 
medical assessment may be undertaken by police 
(323), naval or military medical services rather than 
the civilian health sector.

Health information systems

Delivering high-quality and appropriate health care 
to those who need it requires accurate and relevant 
information on the health status and health needs of 
populations. Key challenges include the heterogene-
ity, accuracy and reproducibility of data (324). Across 
Europe, there is limited information on health assess-
ment and provision for newly arrived refugees and 
migrants and a considerable variation in terms of health 
assessment approaches and best practices (303).  
Refugee and migrant health information poses addi-
tional challenges for health information systems as 
gathering and comparing data are made more com-
plex by variations in definitions for migrant popula-
tions and by accessing this community (325). Fig. 2.6  

Source: WHO Regional Office for Europe, 2018 (271).

Yes

No

Data not available

Fig. 2.6. Member States in the WHO European Region that collect systematic information on the health of 
refugee and migrant children
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indicates the Member States in the WHO European 
Region where systematic information is collected 
on the health of refugee and migrant children and 
Box  2.7 describes one health information system 
specifically targeting newly arrived refugees and 
migrants.

Refugees and asylum seekers commonly represent 
populations in need in the WHO European Region, but 
evidence about their health status is presently limited 
or unavailable in most Member States, which limits 
the understanding of refugee and migrant health in 
the Region. Several Member States regulate by law 
and structure the collection of data on health status, 
health screening and outbreak surveillance but such 
collection is often hampered by a lack of financial 
and/or human resources (13).

In the EU only four Member States (Austria, Croatia, 
Germany and Portugal) had defined indicators to 
measure the integration of refugees and migrants 
in the field of health and health care at the end of 
2017 (326). Chapter 3 gives details of the results of 
a recent survey on health policies and data collection 
regarding displacement and migration carried out by 

the WHO Regional Office for Europe. It has been sug-
gested that national health information systems, in 
addition to public health surveillance systems, should 
collect standardized and disaggregated data for all 
refugees and migrants. Consensus on the nature and 
type of the data fields is required and the information 
will need to adequately comply with data protection, 
privacy and confidentiality measures (327). Some 
countries do already assess migration status in their 
mortality statistics (327).

Assessment of reliable data and using common 
and comparable definitions when collecting these 
data will improve understanding of the use of health  
services by refugees and migrants, identify needs 
and areas for interventions, and generate evidence- 
informed policy; however, further research is needed 
to support this (327). A recently developed tool, the 
Health Information Assessment Tool on Asylum 
Seekers, was used to assess health information  
systems in Germany and the Netherlands with regards 
to the health status of asylum seekers as well as 
their access to health care. Serious limitations were 
found in regard to the assessment of migrant health  
data (328).

Box 2.7. Red Cross health information system used for the migrant population in 
Greece

The Health Information System 2.0 was used by the Spanish Red Cross for the Greece Population 
Movement Intervention. The system allows the online collection of data from Red Cross medical centres 
through an Android open source application (Open Data Kit), which are then stored and managed for use 
through visual online user-friendly interfaces. Tablets for accessing this system are specifically provided 
and configured for this use.

Data are collected on visits/consultations and their characteristics for all staff in every speciality; the 
number attending are also logged with their health profile. This facilitates follow-up for each patient 
within the treatments provided only by Red Cross health services. The collected data are stored and 
checked to avoid any human errors during the collection process. Any issues are shared with the medical 
staff in the field for resolution.

Health Information System 2.0 uses two different online dashboards. The health report dashboard shows 
statistical information about the general situation in sites for a specific period of time; both date and site 
can be used as filters to access the desired information for reporting, monitoring or evaluation purposes. 
The second dashboard for patient follow-up is designed only for the professional use of medical staff to 
access the medical record of each patient.

Source: Spanish Red Cross.
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Gaps in coverage and discrepancies

Key points: gaps in coverage and discrepancies
• Information on how to use services is often difficult 

to access by refugees and migrants, particularly if 
there are language and cultural barriers.

• Lack of human and financial resources limits 
the availability of screening services and 
vulnerability assessments for migrants.

• Discrimination and difficulty in integrating also 
act as barriers to accessing care.

• Fear of migration authorities, lack of awareness 
of rights and poor socioeconomic status affect 
migrants with irregular status.

Access to health care services varies greatly across 
the WHO European Region and within the national 
boundaries of Member States. Barriers faced by 
refugees and migrants in accessing health care ser-
vices include uncertainties about how to register in 
health systems, a shortage of interpreters and cul-
tural mediators, a lack of resources and a lack of 
legal support services (13). In particular, a lack of 
resources for provision on arrival of refugees and 
migrants and in migrant detention centres further 
limits screening services and vulnerability assess-
ments. Services in the WHO European Region have 
mostly evolved reactively to needs or emergencies 
rather than proactively, often utilizing systems set 
up for other situations. Nevertheless, a more proac-
tive approach, as in prevention programmes, would 
be beneficial and contribute significantly to health 
equity (329).

Some of the gaps in coverage have already been 
addressed in the section on entitlements to care. 
Here other barriers to accessing health care will be 
further addressed.

Accessibility of health care services

General barriers

Refugees and migrants most frequently cite financial 
barriers as a difficulty in accessing health care and so 
putting up health care barriers such as access charges 
(even if some diseases such as TB are exempt from 
these) may delay their attempts to seek health care 
through fear of incurring charges, thus stressing the 
importance of universal health coverage (330). Other 

cited barriers are administrative problems, lack of 
knowledge or understanding of the health care system 
and of their rights, and language barriers (61,294).

Access to health care services varies greatly across 
the WHO European Region and within the national 
boundaries of Member States (331). While some 
Member States may have national health strategies, 
these strategies often do not make any reference 
to refugee and migrant health or accessibility to 
health care for the refugee and migrant population 
(326). Generally, when state systems are not acces-
sible or are ineffective, there is a high demand on 
NGO resources to bridge the shortfall and often 
increased pressure on accident and emergency 
departments (13).

Many countries in the Region cite a lack of resources 
and shortage of interpreters and cultural media-
tors at hospitals, clinics and reception centres as  
reasons for the barriers in accessing health care  
services (306,332–336). In some Member States, 
such as Italy and Spain, lack of legal support services 
also acts as a barrier (306,335).

Lack of human and financial resources has been 
identified as a factor limiting access to screening 
services and vulnerability assessments upon the 
arrival of migrants (332), and also for access to vac-
cinations, health promotion, specialized services 
for chronic conditions and those with disabilities, 
mental health services and dental services (332). 
Médecins Sans Frontières has reported a lack of 
resources, a lack of medical screening and med-
ical consultations, and gaps in vulnerability iden-
tification as barriers to accessing health care for 
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migrants arriving in Italy (337). Improving access to 
health care coverage for refugee and migrant popu-
lations can be achieved through supporting patients 
with registration and involving interpreters in the 
process of making appointments and attending ser-
vices (13).

Discrimination can also be a barrier to accessing care. 
Research among refugees in Germany suggested 
that discrimination often caused mental health prob-
lems, which subsequently led to issues with physical  
health (338). A meta-analysis of 36 studies identified 
many physical health outcomes of perceived discrim-
ination, such as chronic conditions (cardiovascular 
diseases and diabetes) and general illness indicators 
such as pain and headaches (339). Linked with dis-
crimination is the issue of integration of the refugee 
or migrant into the new host community. Refugees 
and migrants living in Member States of the Region 
with less favourable integration policies (exclusion-
ist, assimilationist) have reported poorer health out-
comes (all-cause mortality, depressive symptoms and 
self-reported health status) (340–342).

Barriers related to migrant status

Evidence of the utilization of health care services by 
irregular migrants suggests that many are unfamiliar 
with their entitlements (where they exist) and face bar-
riers in utilizing these health care entitle ments (343).  
Other significant barriers faced by irregular migrants 
in the WHO European Region are the risk of being 
reported to immigration authorities, lack of aware-
ness of rights and poor socioeconomic status (344). 
In Spain, women with an irregular migrant status were 
unwilling to access health services for issues related 
to the stress of migration through fear of the police, 
deportation or the financial cost of treatment (345).  
A combination of structural/political, organizational 
and individual factors connected with the migrant 
women’s living, socioeconomic and cultural condi-
tions were directly related to limited use of preven-
tive, curative and rehabilitative health and social 
services (345). Sex workers face specific health risks 
and also barriers to accessing health care services 
through issues such as lack of health insurance and 
taking part in a criminal activity (163,346).

While many refugees and asylum seekers may have 
the right under national law to access available 

health care, this does not guarantee that they will 
be willing or able to (13). Often administrative pro-
cedures can create barriers in accessibility, such as 
requirements for documentation or discretionary 
decisions (262). Social insurance-based systems 
require complex registration, making access to ser-
vices even more difficult than with tax-funded sys-
tems (13).

Differences have been observed in the provision 
of medical services within the Region, such as 
between reception centres within Sicily and Greece, 
where centre managers play an influential role in 
the dissemination of pertinent information. Given 
these significant differences, the UNHCR criteria  
for grading health services in reception centres does 
not accurately represent the barriers to accessing 
health services that refugees face, even if these  
services are provided on site (313). Additionally, 
data regarding migrants in Israel suggested that 
barriers to health care include lack of clear or con-
sistent legislation, the threat of deportation, dis-
crimination and the inability to obtain work permits, 
resulting in poverty and harsh living and working 
conditions (347).

Regardless of the actual prevalence of mental dis-
orders in refugees and migrants, in countries with a 
high number of migrants there will be a significant 
number with mental disorders. Outcomes of these 
disorders are largely influenced by the degree of 
social integration but many migrants are likely to 
require mental health care. However, there is gener-
ally a lack of mental health services in the Region. 
There is no routine documentation of mental health 
care use or outcomes for migrants in vulnerable 
situations and generally there is a lack of cultur-
ally appropriate human and financial resources 
and mental health services for asylum seekers. In 
2016, only 18 European countries funded staff train-
ing and health education on cultural awareness in 
mental health care. In Italy, assessment of mental 
health problems in arrival facilities was inadequate 
or absent, and the transfer of patients to medical 
facilities was slow (14,337). For labour migrants 
in Europe, navigating the available health care ser-
vices is often challenging. Major barriers to accessi-
bility include lack of information and familiarity with 
laws and rights regarding health care, occupational 
health and safety regulations, restrictions to direct 
access and costs (159).
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Migration detention

International guidelines state that detention of mig-
rants should only be used as a last resort (348–351).  
In spite of these legal standards and evidence of the 
short- and long-term harms of detention, migrant 
detention is widely practised across the WHO  
European Region (352) for reasons such as unclear 
identity, health and security assessments, and pre-
vention of absconding and/or non-cooperation with 
authorities in relation to identity verification or depor-
tation processes (348,349).

