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The Mig-HealthCare project

Since the Middle East crisis broke in 2011 Europe has seen increased flows of migrants and refugees
arriving mainly at the Mediterranean shores. This is not though the first time Europe has experienced
the influx of large migrant/refugee flows. Immigration to Europe has a long history; Europe has always
been a destination continent for people seeking refuge from war, poverty and natural disasters. Many
can argue that in a way most European citizens have a migrant background and migrant origins.
Especially Western European countries experienced a high growth in immigration after World War II.
In particular MS of the EU-15 have sizeable immigrant populations, both of European and non-
European origin. The fall of the Soviet Union in the later part of the past century brought new waves of
migrants to Western Europe. This time it also bought waves of migrants to previously traditional
emigration countries such as Greece, Italy and Spain.

The current refugee/migrant crisis has once again put Europe in a “reactive mode” as recently stated by
Carlos Moedas, the European Commissioner for Research, Science and Innovation during the
International Conference on Understanding and Tackling the Migration Challenge (4-5 February 2016,
Brussels).

The good news is that Europe does have long experience in the integration of migrants and refugees.
Over the last years the European Commission has focused efforts on tackling issues related to migration
and has financed a plethora of related programs. The evidence on effectiveness exists — it needs to be
assessed under the prism of new developments and put to the test. Action is urgent given also Europe’s
dark past in anti-migrant negative attitudes which are rising across Europe exacerbated by the adverse
economic situation in many MS. European countries have a unique opportunity to put past and current
experience to practice promoting the integration of refugees and migrants so as to “live up to European
values of democracy, peace and respect of human rights” as put in the words of Carlos Moedas.

Definitions
Migrant and refugees are terms that are often used interchangeably, but they are defined by the UN as
follows (https://refugeesmigrants.un.org/definitions):

Refugees are “persons who are outside their country of origin for reasons of feared persecution, conflict,
generalized violence, or other circumstances that have seriously disturbed public order and, as a result,
require international protection. The refugee definition can be found in the 1951 Convention and
regional refugee instruments, as well as UNHCR’s Statute”.

Migrants “While there is no formal legal definition of an international migrant, most experts agree that
an international migrant is someone who changes his or her country of usual residence, irrespective of
the reason for migration or legal status. Generally, a distinction is made between short-term or
temporary migration, covering movements with a duration between three and 12 months, and long-term
or permanent migration, referring to a change of country of residence for a duration of one year or
more”.

Health and social care for migrants and refugees in Europe
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https://refugeesmigrants.un.org/definitions

Migrants, asylum seekers and irregular migrants are, compared to the general population, at a higher
risk of poverty and social exclusion. Research has indicated that in many cases these vulnerable groups
do not receive appropriate health and social care that best meets their needs (Stanciole & Huber, 2009).

Anderson Stanciole (WHO, Switzerland) during a policy seminar on the barriers to Healthcare Services
for Migrants organized by the European Health Management Association highlighted the fact that
migrants are not a homogeneous group and face very different barriers when accessing health services.
Additionally, it is clear that different MS have very different circumstances when it comes to how health
and social care for migrants is organized. Hence the “one size fit all” approach is not going to respond
to the very complex and urgent situation.

Nevertheless, there are common barriers among different migrant groups when accessing health and
social services which mostly have to do with lack of knowledge about available services; language
differences; and varying cultural attitudes to health and health/social care.

Numerous EU projects have been implemented in the last years with the objective of mapping existing
health services for migrants and refugees and looking into their improvement through recommendations
and action plans. Research and projects point to significant differences between the MS in terms of
service provision while recommendations and action plans often oversee country specific circumstances
(i.e. the economic recession).

Some areas are widely unknown. For example we will explore what is available for mental health,
dental health, services for minor surgical operations and services related to obstetrics and gynecology
among migrants/refugees

The contents of this report

This report will discuss the results of the participatory research conducted within the Mig-HealthCare
consortium to explore the physical and mental health of migrants and refugees in the consortium
countries which include Greece, France, Malta, Germany, Austria, Italy, Cyprus, Spain, Sweden and
Bulgaria.

This work is complementary to the literature review report which examined existing information at
country and EU level concerning the physical and mental health status of migrants/refugees in Europe.

With this research we aim to cover the gaps concerning less explored health issues (mental health,
dental health, gynecological issues, dermatological issues etc) as well as needs and expectations of
health care providers.

More specifically we aim to answer the following questions:

e What is the physical and mental health status and the main physical and mental health problems
of migrants/refugees in the EU? Some areas are widely unknown. For example we will explore
mental health, dental health, obstetrics and gynaecology issues among migrants/refugees

e Which differences are observed between different groups (migrants living in the community,
migrants/refugees living in organised facilities, irregular migrants/refugees, vulnerable groups
such as women and children) and why?

e Geographically where are the problems in Europe concentrated?

¢ What are the needs, facilitators and barriers, as viewed from the providers who offer health care
and social services to migrants/refugees in Europe?
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Original research included:

1. Three (3) focus groups with health care providers in all the consortium countries
2. A survey using a purpose made questionnaire answered by migrants/refugees in all

participating countries

This report is divided into two parts. The first part details the methodology and results of the focus
groups while the second part discusses the methodology and results of the survey questionnaire.

Health
Care o

Part A: Qualitative study by the MigHealth-Care project:
Focus group results
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Summary

Introduction

Existing studies of migrants’ access to health care in Europe constitute a fragmented evidence base,
which offers neither a basis for understanding the issue across Europe, nor for comparison between
different countries. This qualitative study explores the barriers and facilitators to equal health care to
migrants in ten European countries to gain a better understanding of migrants’ situations. The research
was conducted by the Mig-HealthCare project consortium, funded by the European Commission and
took place between autumn 2017 and spring 2018.

Methods

Using a common interview guide, each national research team planned to conduct three focus group
discussions or, where necessary individual interviews, with health care professionals and service
providers; policy makers; and representatives from Non-Governmental Organisations - NGOs.
Thematic qualitative analysis was employed to explore how access and provision of health care to
migrants and refugees was understood from the perspective of providers, policy makers and NGOs
working with health.

Results
The following themes emerged from the analysis

Access to health care

Specific problems in transit countries
Specific health problems and health priorities
Suggested solutions and good practice.

b

These results can be summarized as follows:

 Infrastructural and organizational factors are reported as damaging migrants’ mental health (e.g. life
in reception camps).
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» A shift from a humanitarian emergency mind-set to focus on integration needs to take place.

» Health care for migrants is considered more or less adequate depending on the actor that is speaking,
and the EU country in which they operate.

e Health care providers and NGOs agree that health care for migrants is inadequate and biased in favor
of particular conditions and cases (minors, pregnant women and acute conditions).

» Health care providers appear to be generally more critical of the status quo of provision for migrants
as compared with policy makers.

» Austerity measures following the 2008 financial crisis have negatively affected health care system
in general, which in turn has negative affected the provision of health care for migrants.

» Respondents in different countries have different views of how the 2015 refugee crisis affected the
provision of health care for migrants.

o Challenges faced in the different countries vary; while in some countries the main issue is legal
access, in others basic needs such as sanitation and basic infrastructure were emphasised.

o Health care provision for migrants is uneven throughout the EU and variations exist even within the
same country.

e Discrimination linked to socio-economic status and ethnic group is reported as a barrier to equal
health.

» Gender may act as a barrier, with women tending to be more marginalised in the host country in
terms of language proficiency and health literacy, which impedes health care access.

o Knowledge, language and communication on both the demand and the supply side of health care
provision emerge as crucial to ensure equal access for migrants.

e Organisational issues and inadequate cooperation between private and public actors; insufficient
training, scarcity of resources and infrastructural deficiencies are highlighted as major barriers to the
provision of health care and to equal access to that care.

o Mental health is regarded as a health priority by informants in all countries. Deterioration of mental
health is influenced by social stigma and a lack of access to care. Health care systems are ill suited
to address mental health issues for migrants and the model of reception in hosting countries
exacerbates mental illness through isolation, inactivity, pervasive uncertainty and social deprivation.

e Among the solutions suggested are: training in intercultural communication and conflict
management; basic healthcare education for patients in their mother tongue; support in accessing
primary care; a stronger community based approach - all identified as necessary across the
consortium countries represented in this qualitative study.
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Introduction

The MighealthCare consortium conducted a qualitative investigation of the health care needs of
vulnerable migrants in Europe in the aftermath of the refugee crisis of 2015. The research, conducted
between Fall 2017 and Spring 2018, focussed was on the barriers to and facilitators for equal health
care access.