The majority of detainees in the EU are migrants who 
have applied for international protection or those 
who have exhausted the legal process of seeking 
protection and are waiting to be deported from a 
host country (353). Data are sparse and it is difficult 
to obtain an actual overview of the scale and practice 
of migration detention in Europe (354).

Studies across the Region from 2009 to 2016 
have reported limited availability of health ser-
vices and lack of access to health care in detention  
facilities (355–361). Most frequently reported barriers 
to health care in detention are lack of interpretation ser-
vices, lack of access to information and limited human 
resources (355,356,362,363). Detained migrants usu-
ally exhibit a disease profile similar to that of the coun-
try’s refugee and migrant population but detention 

can aggravate or initiate ill health (344,359,363–369),  
particularly mental ill health (359,363,364,368, 
370–376). Detention can be a particular issue for vul-
nerable unaccompanied minors (348).

Children (particularly if separated from their  
families (349,361,373)), torture victims (374) and preg-
nant women (377,378) are vulnerable groups in deten-
tion, but specific procedures and/or facilities are not 
always available for them (364,378). Numerous inter-
national and regional human rights mechanisms have 
repeatedly insisted that children must not be detained 
for migration-related reasons and in most countries 
detention of children is against policy. However, in 
practice, minors are often detained (354), sometimes 
simply because of lack of alternatives. Evidence 
clearly indicates that the experience of detention, even 
for a brief period, has a detrimental effect on the men-
tal and physical health of children (356,367,368,373). 
An additional health issue associated with the deten-
tion process occurs when migrants detained prior 
to deportation have chronic health conditions (367). 
During the period awaiting a final decision on depor-
tation, they may have had access to care and services 
that are not easily available after their return (379). 
Appropriate and necessary medical services, includ-
ing psychological and mental health services, should 
be provided. Alternatives to the detention of migrants 
may reduce and mitigate their downstream health 
needs (380).

Culturally sensitive health systems

One important method to ensure the provision of 
adequate health care is to acknowledge the strength 
of patient-centred care (381). Across the WHO Euro-
pean Region, Member States are adopting more 
culturally sensitive health care systems to avoid dis-
criminating against those whose needs differ from 
the majority, such as refugees and migrants (382). 
The importance of intercultural competence and 
cultural sensitivity in health care systems is being 
increasingly recognized as integral to the provision 
of equitable and adequate health care (383).

The United Kingdom has attempted to move towards 
intercultural competence and cultural sensitivity 
in health care by embedding diversity sensitivity 

at a policy level. The National Health Service has 
attempted to create a “personal, fair and diverse” ser-
vice by making it a legally enforceable general duty 
to eliminate unlawful racial discrimination, promote 
equality of opportunity and ensure racial equality in 
employment (384,385).

Culturally sensitive health care has also been imple-
mented across the Region through the training of 
health care professionals to carry out their activities 
in interculturally competent and culturally sensitive 
ways (Box 2.8).

In several Member States, intercultural mediators 
act as a bridge between patients and health care 
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professionals. Intercultural mediators help to facil-
itate effective, respectful and culturally aware dia-
logue between health care providers and users, 
support patients in navigating the health system 
and ensure that the patient receives appropriate fol-
low-up services within the health system and with 
other key welfare, social and legal services (383). In 
Malmö, Sweden, for example, health advisors with 
a refugee or migrant background perform a similar 
role to intercultural mediators. They are refugees and 
migrants who had a medical background prior to their 
arrival in Sweden and so are well situated to engage 
refugee and migrants in discussions about nutrition 
and exercise choices and to support them in navigat-
ing the provisions available concerning sexual and 
reproductive health. In Rome, Italy, a public register 
of intercultural mediators was set up in 2006 (387). 
Mediators who want to work inside public offices 
such as social services, hospitals and schools must 
register, and strict criteria relating to language skills 
and competence have to be fulfilled for inclusion 
on the register. The register is updated annually to 
check mediator competence and to propose training 
courses to update knowledge in a way that is respon-
sive to current needs in Rome and the Lazio Region. 
In 2015, there were 520 enrolled mediators from 80 
different countries.

Migrant participation in health care services and 
decision-making is another method that has been uti-
lized by Member States to promote intercultural com-
petence and diversity sensitivity (383). The Dutch 

Intercultural Centre for Mental Health Expertise set 
up a user committee of Cape Verdean migrants to 
disseminate information about available mental 
health care and to enable dialogue between users, 
providers and health authorities (388).

Participatory photography sessions used images 
created by members of a Pakistani community in 
Denmark to initiate discussion and action around a 
common experience or issue (389). These images 
stimulated discussions between migrants and 
health care workers, revealing that Pakistanis in Den-
mark did not consume unhealthy foodstuffs out of 
ignorance but rather as a result of the interaction 
between attempts to balance recommended healthy 
food practices with other cultural practices and the  
behaviours and practicalities of life and work sched-
ules (389).

There is, therefore, some evidence of Member States 
of the Region attempting to bring together informa-
tion on, and experiences of, intercultural competence 
and diversity sensitivity, and to introduce tools and 
resources that may be applied at various stages of 
the health care policy and provision process. Mem-
ber States are realizing and responding to the fact 
that intercultural competence and diversity sensitiv-
ity are both necessary and possible in all aspects of 
health care, from health care policy and physician 
training through to the use of participatory methods 
that provide refugees and migrants with the opportu-
nity to receive adequate patient-centred care.

Box 2.8. Migrant and Ethnic Minority Training Packages

From 2013 to 2016, the European Commission supported a consortium of four organizations to review, 
develop, test and evaluate training on migrant and ethnic minority health for frontline health professionals 
in primary care settings. Pilot training packages were delivered over three consecutive days to a total 
of 208 participants in Denmark, Italy, Poland, Romania, Slovakia and Spain. Evaluation of the project 
revealed differences in experience across the study sites. Overall, the training worked well when targeted 
at a range of different health professionals together. In Italy, for example, where the public health system 
is decentralized, the opportunity to learn from a diverse array of trainees was welcomed by participants. 
In Denmark, however, some of those involved found the course content too basic and felt that different 
levels of training would be more appropriate. Because health professionals across the WHO European 
Region have very different educational profiles and experiences, adapting to local and professional 
contexts is key to the effective uptake and impact of training.

Source: European Commission, 2016 (386).
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Conclusions

Promoting the health status of refugees and migrants 
has been prioritized by WHO through the Strategy 
and Action Plan for Refugee and Migrant Health in 
the WHO European Region (272) and through two 
World Health Assembly resolutions, WHA61.17 (390) 
and WHA70.15 (391), and upcoming global action  
plans (392,393). All call upon Member States to pro-
mote the health of refugees and migrants through 
refugee- and migrant-sensitive health policies and 
health care, equitable access to health care, evi-
dence-informed practice and refugee and migrant 
health information systems.

A key aspect to promoting the health of any popu-
lation is understanding the burden of disease and 
health risks faced. For refugees and migrants, com-
municable diseases have received the most atten-
tion but there is growing awareness that there is a 
broad range of issues, such as NCDs, maternal and 
child health and occupational health, also requiring 
targeted policy and culturally sensitive practice.

Overall gaps

The diversity of the refugees and migrant population in 
the WHO European Region makes it difficult to obtain 
comparable data and draw conclusions about the pop-
ulation as a whole. While refugees and migrants in the 
Region appear to have similar or lower all-cause mor-
tality rates as the host populations, this does not mean 
that their overall health is better than the host popula-
tion (394–396). There are many issues that make it dif-
ficult to generalize from research findings on refugee 
and migrant health in the Region to the entire popula-
tion, including the use of too generic, very specific or 
non-comparable definitions of the migrant population 
observed; issues such as country of origin, ethnicity 
and country of destination; and whether or not the 
population considered is of migrants or includes their 
children born in the host country. In addition, studies 
have often focused on one specific disease, such as 
ischaemic heart disease or HIV infection.

Gender is considered one of the key social determi-
nants of health and has important implications for 
health policy and for equitable health care for all (397). 
Disaggregating health research by sex can lead to 
more informative results; however, such data among 
refugee and migrant population are limited.

Age is also a particular concern in that both children 
and the elderly have health issues related to their 
age group. Given that children make up a significant 
proportion of migrants in WHO European Region and 
that health care targeting this group will support pro-
motion of health across the entire life-course, it is 
important to provide age-disaggregated data when 
conducting research regarding the health of the  
refugee and migrant population. One of the key issues 
facing the Region is population ageing and ensur-
ing that people can stay healthy and active as they 
age. While there are similar disease patterns across 
refugee and migrant populations and majority host  
populations (e.g. increasing levels of NCDs), the 
health of elderly refugees and migrants may also be 
influenced by socioeconomic pressures and the long-
term effects of traumatic experiences and exposures 
to risk factors during their displacement and migratory 
experience.

Most evidence presented in this chapter suggests 
that a combination of multiple factors, including dis-
placement and migration, influenced the health status 
of refugees and migrants, with some studies identify-
ing lower socioeconomic status and social exclusion 
as the reasons for disparities seen between migrant 
and non-migrant populations. Access to social and 
health services varied among the Member States 
of the Region, typically with legal status being one 
important factor. Accessibility was also hampered 
by language barriers and lack of information on enti-
tlements among both service providers and service 
users. Discrimination was only briefly addressed in 
the studies reported here, with most information 
linked to mental health and barriers to accessing 
health care services; only rarely was it considered 
as a factor for physical disease care. However, dis-
crimination can affect both mental and physical 
health. Linked to this is the issue of integration of the 
refugee and migrant into the new host community. 
The studies in this report indicate that refugees and 
migrants living in countries with less favourable inte-
gration policies report poorer health outcomes.