Background

The qualitative research project was informed by a review of the literature on health and migration in
Europe, conducted between July and November 2017. The review demonstrated a widespread interest
in understanding barriers to access and the creation of inequalities among migrants in marginalized
situations seeking health care in Europe: this interest was evident across the range of reports and articles
reviewed in the various countries represented in the consortium. Despite the evident interest, the review
offered a fragmented picture due to a lack of common definitions of key terms, few clearly defined and
common goals of health care provision and limited evaluation of outcomes (MigHealthCare, 2018). The
findings of the literature review can be summarised as follows:

[0 The various emphases of studies in different countries make comparison across settings difficult.
While some studies compare the health of migrants with the local population, other studies focus
on health conditions of children pre-dating their migration (e.g. hepatitis, dental problems) and the
disparity of mental health problems between migrants and non-migrants, such that results are
context specific and sometimes contradictory.

[0 The health status of migrant women, children, and middle aged men and older people are often in
focus, rather than an investigation of how migrants’ own, self-defined health care needs can be met.

[1 An elevated use of emergency services by migrants (often compared to the local population) and
particularly during unsocial hours; together with the higher use of obstetrical and gynaecological
services by migrant women compared with non-migrant women.

[0 A growing interest in the barriers to migrants’ use of regular health care services, but little
systematic investigation. A few studies have investigated the accessibility of health care for
migrants, testing intercultural policies aimed at helping health care providers meet migrants’ needs,
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while others have focussed on the conditions discouraging migrant from seeking care (e.g.
communication problems, lack of understanding of the system; previous bad experiences).

[ Existing literature has identified interventions aimed at improving access to and responsiveness of
health care services. For example by providing interpreting services to assist service providers, or
by increasing their cultural competence, or again by supplying migrants with information about the
health care system. There is no systematic evaluation of the effectiveness of such interventions.

Among the measures identified to cope with the challenge of providing suitable health services to
migrants, recent literature emphasizes the following steps (MigHealthCare, 2018).

[0 To guarantee the same legal entitlement for migrants as for other residents of the country is a
fundamental step towards improving migrants’ access to health services. This aspect is particularly
urgent for undocumented migrants, such as visa or permit ‘overstayers’, rejected asylum seekers
and individuals who have entered a country without documentation. Limitations to health care
entitlement are sometimes justified as a measure to discourage ‘health tourism’. This concern that
migrants travel to access health services and the discriminating rhetoric behind it are not supported
by studies with undocumented migrants. Limiting access to emergency services has been proven
both ineffective and costly (Mladovsky, Rechel, Ingleby, & McKee, 2012).

[J To design health policies that respond to migrants’ need. Studies emphasise that migrant health
policy is often vulnerable to changing political representation, economic and financial
circumstances. In order to justify sustainable migrant health policy, good quality data on the health
status, needs, and expectations of migrants with regards to health is required. The literature review
confirms the persistent lack of data on perceptions and needs expressed by migrants themselves,
with these perceptions and needs all too often described by service providers.

[0 A call for the systematic inclusion of "migrant background" in official health monitoring is
underlined by different sources as one path to make available data more precise, reliable and
comparable.

[0 The crucial role played by primary care in delivering high quality, culturally sensitive and
appropriate care for migrants, especially those in vulnerable situations has been underlined by
recent studies (de Brun et al., 2015; Kohls, 2011; O’Donnell et al., 2016). Despite the acknowledged
role of primary care, much of the scientific production in European countries focuses on the health
status of specific groups of migrants defined by country of origin and / or stage of the life course,
rather than on assessing when and how the migrants’ health needs are met.

[0 Improving the quality of European comparative work. The lack of a rigorous analytical framework
to identify and evaluate migration health policies in the different European countries is apparent.
So too is the need to map regional, sub-national, non-governmental initiatives in order to understand
how to develop health policies in such diverse political, social and cultural contexts. The need to
maintain migrant health as a European priority, despite the adverse climate of economic austerity
and anti-migrant political discourses, is also urgent.

[0 Understanding the mental health and health care needs of migrants is still at a relatively early stage
as shown by the inconsistent and sometimes contradictory results of the studies conducted in this
field.

Methods

Developing from the literature review, the research question addressed by the current qualitative
investigation was:

What are the health care needs of migrants and what factors facilitate or prevent the provision of
services to migrants?
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In order to answer the question, each national research team planned to conduct three focus group
discussions or, where necessary individual interviews, with:

1. Health care professionals and service providers;
2. Policy makers;
3. Representatives from Non-Governmental Organisations - NGOs.

Thematic qualitative analysis was employed to explore how access and provision of health care to
migrants and refugees was understood from the perspective of providers, policy makers and NGOs
working with health.

A common interview guide was drafted in English, translated into all the different languages of the
consortium and it was used by the partners to conduct the focus group discussion (see below). (See
appendix for the interview guide translated into the various consortium languages).

Figure 1: Focus group discussion interview guide

[0 What has been your involvement with health care provision for migrants/refugees?

[0 In your experience, what do migrants say that they need most in term of physical, mental and
dental care?

[ Isit possible for local services to address these needs?

[J  What sort of tools or services would help you to better assist migrants/refugees to effectively
address the issues mentioned above?

[0 Do you think local communities would assist? Do you think local communities have a role in
migrant integration and if they do, can you elaborate on that?

[0 Is there a need to guide migrants on how to use the health care system?

Data collection

Between November 2017 and April 2018, 20 focus group discussions and 19 individual interviews were
conducted with health care providers, policy makers and representatives from NGOs, including
volunteer workers in the 10 countries of the consortium.

The table below provides a summary of the number of focus group discussions and interviews and the
type of participants in each country.

Table 1: Interviews per country

Country Focus group Interviews Participants
Malta 1 8 NGOs; Policy Makers; Health care professionals
Co-funded by the E?ropean Union's
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Austria 2 6 NGOs; Policy Makers; Health care professionals
Italy 3 NGOs; Policy Makers; Health care professionals
Spain 3 NGOs; Policy Makers; Health care professionals
Greece 3 NGOs; Policy Makers; Health care professionals
Germany 2 2 NGOs; Policy Makers; Health care professionals; Social
Workers
France 3 NGOs; Policy Makers; Health care professionals
Cyprus 2 2 NGOs; Policy Makers; Health care professionals
Sweden 4 NGOs; Policy Makers; Health care professionals
Bulgaria 1 NGOs; Policy Makers; Health care professionals

Data analysis

Full transcripts or detailed summaries in English of each focus group discussion and interview were
provided by the 10 countries of the consortium. The use of summaries rather than full transcripts
enabled researchers to access data produced in languages other than English. While fully translated
transcripts may have captured more detail and nuance, time and budget constraints required a quicker
means of sharing material across languages. This means of translating and summarising material
allowed for a thematic analysis, but did not support a narrative or content analysis. Since the analysis
was undertaken from summaries (as well as transcripts), the specific terms used in the original
discussions and interviews could not always be checked. In particular the lack of specificity around the
terminology of types of migrants (refugees, asylum seekers, rejected asylum seekers, forced migrants,
undocumented migrants) could not be confirmed. In the text below the term ‘migrant’ is used as to
cover the range of different types of migrants and refugees although we recognise that these terms have
specific legal definitions. This lack of specificity and nuance is off-set by the advantage of including
material from a range of language groups.

The analysis tried to account for emerging themes, including those that were not covered by the
interview guide. It benefitted from the inclusion of a range of actors and service providers, including
health care practitioners, NGO workers and policy makers. The heterogeneity of the sample was aimed
at gaining a true picture of health care and migration in Europe, by accounting for different perspectives
and points of views, triangulating across them to balance both the particular and the general.

Results

The results are presented under four separate categories, as follows:

Access to health care

Specific problems in transit countries
Specific health problems and health priorities
Suggested solutions and good practice.

D W N =

Table 2: Results
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1. Access to health care

Legal and systemic barriers

Austerity

Organisational issues and actors dynamics

Discrimination

The 2015 refugee crisis

Knowledge, understanding, language and communication barriers

moanoe

2. Specific problems in transit countries
3. Specific health problems and health priorities

4. Suggested solutions and good practices

Summary of results

e Health care for migrants is considered more or less adequate depending on the role played by the
actors, on their expectations and on the EU country they operate in. Health care providers seem to be
more critical than policy makers.

e Most of the health care providers and NGOs agreed that the health care for migrant is inadequate and
it tends to focus on certain cases (minors, pregnant women and those in need of acute care). By
contrast, policy makers tend to see the provision of health care for migrants as satisfactory. However,
even within countries there are variations in the care given to migrants. Different interpretations of
the law concerning access to health care account for some of this variation. In Austria, France and
Germany, for example, it was reported that some health care providers refuse to treat migrants, while
other providers try to ensure optimal treatment at their own expense and report of discrimination and
fatigue. In Spain, health providers, NGOs and policy makers noted no difference in the treatment of
migrants when compared to that of other categories of patient.