Chapter 3 will address some of the policies and pro-
grammes that have been implemented throughout 
the Region to promote the integration of migrant 
health since the publication of the 2016 Strategy and 
Action Plan for Refugee and Migrant Health in the 
WHO European Region.
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Refugee and migrant health and Health 2020

Reflecting World Health Assembly resolution 
WHA61.17 in 2008 (1) and the subsequent global 
consultation in Madrid in 2010 (2), the WHO Regional 
Office for Europe engaged with Member States, part-
ner organizations and other stakeholders in advanc-
ing and implementing identified migration health 
strategies and priorities. Important aspects of this 
work included both support to integrate the health 
needs of refugees and migrants into national health 
strategies, policies and programmes of Member 
States and assistance in scaling up preparedness 
and response in relation to the complex crisis and 
mixed flows of refugees and migrants from the Mid-
dle East and north Africa that emerged in 2011.

Critical to these activities was adoption of 
Health 2020, the European Region policy framework 
for the promotion of equitable health and well-being, 
by the 62nd session of the Regional Committee in 
2012 (3) and other major regional policy frameworks 
aimed at facilitating and supporting universal, sus-
tainable, high-quality, inclusive and equitable health 
systems in the Region. The framework has drawn 
particular attention to population movement and 
health, as well as issues of population vulnerability 
and human rights, and has provided a comprehen-
sive foundation for public health work in the Region. 

The basis of Health  2020 is the improvement of 
health for all, and the reduction of health inequali-
ties through policies focused on four priority areas: 
investing in health through a life-course approach 
and empowering people; tackling the Region’s major 
health challenges of communicable diseases and 
NCDs; strengthening people-centred health systems, 
public health capacity and emergency preparedness, 
surveillance and response; and creating resilient 
communities and supportive environments.

The policy framework is multisectoral, taking into 
consideration all determinants of health and empha-
sizing the need for participation by government, civil 
society and communities for preventive programmes, 
health promotion, better public health services and 
improved health system functioning.

In 2012, the WHO Regional Office for Europe launched 
the Public Health Aspects of Migration in Europe 
(PHAME) project specifically to assist Member 
States in planning and preparing responses to pub-
lic health challenges associated with displacement 
and migration and in the protection of the health of 
refugees, migrants and host populations. This later 
evolved into the Migration and Health programme 
(see below).

Health aspects of large-scale movements of refugees and 
migrants to Europe

At the time when global and regional initiatives 
were under way to increase awareness of the health 
needs of refugees and migrants (see Chapter  1), a 
series of conflicts and accompanying geopolitical 
factors created profound changes in refugee and 
migrant numbers and movements in the Middle East 
and Mediterranean area. By 2015, unprecedented 
numbers of refugees and migrants were coming to 
Europe, many by dangerous maritime (and some-
times land) routes. At the time, the scope and vol-
ume of the arrivals threatened a humanitarian crisis 
and risked overstretching the capacities of some of 
the countries of transit and destination. In addition 
to the health effects and consequences of the often- 
perilous journeys to Europe, with over 14  000 
recorded deaths from 2015 to the first six months of 

2018 (4), many of those arriving had complex health 
and social needs resulting from their exposure to vio-
lence, conflict, displacement and inhumane smug-
gling and trafficking schemes. They also had often 
been unable to access the routine health care they 
needed for a considerable period.

The influx of refugees and migrants into the WHO Euro-
pean Region occurred as a series of repeated waves 
encompassing tens to several hundreds of refugees 
and migrants, often simultaneously in different areas, 
and increasing significantly in frequency during the 
summer months of 2015. The increased frequency of 
arrivals of these mobile populations, the conditions in 
which they arrived and the number of people involved 
created challenges for the countries receiving them (5). 
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The geographically large area affected and the multiple 
entry points posed particular challenges for reception 
and emergency management: coordination of different 
actors, including various institutional bodies belong-
ing to different ministries; logistical complexity of the 
search-and-rescue process; identification of refugees 
and migrants and initiating asylum petitions; protection 
of vulnerable individuals; and arrangement of temporary 
settlement. Although Europe has historically hosted a 
significant number of refugees and migrants, the recent 
unplanned and often tragic arrival of large numbers of 
refugees and migrants divided European society and 
created a marked politicization of the debate around 
displacement and migration that put into question the 
foundations of solidarity, the refugee protection regime 
and the free movement of people agreement.

The crisis often required the identification and scal-
ing up of existing basic services to meet the essen-
tial needs of the refugees and migrants through 
varying gradients of local preparedness, emergency 
management capability and effective multisectoral 
coordination. The experience clearly indicated the 
requirement for longer-term programmes to address 
refugee and migrant health needs plus the specific 
aspects of public health associated with migration 
and displacement crises, including:

• defining and assessing standards for living con-
ditions, health care provision and epidemiological 
surveillance in all reception centres;

• defining and implementing national multisectoral 
contingency plans in anticipation of influxes of 
refugees and migrants, including a clear chain of 
command, coordination and control;

• setting up and strengthening existing institutional 
capacity;

• defining and implementing clear refugee and 
migrant immunization and screening policies;

• harmonizing health data collection systems and 
the use of personal health records;

• mobilizing human health resources and funding;

• developing national curricula for cultural media-
tors; and

• sharing good practice and developing public sec-
tor managers’ capacity in dealing with migration 
and displacement issues.

Issues can be identified in two broad areas: priority 
conditions requiring attention at the arrival phase 

and then the longer-term challenges for both refugee 
and migrant health and the public health system.

Provision of health care at the arrival 
phase

The immediate health and medical needs of arriving 
refugees and migrants encompass those present 
before their journey began and those resulting from 
the migratory and displacement processes. Both cre-
ate situations where arriving refugees and migrants 
need urgent care and attention.

Refugees and migrants with pre-existing or previ-
ously unknown conditions (e.g. cardiovascular dis-
eases, diabetes, pregnancy or malignancies) might 
not have had access to medical attention or treat-
ment before or during their travel and arrive needing 
treatment (6). Apart from complications arising from 
lack of care, common infections acquired during the 
journey and lack of nutrition can worsen the condi-
tion. This necessitates identification of the problem 
and possibly intensive care on arrival.

In addition, the journey itself, which often extends 
for a considerable period, can expose refugees and 
migrants to violence, trauma and injuries; abuses; 
confinement in overcrowded settings deprived of 
hygiene and proper sanitation; exposure to the ele-
ments and transportation-associated risks; and lack 
of adequate nutrition. Disorders more commonly 
seen in refugees and migrants arriving in Mediter-
ranean locations were dermatological conditions 
(18%), physical injuries (13%), dehydration (11%), 
gastrointestinal conditions (7%) and respiratory con-
ditions (3%) (7).

Priority conditions identified as requiring attention at 
the arrival phase (8) included:

• acute infections (e.g. gastrointestinal, urinary 
tract, eye or respiratory);

• infectious diseases of public health importance 
(e.g. TB);

• vaccine-preventable diseases;

• dermatological conditions;

• conditions during pregnancy;

• consequences of sexual and physical violence; 
and

• mental disorders, including PTSD and depression.



Report on the health of refugees and migrants in the WHO European Region80

International guidelines recommending syndromic 
surveillance for diseases of public health impor-
tance in refugee and migrant centres were prepared 
for Europe (9). Member States confronted with large  
refugee and migrant flows quickly developed national 
guidelines and instructions for managing the evolv-
ing health conditions at major reception locations. 
Systematic generalized medical screening for refu-
gees, migrants and asylum seekers arriving during 
the crisis was considered and undertaken in some 
locations. Subsequent analyses helped to determine 
which screening procedures were most effective. A 
study in Germany noted the utility of screening for 
active TB but also that routine screening for other 
disorders was often of low yield and costly (10). Tar-
geted risk-based medical assessments proved to be 
more effective (11).

Longer-term challenges for both refugee 
and migrant health and the public health 
system

Some longer-term health challenges could also be 
identified (12):

• availability of specialized care in situations where 
new arrivals remain in reception centres of limited 
health capacity and at a distance to or inaccessi-
ble for mainstream services;

• provision of continuity of care for refugees and 
migrants who are initially assessed on arrival but 
then move to another destination;

• cultural and linguistic barriers impeding access to 
health care; and

• creation of routine settings, especially in commu-
nity care services, to integrate the health needs of 
refugees and migrants.

Similar issues can occur if refugees and migrants are 
transferred to temporary holding facilities or deten-
tion centres (13). Depending on location and facility 
capacity, access to some levels of medical care may 
be limited or unavailable (14). Medical care may be 
interrupted or end as individuals are moved or placed 
at a distance from the location where they initially 
interacted with the health sector (15). Records of 
treatment and immunization can become lost. In 
some instances, the use of portable personal health 
records to ensure follow-up and continuity of care 
has been considered and appraised (16).

A commonly encountered problem relates to the inte-
gration of general medical, psychosocial and protec-
tion services. Vulnerable or traumatized individuals 
(e.g. victims of trafficking and gender-based violence, 
victims of torture and trauma, and unaccompanied or 
orphaned minors) often have both physical and men-
tal health disorders. Uncertainty or insecurity related 
to the outcome of asylum claims, housing, family sep-
aration, employment prospects and future expecta-
tions all impact the health of new arrivals regardless 
of prior traumatization. Multiple, complex problems 
frequently generate complex health and social needs. 
Addressing those needs requires integrated and, if 
possible, seamless care provided through coordinated 
health, social and cultural mediation services (17,18).