e Informants’ named a range of challenges to providing migrants with adequate health care. In some
countries the main issue is legal access (e.g. France), while in others basic needs such as sanitation
and infrastructure were emphasised as lacking (e.g. In some camps in the boarder islands of Greece).

o Knowledge, understanding, language and communication on both the demand and the supply side of
health care provision emerge as crucial to ensure equal access for migrants.

e Organisational issues and inadequate cooperation between private and public actors; insufficient
training, scarcity of resources and infrastructural deficiencies are highlighted as major barriers to
provision of health care and equal access to care.

e Mental health is regarded as a health priority by informants in all countries. Deterioration of mental
health is influenced by social stigma and a lack of access to care. Health care systems are ill suited to
address mental health issues for migrants and the model of reception in hosting countries exacerbates
mental illness through isolation, inactivity, pervasive uncertainty and social deprivation.

e Among the solution suggested are: training in intercultural communication and conflict management;
basic health care education for the patients in their mother tongue; support in accessing primary care;
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a stronger community based approach - all identified as necessary across the consortium countries
represented in this qualitative report.

Access to health care

The interviews gave evidence of multiple barriers for migrants and refugees accessing health care.
These barriers are described under the following headings: laws and regulations knowledge; language
and communication; austerity measures; discrimination; gender and ethnicity and organizational

problems.

Legal and systemic barriers

Participants underlined challenges in the application of laws and regulations. For example, formal
universal access to health care, which applies to migrants and refugees, does not always translate into
actual equal access to care (Austria; Greece; France; Italy; Germany).

“Some service providers are not sure what the entitlements are when family members present
different legal statuses.” (Community Development Officers, Malta)

“We should also stress that in terms of legal access we have laws that have liberated many,
many things. Today we generally have a better access to health care and everyone has access
to the health care system without problems, regardless of their status. Nevertheless, the health
care system ails; and the rest of the system hasn’t yet adapted to this law. And this happens
because the health care system isn’t adequately prepared, educated and staffed to properly
respond to what the law provides for. We’d be playing with fire, if we complained these days
for legal access to the health care system. This right has been granted to migrants/refugees,
something that wasn’t happening until now. And we fought for it. Let’s take for example the
government officials who have to ensure that the Law is properly applied. People working at
the Citizens’ Service Center ignore the way this should be implemented in the case of refugees
and foreigners in general. It’s not just the health care system, but also a significant part of
government authorities that support this Law. All these social services that aren’t informed
enough to respond to the Law’s requirements.” (Health-care provider working in an NGO,
Greece)

The system of health care provision is described as complicated in general and even more so for
migrants.

Co-funded by the European Union's
Health Programme (2014-2020)

"The care pathway is quite complex and from a health point of view for people who do not
know that well and [...] and who do not know how to find their way around the system. [...]
Well, in France in terms of administrative things we are quite expert in making things
complicated [...] There may also be abuses of the system. If you question several different local
health insurance funds, CPAM [Caisse Primaire d’Assurance Maladie — Social Security
service], they will give you a different list of papers to provide to open the same rights. [...] Not
to mention all this work of linking, of mediation that is more than necessary, which nobody
recognizes , especially at the NGO level, but which is very necessary.” (Voluntary medical
doctor in NGO, France)
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Delay in access to health care especially for victims of torture was reported in Cyprus due to delays in
the issuance of the medical card, producing medical reports for victims of torture and in referrals.
Although the health care system is already burdened in Cyprus even for citizens, issues related to access
to health care was especially problematic for vulnerable migrants and refugees as they lack the resources
to access the private health care sector.

“When someone arrives [..] he has to pass through the immigration to get a confirmation letter
which means that it may take a few days. If someone is sick — we had an [unaccompanied]
minor that does haemodialysis therefore he had to be admitted to the hospital immediately [..]
if the confirmation letter doesn’t exist none of the medical services accepts him. When the
confirmation letter is ready he can only go to the emergency, nowhere else. There is a procedure
a bit long afterwards in order to be able to get the medical card and be allowed to free medical
care. [..] He undergoes a procedure which takes a few days because he has to go through other
medical exams [..]. Until all of this happens 2-3 weeks may pass. Therefore, if someone has a
serious health problem he will need to wait. This is our biggest issue.” (Social worker, Cyprus)

In some cases (France, Malta) asylum seekers, including minors, have to wait a six-month period to
have their status recognised. During this time, they have no access to public health care. French
informants underlined the paradox of this long waiting time with the presence of a refugee population
that is largely transiting to move to other countries.

“The administrative steps to open health rights are very long so it does not correspond to a
population here that is just passing through.” (Coordinator in NGO, France)

Reports of insufficient information being given to refugees regarding their legal status concerning
access to health care were made. In some cases undocumented migrants are reported by health care
providers to be afraid to access health care so as not to jeopardise their residency (France).

"(...) They don't want to come to the hospital. They are afraid of being filed, to be picked up by
the police." (Health manager from the Hospital, France)

A similar situation is reported in Austria:

“A black man came to the hospital at 3 am with fever of 40 degrees. He refused to name his
country of origin as someone has told him that if he would do otherwise, he would be refused
the examination. This was also the reason why he would not say a word during the examination
which made the whole procedure very difficult.” (Doctor, Austria)

There is a variety of services and the coordination between them is not always effective. If for example
migrants go to the wrong clinic, this gives them fewer rights than they would be entitled to elsewhere.

“There is a lack of a coordination between the STP clinics (Stranieri Temporaneamente
Presenti/Foreigners temporarily present) inside the ASL (Local Health Service) and other
services provided by the ASL itself, and a bigger lack of coordination between the health area
and the social one.” (ASL-Local Health Service- doctor, Italy)

Some informants (Italy) underlined the need to train people in legal aspects of the provision of care for
refugees. Informants also highlighted that one of the challenges in the provision of care are the internal
differences of the Italian system that would be better described as “21 health systems”, with one per
region.
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Austerity

Subsequent to the 2008 recession, austerity measures were enacted in most European countries, which
weakened the capacity of health care system to cope with 2015 refugees’ crisis. Although, there is an
improvement now, the budget cuts are still a challenge.

In France austerity translated into a lack of volunteers and a lack of funding, but also impacted migrants’
living conditions. The problem of lack of funding for the health care sector is reported also by
informants from Germany, Italy, Spain, Malta, Cyprus and Greece, in combination with increases in
the cost of living. In Germany insufficient medical equipment at hospitals was reported as problem
which delayed access to health care for migrants.

“And there was a huge shortage, especially with regard to the X-ray examinations, because the
Celle hospital was completely overwhelmed to carry out the relevant examinations, which-
according to the law- were planned.” (Representative of Medical Chamber, Germany)

In Greece, informants mentioned the weakening of the health care system in general, due to the financial
crisis and austerity, as a central challenge in the provision of health care for migrants and refugees.

“The economic crisis has weakened the current health care system, which was further weakened
due to the refugee crisis and the incapacity of the health care authorities to respond specifically
to this population. All these situations acted increasingly and led to what is seen today as deficit
resulting from the combination of these situations. Many times it is more essential that we don’t
have the money to support the public health care system; other times that we don’t have the
know how; other times that we are in crisis; other times that the staff is insufficient due to cuts;
other times that the staff suffers from burn-out. Each factor has a different effect each time.”
(Health care worker working in an NGO, Greece)

Organisational issues and actor dynamics

The absence of both a programme to promote migrants’ health literacy and of cultural mediators is
identified as major barriers to equal health care (Germany) and is attributed to the unwillingness of
policy makers to put migrants’ health on their agenda (Spain). French German, and Greek health
providers underlined the crucial role played by cultural mediators in removing barriers to access
health care and how this role is jeopardized by short-term employment contract lasting only two to
three months.

Policy makers tend to evaluate the access to health care as satisfactory (Cyprus), as long as migrants
follow the official procedure. They identify migrants’ lack of health literacy, language and
communication skills as the main barrier in the provision of health care (Spain). In Spain, policy makers
also mentioned social stigma of refugees, their lack of awareness of available resources and difficulties
in accessing appropriate drugs, as barriers to equal access to health.

Insufficient collaboration with authorities and policy makers especially during the 2015 movement of
refugees was underlined (Austria, France, Italy). The lack of a common system for medical records,
especially when migrants move to different places was also noted (Greece).