Stepping up action on refugee and migrant health in the WHO 
European Region: towards a common strategy and action plan

A High-level Meeting on Refugee and Migrant Health 
in the WHO European Region was held in 2015 (19), in 
which Member States agreed on the need for “a com-
mon framework for collaborative action on refugee 
and migrant health, acting in a spirit of solidarity and 
mutual assistance, to promote a common response, 
thereby avoiding uncoordinated single-country solu-
tions”. The meeting noted the following:

• health systems in the countries receiving refu-
gees and migrants were well equipped and expe-
rienced in diagnosing and managing common 

infectious diseases and NCDs, and the arrival of 
refugees and migrants did not pose additional 
health security threats to host communities;

• immunization programmes, risk-based non- 
discriminatory screening and proper surveillance 
were recommended for both communicable dis-
eases and NCDs;

• refugee and migrant communities and civil society 
should be involved in order to enhance the cultural, 
religious, linguistic and gender sensibilities of health 
services and to support the health workforce;
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• sustainable models of health care financing to 
cover refugee and migrant health care needs had to 
be identified locally, regionally and globally, with an 
emphasis on human rights and non-discrimination;

• national and transnational data systems were 
required to ensure monitoring and continuity of 
health care for individuals; and

• the development of multisectoral responsiveness 
and its progressive strengthening and adaptation 
should be periodically assessed by national and 
governmental institutions and supported by WHO 
and other international partners.

It was recognized that responses were complex, 
resource intensive and challenging, particularly for 
countries experiencing economic crises and when 
local systems were not adequately prepared and 
supported; therefore, mutual support and sharing 
of expertise among Member States was advised. 
The resulting Strategy and Action Plan for Refugee 

and Migrant Health in the WHO European Region 
(20), the first of its kind across WHO regions, pro-
vided an opportunity to reconcile under common 
concepts and principles the immediate response 
needed for a large-scale, acute, crisis-driven sit-
uation, such as the rapid influx of refugees and 
migrants, and the strengthening of public health 
and health systems to provide an integration- 
oriented response to longer-term population 
changes with structural migration.

The Strategy and Action Plan outlined nine strategic 
areas relevant to refugee and migrant health in the 
Region (Fig. 3.1a). It also defined a series of five indi-
cators relevant to both national health policies and 
the refugee and migrant health-related priority areas 
in order to support the regular monitoring of progress 
in the Action Plan’s implementation (Fig. 3.1b). The 
results of a first survey examining these indicators 
in those 40 Member States of the WHO European 
Region that provided responses are given below.

Fig. 3.1. The Strategy and Action Plan for Refugee and Migrant Health outlines (a) nine strategic areas and 
(b) five indicators to monitor its implementation

2. Advocating for
the right to
health of refugees,
asylum seekers and
migrants.

1: Establishing a
framework for
collaborative
action

3. Addressing
the social
determinants of
health

4. Achieving public
health preparedness
and ensuring
an effective response

5. Strengthening
health systems
and their
resilience

6. Preventing
communicable
diseases

9. Improving
health
information and
communication

8. Ensuring
ethical and
effective health
screening and
assessment

7. Preventing and
reducing the risks
posed by
noncommunicable
diseases

(a)
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National health policies, strategies and plans

Social determinants of
health

Assessment of health
needs of refugees

and migrants

Contingency
planning and
preparedness Collection of data

on refugee and
migrant health

(b)

Fig. 3.1. (contd)

The WHO Regional Office for Europe’s Migration and  
Health programme

The WHO Regional Office for Europe’s Migration and 
Health programme (formerly called PHAME) is the 
first fully fledged WHO programme on migration. 
The programme provides support to Member States 
under four pillars: technical assistance; health infor-
mation, research and training; partnership building; 
and advocacy and communication. This includes pro-
moting interregional and intercountry collaboration, 
improving data collection and sharing of practices, 
producing evidence and research reports, and provid-
ing networking platforms, dialogues and knowledge 
building. Among its initiatives is the establishment 
of a Migration Health Knowledge Hub in partnership 
with leading agencies and academia to build exper-
tise and competence on the public health aspects of 
migration. As part of the work of the Knowledge Hub, 
the School on Refugee and Migrant Health held its 
second session in September 2018. The School was 
organized with the support of the Italian Ministry of 
Health and the Sicilian Regional Health Authority in 
collaboration with the IOM, the European Commis-
sion, the European Public Health Association and the 
Italian National Institute for Health, Migration and 
Poverty. The School, offered under the umbrella of 
the Knowledge Hub, aimed to improve participants’ 
knowledge and understanding of the main health 
problems and needs of refugees and migrants and 

of the wider public health implications of large-scale 
displacement and migration. It also aimed to promote 
access to health services for refugees and migrants 
and in this way support health systems in the des-
tination and transit countries that provide these 
services. This year the School hosted more than 80 
participants from nearly 20 European countries as 
well as from Africa, North and South America, and 
east Asia. The five-day course included a combina-
tion of keynote lectures, plenary presentations and 
workshops, plus a field visit and a search-and-rescue 
simulation conducted by the Italian Coastguard. The 
School faculty included 50 speakers, including many 
academics, from all over the globe and from different 
institutions and international organizations.

Additionally, the Migration Health Knowledge Man-
agement Project, in collaboration of the European 
Commission, is developing technical guidance 
documents to address identified knowledge gaps 
across six priority issues in refugee and migrant 
health: child health, elderly health, health promo-
tion, mental health, mother and newborn health, and 
NCDs.

One of the main tasks of the Migration and Health 
programme is to support Member States in the WHO 
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European Region in the implementation of the nine 
strategic areas in the Strategy and Action Plan in 
accordance with their national health priorities and 
policies. Progress in implementing the nine strategic 

areas was assessed through a survey conducted by 
the Regional Office and based on the five indicators 
(Fig. 3.1a). The survey will be conducted every two 
years until 2022.

First survey to assess implementation of the Strategy and 
Action Plan

The online survey questionnaire was based on the 
five indicators outlined in the Strategy and Action 
Plan and examined activities carried out by Member 
States during 2016 and 2017. Because various meth-
ods are used to define groups of migrants in different 
countries, which can impact on access to health care, 
the survey used the term refugees and migrants to 
refer to refugees and all groups of migrants, unless 
otherwise specified. Responses to the first survey 
were received from 40 of the 53 Member States.1

The survey results outlined here were presented to 
the 68th session of the WHO Regional Committee for 
Europe in September 2018 (21). Examples of good 
practices presented here were collected as part of 
the online survey conducted by the WHO Regional 
Office for Europe and another survey conducted by 
the WHO headquarters (22). The survey not only 
gathered results on current good practices but also 
explored Member States’ intentions to include refu-
gee and migrant health components in future policy. 
Fig. 3.2 summarizes the results from the survey.

Strategic areas covered

The most common area covered was strategic area 6 
(preventing communicable diseases), which was a 
component of national plans in 23 Member States. This 
might be a result of the long-standing interest in the 
control and management of communicable diseases. 
The second and third most common elements were, 
respectively, strategic area 2 (advocating for the right 
to health), which was included by 22 Member States, 
and strategic area  9 (improving health information 

1 Albania, Andorra, Armenia, Austria, Belgium, Bosnia and 
Herzegovina, Bulgaria, Croatia, Cyprus, Czechia, Denmark, 
Estonia, Finland, Georgia, Greece, Iceland, Ireland, Israel, Italy, 
Kazakhstan, Kyrgyzstan, Latvia, Lithuania, Luxembourg, Malta, 
Monaco, Montenegro, Norway, Poland, Portugal, Romania, 
Russian Federation, San Marino, Serbia, Slovakia, Sweden, 
Switzerland, Tajikistan, the former Yugoslav Republic of 
Macedonia and Turkey.

and communication), which was included by 19 Mem-
ber States. Inclusion of these strategic areas indicated 
attention towards human rights-based approaches 
and the need for evidence in support of policy devel-
opment in refugee and migrant health. However, relia-
ble, comparable and nationally representative data on  
refugee and migrant health are still lacking, as indi-
cated by the fact that only half of the responding Mem-
ber States include refugee and migrant health-related 
variables in their national datasets.

Indicators covered

Indicator 1: inclusion of migration in national 
health policies, strategies or action plans

The inclusion of migration in national health poli-
cies, strategies or action plans is an important step 
towards realizing universal health coverage and cre-
ating refugee and migrant-sensitive health systems 
and services. At least one explicit component on 
migration and health in their national health policy, 
strategy and/or plan was reported by 32 Member 
States. Five of the eight Member States that did not 
include this component in their national policy indi-
cated current plans to include migration and health in 
their policies and strategies in the near future.

A total of 32 Member States had an explicit com-
ponent on migration and health in their policies, 
strategies and/or plans, often referring to specific 
categories: 23 Member States referred to refugees 
and asylum seekers and 16 Member States spe-
cifically recognized labour migrants and irregular 
migrants. Other Member States used specific cate-
gories in their policies and action plans: for example, 
Ireland included the Roma population; Kazakhstan 
included stateless individuals; Norway referred to all 
migrants residing in the country with a residence per-
mit; and Turkey referred to migrants with temporary 
protection status. Case studies 3.1–3.3 describe pol-
icies in Andorra, Czechia and France.
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Case study 3.1. First steps towards laws concerning refugees and migrants health in Andorra

Andorra is a good example of a country that has 
recently started the process of introducing aspects 
of refugee and migrant health into national policy. 
Different ministries, in coordination with other 
institutions and public and private entities, have 
been drafting a law to frame responses to the 
arrival of refugees. In 2017, the Andorran Coun-
cil of Ministers approved the draft law on tem-
porary and transitory protection for humanitarian  

reasons in response to the arrival of refugees 
from the Syrian conflict. The law was approved 
by Parliament on 21 March 2018: it contains a 
detailed description of steps to be followed when 
addressing the arrival and temporary protection 
of refugees. Medical assessments by the Immi-
gration Medical Service, access to health care  
services and social care services are provided for 
the refugees.

Case study 3.2. Policies to promote quality health care for refugees and migrants in Czechia

Czechia is implementing the Policy for the Integra-
tion of Foreign Nationals, which aims to promote 
knowledge on migration issues and to eliminate 
language barriers between migrants and health 
care providers. A patient guide and communi-
cation cards in numerous languages have been 
provided by the Ministry of Health for migrants 
and health care providers. Additionally, dedicated 

centres offer free professional consulting for 
migrants on issues such as health care and health 
insurance. These centres also offer interpretation 
services and the option to have a cultural mediator 
accompanying migrant patients to health care pro-
viders. Refugees participating in the State Integra-
tion Programme for Beneficiaries of International 
Protection receive similar services.

Fig. 3.2. Overview of the results from the 40 Member States that responded to the survey
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Case study 3.3. Promoting equality in accessing health care in France

In France, the health system aims to be inclusive 
and accessible to refugee and migrant patients. As 
such, the same principles apply to legal residents 
as to French citizens. Asylum seekers are also cov-
ered by the universal free health insurance system 
(Couverture Universelle Maladie Protection Com-
plémentaire). Low-income irregular migrants are 
covered by state medical aid (Aide Médicale d’Etat) 
with certain conditions and restrictions. However, 
there are exceptions for vulnerable and at-risk 

groups, such as people with infectious diseases 
and pregnant women, all of whom are granted a 
temporary permit to access health care. Anyone 
falling outside the system can access emergency 
services and care. Newcomers to France receive 
initial orientation to the health system, and infor-
mation is provided in 23 languages. Practitioners 
are also being trained in guaranteeing equal qual-
ity services for refugee and migrant patients and 
the need to protect privacy.

Indicator 2: assessment of health needs of 
refugees and migrants

In order to develop evidence-informed policies and 
achieve adequate health coverage for refugees and 
migrants, national health systems must collect suffi-
cient relevant data about the health characteristics and 
the specific needs of refugees and different migrant 
groups. National health systems must also have the 
capacity to respond to both the immediate and long-
term health needs of these populations, especially 
those in vulnerable circumstances. An assessment 

of the health needs of residing refugees and migrants 
was made by 20 Member States (Case studies  3.4  
and 3.5). Of the other 20, five had plans to do so. In 
terms of health service coverage for refugees and 
migrants, 19 Member States had such an assessment, 
with seven of the remaining 21 having plans to conduct 
one. The 20 Member States that conducted refugee 
and migrant health needs assessments primarily cov-
ered refugees, followed by asylum seekers. Irregular 
migrants, labour migrants and individuals with sub-
sidiary protection or temporary protection status were 
also covered by the assessments in some countries.

Case study 3.4. Health monitoring of the refugee and migrant population in Switzerland

The National Programme Migration and Health 
2014–2017 was introduced and directed by the 
Swiss Federal Office of Public Health in association 
with cantonal authorities and institutions. Core com-
ponents of the project were ensuring equal access 
to health care regardless of nationality, ethnicity, 
language, culture and/or socioeconomic status; 
promoting health literacy among migrants; empow-
ering migrant patients; encouraging active patient 
participation; facilitating integration; improving 
communication; training health professionals; and 
promoting research on vulnerable groups. As part of 
its research, the Federal Office commissioned mon-
itoring to obtain a detailed dataset on the health of 
the refugee and migrant population in Switzerland. 
The key refugee and migrant population groups 
included in the survey were from Kosovo (in accord-
ance with Security Council resolution 1244 (1999)), 
Portugal, Serbia, Somalia, Sri Lanka (Tamils) and 
Turkey. The main results were as follows:

• health status: migrants had comparatively 
good psychological and physical condition; 
younger migrants who had only just arrived in 
Switzerland were healthier than the resident 
population, while older migrants and those 
who had been in Switzerland for longer were 
less healthy;

• health care utilization: the proportion of peo-
ple consulting a doctor (general practitioners 
and specialists) at least once per year was 
the same for the migrant groups assessed as 
for Swiss citizens but those individuals who 
had been granted international protection con-
sulted a doctor more often; and

• health behaviour: female and male migrants 
consumed significantly less alcohol than 
Swiss citizens, but also ate less fruit and veg-
etables and did substantially less physical 
exercise.
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Indicator 3: inclusion of a contingency plan 
for large arrivals

The potential for the sudden arrival of large num-
bers of refugees and migrants to the WHO European 
Region has created the necessity for contingency 
plans to improve the preparedness and ability of 
national health systems to respond to the public 
health needs of the refugee and migrant population. 
More than half of the responding Member States 
(26 of the 40) indicated that they had a regional or 
national contingency plan for such large arrivals of 

refugees and migrants. This might be a reflection of 
the awareness of the impact of recent large-scale  
refugee and migrant arrivals in the Region.

Of the 26 Member States that had plans in place, nine 
had tested the plan. Five of the 14 Member States 
without a contingency plan do intend to develop one. 
Few Member States have developed contingency 
plans specifically for large arrivals of refugees and 
migrants (Case studies 3.6 and 3.7), with most see-
ing this as part of their already existing national con-
tingency/disaster response plan.

Case study 3.5. Voluntary health screening for refugees and migrants to improve the quality of 
health care in Sweden

In Sweden, all applicants for international protection 
were screened by the country councils or regions in 
which they had settled on a voluntary basis. An inter-
preter could be involved in the process if necessary. 
The screening included questions about the patient’s 
medical history, background and immunization 

status. A health dialogue was conducted to identify  
a person’s psychosocial situation and present and 
past physical and mental health needs. The screen-
ing provided information on the type of health  
service that should be offered to refugees and  
different migrant groups.

Case study 3.6. A pioneer contingency plan in Sicily, Italy

The Sicily Region in Italy was among the first to 
develop a contingency plan to respond to public 
health consequences of sudden high-volume arriv-
als of refugees and migrants (23). The plan was 
developed in collaboration with the WHO Regional 
Office for Europe in the course of the large rescue 
operation Mare Nostrum in the Mediterranean Sea; 
it improved the efficiency of logistical and humani-
tarian operations through the systematic enhance-
ment of procedures of public health. The plan 
provided in-depth information on the stressors and 
health risks and health risks refugees and migrants 
faced during the journey and on arrival, and pro-
vided medical triage at each stage of the process 

from initial contact with rescue services. Monitor-
ing of health conditions in reception centres and a  
referral system were also established. The plan 
followed the results of an assessment conducted 
by the Regional Office in coordination with local 
and national authorities aimed at determining 
practices and gaps in view of high-volume arriv-
als of  refugees and migrants and at identifying 
good practices for the subsequent development 
of a toolkit for assessing health system capacity to 
manage large influxes of refugees, asylum seekers 
and migrants (24). The first contingency plan was  
developed and launched in 2015 (23). In 2017, the 
plan was updated and relaunched (25).

Case study 3.7. Preventing and controlling disease in Poland

The Office of Foreigners in Poland has public health 
protection procedures in place that assess the health 
status of migrants crossing Polish borders and seek-
ing international protection. This is aimed primarily 
at diagnosing, isolating and providing immediate 
treatment for patients suffering from infectious dis-
eases presenting an immediate epidemiological 
threat. Two reception centres carry out medical 

examination for migrants seeking international pro-
tection. The Office of Foreigners, with co-financing 
from the Swiss–Polish Cooperation Programme, has 
built a modern health services facility with special-
ized medical equipment dedicated to improving the 
effectiveness of public health protection at the east-
ern border of the EU. This has led to more support for 
refugee and migrant health programmes.
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Indicator 4: inclusion of displacement and 
migration-related health in existing datasets

The inclusion of refugee and migrant health variables 
in existing national health datasets is necessary to  
create comparable and easily accessible health 
records for refugees, migrants and asylum seekers. 
The survey indicated that 20 of the 40 responding 
Member States routinely collected migration-rele-
vant data as a part of some aspect of their national 
health information datasets. Among the 20 that did 
not collect this information, eight had plans to under-
take such activities. However, methodology was 

not standardized, making comparisons difficult; for 
example, Belgium collected information on current 
nationality, country of birth and nationality at birth; 
Montenegro collected information on migratory 
status, country of origin, mode of travel and reason 
for migration; and Norway collected information on 
country of origin and reason for migration. Case 
study 3.8 is an example from Finland of a set of varia-
bles collected in relation to infectious diseases. Case 
study 3.9 outlines a centralized national database of 
refugee and migrant health issues that is updated 
weekly from regional health institutes.

Case study 3.8. Infectious disease information of relevance for refugee and migrant health 
collected by Finland
In Finland, the National Institute for Health and 
Welfare compiles the National Infectious Dis-
ease Register. Data collected are population data 
(year of immigration, country of birth, nationality 
and language) plus a completed questionnaire on 
communicable diseases, with the following items.

HIV and AIDS
Has the patient been diagnosed with HIV outside 
Finland (Yes/No/Unknown)?

Malaria
Patient’s origin:
• Finnish (country of birth = Finland) and lives 

currently in Finland
• Finnish (country of birth = Finland) and lives 

currently in an area endemic for malaria for 
over a year

• migrant (country of birth = country endemic for 
malaria) and just arrived in Finland

• migrant (country of birth = country endemic for 
malaria) and lives currently in Finland and has 
visited a country endemic for malaria

• foreigner (country of birth = other than Finland) 
visiting Finland

• Other

• Unknown.

Exposure dates:
•  date of entry to a malaria endemic country

•  date of exit from a malaria endemic country

•  duration of travel to a malaria endemic country 
(days/weeks/years).

TB
Has a child under seven years of age received a Bacillus  
Calmette-Guérin vaccine? (Yes/No/Unknown)

If Yes, in which country?

Case study 3.9. Serbia: health information system for refugee and migrant health

Serbia has a centralized health information system 
and works with institutes of public health based 
in 23 locations. All surveillance and preparedness  
activity for a particular region is coordinated 
through these institutes. A method has been devel-
oped for recording, collecting, processing and ana-
lysing data for refugees and migrants in Serbia. 
The data are entered into predefined forms and are 
submitted weekly to the regional institutes of pub-
lic health, which enter these into the national data-
base. Since 2015, Serbia has collected datasets 

on refugees and migrants, and a report collated 
once per week is shared with WHO and the Serbian 
Ministry of Health. The data are not currently dis-
aggregated for specific conditions but cover broad 
concepts, such as mental illness and the rate of 
diagnosis within this category. The health informa-
tion system is based on patient records that are 
noted in a logbook in each refugee and migrant 
centre (Serbia: rapid follow-up assessment on  
refugee and migrant health. WHO Regional Office 
for Europe, unpublished manuscript, 2018).
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Case study 3.10. Multistakeholder dialogue in Croatia

In Croatia, an action plan for the integration of 
people who have been granted international pro-
tection emphasized the collaboration between 
different stakeholders in providing adequate 
health care based on shared values, evidence 
and multisectoral policy dialogue. The action 
plan was approved by the Government of the 
Republic of Croatia, with key stakeholders being 

the Ministry of Health in collaboration with the 
Croatian Red Cross, Croatian Law Centre, Jes-
uit Refugee Service, Médecins du Monde and 
the IOM Country Office Croatia. Improving the 
general attitude among the public towards refu-
gees and migrants is recognized as a paramount 
aspect of successful migrant health and integra-
tion into Croatian society.

Indicator 5: intersectoral approaches for the 
assessment of refugee and migrant health 
needs

The involvement of all government actors, plus public 
health, non-state and non-health actors, is necessary 
to successfully establish a whole-of-government  

and whole-of-society approach for promoting  
refugee and migrant health in the WHO European  
Region. More than half of the 40 responding Mem-
ber States (n = 25) used multisectoral action in eval-
uating and addressing the social determinants of 
health for refugees and migrants (Case studies 3.10  
and 3.11).

Case study 3.11. Addressing the health of migrant workers in Tajikistan

The Ministry of Health and Social Protection (Min-
istry of Health) as well as the Ministry of Labour, 
Migration and Employment (Ministry of Labour) of 
Tajikistan established a collaboration with the IOM to 
develop policies and activities regarding the promo-
tion of migrant health and migrants’ right to health 
in Tajikistan with the aim of increasing the involve-
ment of non-health-related government bodies in 
addressing the health needs of migrants. The Min-
istry of Labour became involved in the development 
of national policies related to migrant health, hosting 
multilevel training on HIV and TB prevention and in 
aiding the implementation of a project to promote 
HIV prevention among migrants and their families.

The Ministry of Labour and the Ministry of Health 
signed a joint work plan on TB prevention among 

migrants for 2017–2018. Activities have also been 
established by the Ministry of Labour to involve 
the Tajik diaspora in the Russian Federation in TB 
prevention and to promote the Minimum Pack-
age for Cross-border TB Control and Care among 
Migrants (26).

The Ministry of Labour held meetings in 2017 
involving the Ministry of Health, NGOs, the Tajik 
diaspora and the Ministry of Foreign Affairs to 
develop work plans for 2018 that will promote 
TB and HIV prevention among the migrant pop-
ulation through the Tajik Diaspora Network. This  
interagency collaboration illustrates the effec-
tiveness of a multisectoral approach in creating 
national policies and programmes that promote 
migrant health.

Summary

This first survey of Member States’ responses to the 
2016 Strategy and Action Plan for the WHO Euro-
pean Region revealed progress in strategic planning 
and policy development to meet the health needs of  
refugees and migrants in the Region. A national focus 
on advocating for a rights-based and multisectoral 
approach to health was reported by more than half 

of the 40 responding Member States and was only 
slightly exceeded by attention to the issue of com-
municable diseases. There is a lack of reliable, com-
parable and nationally representative data on refugee 
and migrant health. One reason for this is that only 
20 of the 40 Member States responding to the survey 
included migration-related health variables in their 
national datasets.



Report on the health of refugees and migrants in the WHO European Region 89

Conclusions

The impact of the large-scale arrivals of refugees 
and migrants that began in 2015 continues to be 
observed in the increased planning and policy atten-
tion directed towards refugees and migrants and the 
development of contingency planning. The Strategy 
and Action Plan for the WHO European Region is 
proving to be a driver of change in the Region to pro-
mote refugee and migrant health.

Access to health care for refugees and migrants 
varies across the WHO European Region in terms 

of legal entitlement and formal access regulations. 
Even where entitlement is established for formally 
resettled or registered refugees, and regulations per-
mit access, further impediments exist in terms of the 
organization of health care, limitations in the exper-
tise of the health workforce and limited support to 
overcome barriers to accessing care, as well as wider 
governance issues within migration. Health strate-
gies that are broad enough and include all refugee 
and migrant cohorts will assist in the development of 
refugee and migrant-friendly health systems.
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What we have learned

Migration and human mobility are more than ever 
facts of life and structural aspects of the contempo-
rary world. The WHO European Region hosts approx-
imately 35% of the international migrant population. 
In today’s globalized and interconnected world, 
migration is in all likelihood unstoppable and possi-
bly even desirable in view of existing demographics 
and the economic and development benefits that 
migration mainly brings when well managed. The 
cumulative health needs of a population of this mag-
nitude emphasize the public health importance of 
addressing refugee and migrant health for the real-
ization of national and regional health goals, such 
as reducing inequalities in health coverage and the 
burden of communicable diseases and NCDs. The 
United Nations’ 2030 Agenda for Sustainable Devel-
opment (1) in 2015 recommended leaving no one 
behind, which necessitates fast-tracking actions for 
marginalized people and focusing on closing gaps 
for the common good.

The Member States of the WHO European Region are 
increasingly destinations for refugees and migrants. 
This trend is likely to continue and, therefore, scaling 
up action to address refugee and migrant health is 
an inevitable and far-sighted strategy for all Member 
States.

As pledged by World Health Assembly resolution 
WHA61.17, Health of Migrants, in 2008 (2) and in 
line with the core health principles expressed in the  
European health policy framework Health  2020 
(3) and the operational priorities of the Strategy 
and Action Plan for Refugee and Migrant Health in 
the WHO European Region (4), it is the mission of 
national and international stakeholders, whether 
in governments, international organizations or civil 
society, to safeguard refugee and migrant health. 
This should extend throughout the displacement 
and migration process, regardless of the context in 
which the process takes place, in order to ensure 
that the right to health is always respected, excess 
mortality and morbidity is avoided, equity in access-
ing health services is realized as much as possible 
and negative health outcomes of migration are min-
imized. The Strategy and Action Plan outlines nine 
priority areas for implementation (see Chapter  3) 
and these form the background to the discussion 
below. The realization of the goals of preventing 

disease, morbidity and premature death has two 
main aspects:

• enhancing and monitoring access to preventive and 
curative health care for refugees and migrants; and

• creating societal conditions conducive for the 
health and well-being of refugees, migrants and 
communities.

Enhancing and monitoring refugees’ and 
migrants’ access to preventive and curative 
health care

Planning for refugee and migrant health services is 
best achieved by building on existing health system 
policies and infrastructure to ensure that refugees and 
migrants have access to existing routine health ser-
vices and that parallel services are avoided, as far as 
possible. This also provides opportunities to strengthen 
and enhance policies and systems for routine ser-
vices. However, health needs specific to refugees 
and migrants are not always sufficiently addressed 
by existing structures. This implies both making 
existing health systems more refugee and migrant 
sensitive through the adoption of specific evidence- 
informed policies and strategies and ensuring that 
health services are refugee and migrant friendly by 
overcoming the economic, logistic, linguistic and 
cultural barriers that refugees and migrants might 
encounter in accessing them. The realization of 
these key health system adjustments to achieve 
refugee and migrant health goals falls within the 
scope of health system strengthening and the con-
stitutive “six blocks” of health systems: (i) service  
delivery, (ii) health workforce, (iii) health informa-
tion systems, (iv) access to essential medicines,  
(v) financing, and (vi) leadership/governance (5).

Realizing equity in access to health care for refugees 
and migrants is ultimately a step towards the progres-
sive achievement of universal health coverage. Each 
country might opt to set different priorities and solu-
tions, depending on its history and relations, health 
system models, migration profiles, policies and legal 
frameworks. Nevertheless, it is sound public health 
practice to assess (using the universal health cov-
erage’s three dimensions of measurement, service 
availability and financial protection) which services 
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and of what quality are accessible to refugees and 
migrants, which costs are covered and, consequently, 
what critical gaps might exist. Chapter 1 outlined the 
wide diversity of situations, processes, legal statuses 
and resulting health needs involved in displacement 
and migration. Therefore, assessing issues of access 
to care and coverage should as much as possible be 
specific to refugees and  key migrant profiles but also 
consider the cross-cutting aspects such as gender, age 
and the various factors determining vulnerabilities and 
resilience (e.g. individual health conditions and life-
style, employment, education and level of integration).  
A minimum requirement for health needs assessment 
and coverage should be the differential consideration 
of refugees and all categories of migrant. Additionally, 
considering the transnational nature of human mobility 
and the health risks linked to social exclusion and lim-
ited access to care during displacement and migration, 
a public health approach should be maintained within 
the scope of health security, disease prevention and 
border disease control. A number of areas requiring 
specific attention are yet to become routine practices 
in many countries, for example the inclusion of refu-
gees and migrants in pandemic preparedness plans 
and other contingencies; health risk reduction associ-
ated with mobility; surveillance for importable diseases 
within some at-risk communities; and cross-border 
measures for continuity of care. These so-called health 
security considerations should, however, not be used to 
stigmatize refugees and migrants or justify procedures 
such as extensive and systematic screening that is not 
commensurate with actual cross-border risks.

Creating societal conditions conducive 
for the health and well-being of refugees, 
migrants and communities

The social determinants of health will act along the dis-
placement and migration continuum (i.e. at origin, tran-
sit, destination and return), and societal conditions are 
significant factors in the health and well-being of ref-
ugees, migrants and communities. Many of these fac-
tors lie outside the direct influence of the health sector. 
For example, health service provision to refugees and 
migrants does not always involve health authorities as 
it may be the responsibility and within the jurisdiction 
of authorities responsible for internal affairs. This may 
require redefining the role of health authorities in the 
coordination, supervision, provision and monitoring of 
health services. Planning and coordination of services 
for refugees and migrants provide opportunities for an 

integrated and intersectoral approach and can lead to 
improved cooperation among the responsible authori-
ties. The development of favourable policies to address 
population movements, the cultural readiness to accept 
and manage diversity in societies, and multisectoral 
and multicountry cooperation have not kept pace with 
the growth in and fast-changing patterns of population 
movement. As a consequence, the conditions encoun-
tered during their journey, as well as the living, working 
and ageing conditions at their destination, can have 
negative health repercussions for many refugees and 
migrants. For example, avenues for regular, safe and 
planned migration remain scanty and are probably not 
in proportion to the existing employment opportunities 
in both low-wage and highly skilled posts in receiving 
countries. This encourages irregular migration flows 
and exploitative conditions in origin, transit and desti-
nation countries, accompanied by loss of lives along 
perilous journeys and severe physical and mental risks, 
including contracting diseases or the worsening of 
pre-existing medical conditions. These negative deter-
minants have a particular impact on the vulnerabilities 
of women and children, which is of increasing signifi-
cance given the growing proportion of women among 
international migrants (52% of international migrants in 
Europe are women) and the large proportion of children 
and youth (including unaccompanied minors). Addi-
tionally, the economic downturn in the WHO European 
Region and beyond, with reduction of investments in 
welfare and public services, and the sense of insecu-
rity experienced by the widening impoverished section 
of the host population have fuelled xenophobia and 
anti-migrant sentiments in many countries.

Addressing the social determinants of health for ref-
ugees and migrants requires achieving a deep under-
standing of the various dynamics and processes 
involved in displacement and migration and proac-
tively engaging at local, country, regional and global 
levels in relevant sectoral policy development and 
practices to curtail those factors with a negative health 
impact. This is particularly difficult for a health sector 
with a marked biomedical orientation and can only 
be achieved through partnership with other govern-
ment sectors (particularly, labour, home and foreign 
affairs) as well as civil society, academia, refugee 
and migrant communities and key convening institu-
tions and organizations. This whole-of-government  
and whole-of-society approach is at the centre of the 
Strategy and Action Plan for Refugee and Migrant 
Health in the WHO European Region, which identifies as 
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priority area 1 “establishing a framework for collabora-
tive action” (4). The implementation of the 2030 Agenda 
with its goals and targets (SDGs) offers excellent oppor-
tunities for collaboration and synergies, as will the future 
implementation of the global compacts for migration 
and for refugees, and the international mechanisms of 
reviewing and monitoring progress that will be put in 
place within the United Nations General Assembly and 
to which the health sector should actively participate 
(6). Additionally, while much attention is given to certain 
aspects of displacement and migration, all regions and 
countries are both origins and destinations for refugees 
and migrants, and a coherent policy and management 
should, therefore, encompass both aspects. For exam-
ple, equity in health coverage, access of refugees and 
migrants to health, and social and health protection 
should increasingly be a matter of dialogue and coop-
eration between countries of origin, transit and desti-
nation, addressing both immigration and emigration 
aspects. This is all the more significant for the WHO 
European Region, where the larger proportion of migra-
tion movement is within the Region.

Although finding work is the major reason for migration 
in the WHO European Region, violence, conflict, natu-
ral disasters and human rights abuses also displace 
individuals or groups of individuals. This type of move-
ment is harsh, increasingly widespread, prolonged and 
unresolved. The issues that lead to it are still mainly 
addressed using contingency and temporary ill-suited 

measures that have significant shortcomings for the 
refugees, migrants and host populations. The resulting 
large-scale, unplanned, mixed flows of refugees and 
migrants have enriched a vast network of smugglers 
and traffickers, who constantly change routes and 
search for new arrival locations (7). In some instances, 
this can find countries ill-prepared to respond to sud-
den arrivals as they that might not have assessed their 
preparedness or have developed ad hoc contingency 
plans. This can often contribute to creating in com-
munities a sense of mistrust in the local and global 
capacity to manage displacement and migration and 
can fuel resentment, frustration and xenophobia. It is 
important, therefore, to consider sudden influxes as a 
structural feature of contemporary displacement and 
migration and to ensure that the national refugee and 
migrant health agenda includes specific provisions 
and core competencies in this respect.

In summary, the development of a comprehensive ref-
ugee and migrant health agenda needs to encompass 
aspects of both the long-term, structural and wide-
spread presence of refugees and migrants within com-
munities and the acute, sudden arrivals of mixed flows 
(people using the same routes and means of transport 
but for different reasons, often travelling in an irregular 
manner). The development or adaptation of policies 
and plans should preferably build on national popu-
lation-based health strategies and be coherent with 
country-specific refugee and migrant profiles.

Advancing the implementation of the Strategy and  
Action Plan

The nine priority areas of the Strategy and Action Plan 
for Refugee and Migrant Health in the WHO European 
Region agreed by Member States represent the oper-
ational synthesis of the policies summarized in the 
previous section. The results of the first WHO survey to 
monitor the implementation of the Strategy and Action 
Plan were presented in Chapter 3 and showed that a 
large number of Member States have engaged in scal-
ing up action on refugee and migrant health at country 
level. The priorities indicated in the Strategy and Action 
Plan and the set of indicators selected represent an 
instrumental driver for change in the Region and beyond. 
The collaborative work undertaken in the Region under 
the leadership of the WHO Regional Office for Europe 
has contributed to promote the refugee and migrant 
health agenda more widely. The Seventieth World 

Health Assembly adopted a new resolution in 2017 
(WHA70.15 (8)) and a WHO global action plan is being 
developed. In addition, various interregional platforms 
and, notably, the United Nations General Assembly have 
welcomed the case for reserving particular attention to 
health issues within global dialogues on displacement 
and migration including in the global compacts. This 
represents a meaningful example of realizing in prac-
tice the health in all policies vision and a contribution 
of the health sector in devising solutions to the com-
plex and urgent challenges posed by displacement and 
migration today.

However, much remains to be achieved from local 
up to global levels before refugee and migrant health 
can be considered an agenda upheld within health 
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policies and the strategies and plans of the 53 Mem-
ber States of the WHO European Region. A few key 
elements emerging from the first survey of the imple-
mentation of the Strategy and Action Plan and review 
of evidence are outlined below for consideration and 
future evaluation.

Strengthening governance

At both national levels and at local decentralized lev-
els of the health system, it is important to enhance 
stewardship for the implementation of the Strategy 
and Action Plan. This entails identifying and mandat-
ing designated officials, services or departments to 
lead and ensure accountability and consolidation of 
achievements during the scaling-up phases. Lack of a 
defined health sector stewardship causes fragmenta-
tion and partial accountability. Considering the impor-
tant work across sectors inherent to the refugee and 
migrant health agenda, and the complexity and sensi-
tivity surrounding it, a high-ranking and resourced stew-
ardship is needed, capable and equipped to devise the 
meaningful health diplomacy the role requires. Such 
a focal entity should be able to link acute responses 
to arrival and longer-term plans, and to ensure the 
establishment of formal and informal system-wide 
networks of partnership, relations and multisectoral 
coordination to overcome fragmentation and dupli-
cation of efforts. This should also facilitate a more 
systematic interfacing of national experiences and 
supranational examples and processes.

Strengthening evidence, evaluating 
coverage, assessing needs and effective 
communication

Migrant is a term that lends itself to varied inter-
pretations and divisions into subtypes (see Chap-
ter 1). The various categories might be linked to very 
diverse health needs and outcomes, depending on 
a plethora of individual and process-related factors. 
Many of these factors have been discussed in this 
report. Effective interventions, whether policy or pro-
gramme related, intended to enhance refugee and 
migrant health indicators need as much as possible 
to be targeted and based on strong evidence. This 
evidence also needs to be communicated to the ref-
ugee, migrant and host communities to counter xen-
ophobia and promote integration. Additionally, each 
country will have its own specific migration profile 
with its associated factors and dynamics (e.g. size 

and scope, such as labour migration or smuggling). 
Therefore, the development of a national refugee 
and migrant health policy agenda should be sup-
ported and validated by research and evidence and 
by a consultative process in partnership with reputa-
ble institutions. An assessment of health coverage 
should use the three dimensions of universal health 
coverage adopted by WHO: the refugees and various 
categories of migrants covered by health services, 
the nature and quality of services accessible to them, 
and financial coverage (e.g. contingency funding, 
budget allocation or pre-paid insurance schemes). 
Different migrant groupings might have very different 
coverage related to their status, national laws and the 
actors involved with the response to migration. The 
WHO toolkit for assessing health system capacity 
to manage large influxes of refugees and migrants 
offers a common template to enhance the evidence 
base for planning (9), and the experience of Member 
States encourages its wide use.

Strengthening policy

There are two aspects to consider in relation to pol-
icies in refugee and migrant health: policies within 
the health sector to ensure equity and health cover-
age and policies in other sectors that might have an 
impact on health. The first concerns the explicit adop-
tion or application of policies that specifically ensure 
equity and health coverage for refugees and various 
categories of migrants. A complementary approach to 
this mainstream strategy is the inclusion of an explicit 
reference to refugees and migrants within general 
population-based or disease-specific health policies. 
While many Member States have indicated that they 
have policy provisions for the health of refugees and 
migrants within their country’s health or social policies 
(see Chapter 3), in some instances these provisions 
do not extend to all categories of migrants pres-
ent in the country. This might create a vacuum that, 
by default, can have public health repercussions. A 
marked example is the situation of irregular migrants, 
who might only have access to emergency care or 
might opt to use substandard or inadequate forms of 
treatment that do not draw attention to themselves. 
Even where different gradients of coverage exist, pol-
icy enhancement might be required to ensure that all 
refugees and migrants are accounted for, regardless 
of how they are defined. Informed assessments of 
health outcomes would allow progressive policy adap-
tation towards universalism.
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The second aspect refers to ensuring that policies 
in other non-health sectors do not lead to adverse 
health outcomes for refugees and migrants. This 
complex endeavour is better achieved when the 
health sector provides stewardship, promotes the 
observance of fundamental health principles and 
engages in constructive multisectoral dialogues, not 
only domestically but also regionally and globally. 
Global policy instruments and multilateral agree-
ments can be instrumental in driving more stringent 
domestic policy coherence. A major current chal-
lenge is represented by xenophobia, often explicit 
racism, and sovereignism. This challenge risks set-
ting back hard-achieved progress towards realizing 
equity and inclusive health systems that pursue only 
the best public health interest of all.

Strengthening grassroot participation 
and partnership

Health sector policy-makers involved in migration 
health need to adopt a participatory approach by ensur-
ing grassroot presence and partnership and active 
participation by local authorities; community health 
providers; various sectoral parties, including the labour 
sector and civil society; and refugees and migrants 
themselves. This is to ensure that effective solutions 
are achieved locally through the building of trust and 
dialogue and that those solutions are translated into 
policy adjustments and the sharing of good practices. 
Solutions also need to be achieved at regional and 
global levels. The health of refugees and migrants 
cannot be addressed by country of origin, transit or 
destination alone. Efforts to safeguard and promote 
the health of refugees and migrants have to take place 
across the places of origin, transit and destination.

Many of the challenges faced in refugee and migrant 
health are relatively new or not yet encompassed 
within existing tools and strategies. Additionally, 
social and technological innovations, particularly 
in terms of communication, cultural mediation and 
social mobilization, are important and being progres-
sively explored and developed at ground level.

Strengthening health financing and 
human resources

Large population movements can mean that swift 
recruitment of human resources is required, including 
doctors, nurses, midwives, dentists, psychologists, 

psychotherapists, nutritionists and other health pro-
fessionals. Ad hoc initiatives to deploy staff swiftly 
by using voluntary contractual or commissioning 
arrangements or by reducing administrative barriers 
to deploy additional staff in the existing system are a 
possibility. Such ad hoc recruitment may be beneficial 
for addressing the health and humanitarian needs of 
refugees and migrants, but they need to be weighed 
against the sustainability and quality of service provi-
sion in the longer term. Intercultural mediation is an 
important tool to facilitate people-centred care in ser-
vice delivery in a multicultural context (10). It requires 
specific attention to training health professionals, 
from both the refugee and migrant population and 
the host population, in routine settings (11). A longer-
term strategy to deploy and train health services staff 
on the standard practices in the existing system is 
advisable. Countries need to be prepared to mobilize 
additional funding for any situation in which health 
services suddenly experience increased needs. Large 
population movements pose specific challenges and 
opportunities to health systems. As the context and 
funding mechanisms for health services differ from 
country to country, approaches in mobilizing funding 
must be understood for each country. Countries with 
more centralized approaches have tended to find 
more unified responses to mobilize additional public 
funding, although this also depended on the scale of 
flow. Countries with more decentralized approaches 
have tended to experience more variety in local 
responses and innovations, particularly related to 
mobilizing voluntary funding from private sources. 
Public supervision and public co-funding for services 
provided under private arrangements are essential to 
ensure alignment of objectives and ensure sustaina-
bility of funding.

Strengthening national data collection 
systems

Delivering high-quality health care to those who need 
it most is one of the basic components of global 
health. To complete this task, accurate and relevant 
health information is required to support evidence- 
informed policy planning and development. In the 
same way, any empirical approaches to address  
refugee and migrant health issues should be founded 
on accurate and reliable information, particularly given 
the complexity and diversity of modern displacement 
and migration. As Chapter  2 indicated, at present 
there are almost no regionwide indicators, and so 
no data to compare and get an overview of refugee 
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and migrant health in the WHO European Region. The 
situation in other Regions is similar. The first imple-
mentation survey for the Strategy and Action Plan 
(Chapter 3) indicated that a few Member States rou-
tinely collected displacement and migration-relevant 
data as a part of some aspect of their national health 
information datasets. The depth and comprehensive-
ness of these data need to be evaluated to be used 
for evidence-informed policy-making. Additionally, 
methodologies and terminologies used for migrant 
populations differ among Member States, and data 
and indicators for some migrant populations and  
refugees may not be recorded or monitored simi-
larly. The implications and consequences of non- 
uniform terminology can be important. It complicates 
the international collection and analysis of compara-
ble information for refugee and migrant populations 
and can impede the analysis of programme effec-
tiveness between locations using different termi-
nologies. It has been suggested that national health 
information systems, in addition to public health sur-
veillance systems, should collect standardized and 
disaggregated data for all refugees and migrants (12).  
Specific datasets of comparable nature are required 
to support regional and national health policy and 
planning, and common and comparable definitions 
are required to improve understanding of the use 
of health services by refugees and migrants, iden-
tify needs and areas for targeted interventions, and 
support evidence-informed policy development in 
regional refugee and migrant health (13). Stand-
ardization and coordination of migration-related 

indicators and data elements across and between 
health information and social services systems of 
Member States is a complex undertaking but should 
be considered for the establishment of a common 
monitoring system based on agreed variables and 
indicators. The development of a global monitoring 
mechanism based on commonly agreed variables/
indicators is highly recommended.

Maintaining traction and enhancing 
political leadership

Many of the recommendations summarized here 
are not new and have been formulated since the late 
2000s. Yet no significant traction has been found in 
general in advancing a comprehensive refugee and 
migrant health agenda. The international community 
has now firmly prioritized displacement and migration 
as an essential matter for cooperation and concerted 
action, and Member States of the WHO European 
Region have shown foresight and leadership in set-
ting common goals through a regional strategy. This 
should further enhance intercountry and interregional 
cooperation in view of the elaboration of a WHO 
global action plan in 2019. The 2030  Agenda and 
various ongoing migration and development debates 
offer opportunities to the health sector to enlist polit-
ical commitment, accountability and resources. It is 
essential to maintain momentum and use all available 
platforms to mainstream refugee and migrant health 
and thus achieve incremental and cumulative results.

The Migration and Health programme: a collaborative  
way forward

The WHO Regional Office for Europe will continue 
to support the implementation of the Strategy and 
Action Plan and assist countries in filling potential 
gaps in health service delivery, working with Member 
States, other United Nations agencies (e.g. ILO, IOM, 
UNHCR, the Joint United Nations Programme on HIV 
and AIDS and the United Nations Population Fund), 
health professionals, academia, civil society and the 
private sector as required. This includes training of 
health care staff, provision of technical assistance, 
carrying out joint public health and health system 
assessment missions, and provision of policy rec-
ommendations using the WHO toolkit to prepare for 
large influxes of refugees and migrants.

Through its Knowledge Hub on Migration and Health, 
the WHO Regional Office for Europe will continue 
to support Member States and partners in building 
expertise and competences, sharing good practices 
and formats, developing technical guidance, orienting 
operational research, and devising innovative mod-
els and solutions to emerging refugee and migrant 
health challenges. The way ahead is still long and 
the undertaking is complex, yet the ground-breaking 
endeavours ongoing in the Region based on a collec-
tive awareness of these challenges is contributing to 
adjusting global health strategies and visions to the 
reality of a world on the move.
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The Migration and Health programme (MIG)

The Migration and Health programme, the first fully-fledged programme on migration and health at the WHO 
Regional Office for Europe, was established to support Member States to strengthen the health sector’s 
capacity to provide evidence-informed responses to the public health challenges of refugee and migrant health. 
The programme operates under the umbrella of the European health policy framework Health 2020, providing 
support to Member States under four pillars: technical assistance; health information, research and training; 
partnership building; and advocacy and communication. The programme promotes a collaborative intercountry 
approach to migrant health by facilitating cross-country policy dialogue and encouraging homogeneous health 
interventions along the migration routes to promote the health of refugees and migrants and protect public 
health in the host community.

National Institute for Health, Migration and Poverty (INMP)

The National Institute for Health, Migration and Poverty is an Italian public institution under the authority of 
the Ministry of Health. It was established in 2007 to address social and health inequalities affecting vulnerable 
populations, among which are migrants and poor people. The Institute is the Reference Centre of the National 
Network for Social and Health Care Issues Related to Migrant Populations and Poverty as well as the National 
Centre for Transcultural Mediation for the Social and Healthcare Sector. Its mission is to develop and share with 
the Italian regions innovative models to counteract health inequalities and facilitate access for disadvantaged 
people to the National Health Service, ensuring them high-quality health care.



REPORT ON THE HEALTH OF REFUGEES 
AND MIGRANTS IN THE WHO EUROPEAN 
REGION  – NO PUBLIC HEALTH WITHOUT 
REFUGEE AND MIGRANT HEALTH

Almost one in 10 people in the WHO European Region is 
currently an international migrant. Finding work is a major 
reason why people migrate internationally, although violence, 
conflict, natural disasters and human rights abuses are 
also contributors. Displacement and migration are social 
determinants of health affecting the health of refugees and 
migrants. The WHO Regional Office for Europe has taken the 
lead in assisting Member States in promoting refugee and 
migrant health and addressing the public health aspects of 
their health. The Regional Office established the Migration 
and Health programme specifically for this purpose. Gaining 
an overview of the health status of refugees and migrants 
and health system response is paramount in achieving the 
Sustainable Development Goals and in ensuring universal 
health coverage, and is in line with the Health 2020 framework. 
This report, the first of its kind, creates an evidence base 
with the aim of catalysing progress towards developing 
and promoting migrant-sensitive health systems in the 53 
Member States of the WHO European Region and beyond. 
This report seeks to illuminate the causes, consequences 
and responses to the health needs and challenges faced by 
refugees and migrants in the Region, while also providing 
a snapshot of the progress being made across the Region. 
Additionally, the report seeks to identify gaps that require 
further action through collaboration, to improve the collection 
and availability of high-quality data and to stimulate policy 
initiatives. The report is a much-needed boost for Member 
States and other stakeholders to ensure high-quality health 
care for all.
The Migration and Health programme deeply appreciates 
the technical and financial support provided by the Italian 
National Institute for Health, Migration and Poverty in 
producing the report.
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Albania
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Azerbaijan
Belarus
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Czechia
Denmark
Estonia
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Greece
Hungary
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Ireland
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Italy
Kazakhstan
Kyrgyzstan
Latvia
Lithuania
Luxembourg

Malta
Monaco
Montenegro
Netherlands
Norway
Poland
Portugal
Republic of Moldova
Romania
Russian Federation
San Marino
Serbia
Slovakia
Slovenia
Spain
Sweden
Switzerland
Tajikistan
The former Yugoslav Republic  
of Macedonia
Turkey
Turkmenistan
Ukraine
United Kingdom
Uzbekistan
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