“Let’s take immunization as an example. Refugees are vaccinated by someone, but we cannot
have a full picture of what is actually happening. Right now, there are refugees who have been
vaccinated by various bodies three or four times, and we don’t know exactly what kind of
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vaccines they received. The situation has recently changed when the Hellenic CDC (Centre for
Disease Control) undertook refugee immunization and keeps a record thereof by filling out the
WHO yellow books.” (Policy maker, Greece)

There is also lack of training for health care professionals concerning how to treat migrants and how to
work within a framework of cultural competency. Some informants underlined that under the facade
there is a lack of coordination and control, that actors do not cooperate effectively and information is
not shared:

"We are made to feel that in general the Ministry of the Interior has overall control over the
issue of migration and that it is extremely difficult for the Regional Health Authority ARS
[Agence Régionale de Santé — Regional Health Agency] to succeed in wrestling some control
back over its handling, although they are in fact quite aware of the problems that we have
mentioned, the need for coordination, the linking of actors, the need for information sharing
and vigilance on potentially endemic pathologies." (Volunteer medical doctor, NGO, France)

In Germany, focus group participants spoke of “economization, hierarchization and privatization of the
health care system” as processes that make it hard for health care providers to treat patients with
different needs. Provider organisations are forced to account for their time and staffing, while trying to
meet the needs of patients with mental health issues. In some cases, insurance companies are mainly
concerned with saving money and the health care system fails to reach people who need care and to
fulfil its obligations. There are cases of people with mental health problems who, as a result of social
stigma attached to the condition in their culture, do not make contact with the German health care
system.

In countries like Greece and Italy, infrastructural problems are particularly urgent. In Italy, the
integration between the public and the private sector that characterized the provision of health care in
the Italian regions should be coordinated by a public body to ensure sustainability.

“The public must govern the private; it is the public who must understand where to intervene”
(NGO staff, Italy)

In Greece, informants spoke about burnout in delivering services:

“You cannot perform triage everyday... burn out rates are alarming in the Greek border
islands.” (NGO staff, Greece)

French NGOs and hospital health care providers, for example, underlined that professionals providing
services, including health care, to migrants need to be supported and trained to deal with the stress and
fatigue of their work, to avoid developing inappropriate behaviours towards patients. They also reported
of colleagues refusing to take charge of migrants because they see it as a thankless job: they think that
“they have no solution for them” (France). They lament discriminating practices that pick and choose
certain kind of migrants to treat. An informant described a situation in which the formal policy of
universal access does not translate into open, let alone, equal access:

“We can become a source of maltreatment almost in spite of ourselves [...] When you have the
impression that it is through saying no, and through refocusing on petty missions, so that we
will have fewer people and so we will feel less overwhelmed [...] We are saturated, we, are
unable to manage everyone and the system is totally saturated in fact [...] And then we say,
"Ah well, no one can do that, that [ will not do, there’s no way [I’ll do that.”. And then "we
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consult at such and such an hour and then never again." But we are stuck with doing just that.”
( Hospital doctor, Health Service Access Point, France).

In Cyprus, however, health care professionals reported a great amount of stress and in some cases fear
and insecurity when treating migrants in refugee camps. This is due to some cases of unrest within the
camp and among the residents.

Knowledge, understanding, language and communication barriers

Language problems, a lack of interpreters and cultural mediators were reported by participants in most
countries (Austria, Greece, [taly, Malta, Spain, Germany, Cyprus).

“One problem, is the problem of interpreting, but even if interpreters are there, that does not
mean that someone who has experienced the most severe trauma, can talk about them. This also
means that the soul needs a certain amount of time and certain conditions in order to be able to
create contact at all, with others, and therefore also with an expert.” (Psychiatrist, Germany)

“Everyone knows very well that the issue of the management of migrant patients, (unless we
do not know all these problems well, or don’t have the time to think things through or to think
about the system), needs to include the question of interpreting.” (Psychologist, hospital,
France)

A health provider from Greece underlined that the lack of language and communication skill affects the
different levels of the service provision for migrants:

“At every health facility, whether a hospital or a community health center, there isn’t a single
government official who can speak English, Arabic or any language needed. He/she must be
aware of how the system works and available during working hours to provide assistance to
any health or government official unable to successfully communicate and provide solutions to
a patient’s problem. I’m talking about essential accessibility. I cannot even imagine how a nurse
can cope without the presence of an interpreter and work more, in order to provide his/her
services to an Afghan refugee. And, of course, then comes the need to be aware of the
conditions which this particular population lives under. We should be aware when these people
eat, how to interview an Afghan woman, namely of their culture.” (Health care provider,
Greece)

According to a Swedish informant:

... for the assessment of mental health condition the cultural barrier is unbearable.” (Nurse,
Sweden)

This nurse reported that a migrant woman used the expression “they opened my head” which could be
interpreted either as a sign of psychosis or as indicating that a physical assault had taken place. Her
point was that she had not means of distinguishing which might be the more appropriate interpretation.
The informants also underline that it is not just a matter of knowing the language or having a mediator
who knows it and suggest that competence should be integrated to provide the necessary services:

“Another essential issue is the mediators’ lack of education. It doesn’t simply suffice for
someone to know the language, in order to accompany a refugee to the Hospital... There are
smaller NGOs that tend to rush things and, therefore, we come across mediators without the
proper education in the field. However, the most essential, of course, is doctors’ education.
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They should be able to understand that it is entirely different to communicate and to diagnose
a patient with the assistance of a third party, i.e. the mediator.” (Health care provider, Greece)

The inadequacy of the cultural competence of health care providers was underlined in all the countries
of the consortium. In Austria, health providers said that they often do not know how to behave in the
presence of a translator and that they sometimes talk to the translator and ignore the patients, which is
very disconcerting for the patient. An Austrian informants spoke about the doctor-patient encounter as
a largely neglected topic, with a new course on the issue only recently added to the medical training
programme. Maltese professionals (psychiatrist, psychologists, social workers, nurses) are not
adequately sensitized to the needs that migrants may have. Only very recently have university courses
begun to include transcultural topics.

Health care providers have also mentioned differences in social conduct of migrant patients, for
example concerning punctuality and reliability, which results in doctors being unable to provide the
appropriate service when patients are late and in patients’ frustration for not being able to see a doctor
whenever they arrive. The management of these tricky cases is left to the initiative of the individual
health professional; in some cases, the professional is more tolerant of misunderstanding and
uncertainty, whereas in other cases they are less forgiving and stick rigidly to the local rules and
expectations (Austria, Malta).

“Migrants often do not comply with appointments, which is a problem.” (Doctor, NGO staff,
Malta)

The lack of awareness and necessary training to address the needs of the migrants was also emphasised
by policy makers (Spain), while some NGOs put more emphasis on the scarcity or lack of financial and
human resources (Spain). The divide between what different actors considered most important led to
various cultural approaches to health and illness and to health care. The different expectations of
interpersonal interactions is underlined by Austrian informants who spoke of patients who want to
receive treatment even though there is no appointment, or who overrate or underplay illnesses, in the
opinion of the professionals.

Value views and beliefs can severely interfere with the provision of care, in the experience of a Midwife
from Malta:

“Some migrants mentioned they do not need to see antenatal care since God is the one who will
provide ...” (Midwife, Malta)

Discrimination

In Spain, being a woman and a migrant is reported as a condition that increases the chances of unequal
treatment and unsatisfactory health care provision. According to the Spanish NGOs, health providers
and policy makers who were interviewed, women migrants tend to be more marginalised in the host
country, with their language proficiency and health literacy often lower compared with migrant men.
Their use of health services is more erratic and limited to acute care; they are uncomfortable at being
examined by male doctors; they tend to see doctors only accompanied by their husbands, which prevents
any confidentiality in the relationship with the doctors.

In 2015 ‘women’s centres’ were created to support women in accessing health care (France). Women,
according to the French NGOs that took part in the focus group discussion, tend have better access to
institutional accommodation because they are considered to be vulnerable subjects.
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In Malta, a main priority is to focus on lone-mother households. In some cases, these families are the
product of rape and some women express the desire not to raise their children or, when they do want to
raise them, they may need psychological assistance.

Greek informants underlined the special needs of women and unaccompanied minors that face violence
while hosted in camps.

“There was a woman that came in to our social service 5 times because she was raped. 5 times...
These were cases that had happened to her in the camps. It is unacceptable to design the living
of these people and not to prepare for women’s toilets that aren’t at an isolated and dark spot.”
(health-care worker working in an NGO, Greece)

“The situation is quite dangerous for children as well, and more particularly for unaccompanied
ones. In the camps, 3-year-olds live together with teenagers. Another common practice is that
several refugees report to be younger than 18 years old, which leads to really young children
sharing accommodation with adults.” (health care worker working in an NGO, Greece)

Ethnic background and the way it affects conceptions of mental health are an additional barrier to the
provision of health care. Informants report that a patient may be seen as a migrant before being seen as
a patient.

"The migrant schizophrenic arrived (at the hospital), in former times schizophrenia is what
mattered, but now one considers him to be a migrant, rather than being a schizophrenic. We
now end up questioning the fact that he’s schizophrenic because they say he’s a migrant. This
is quite a recent thing, in fact.” (Woman, volunteer medical doctor, NGO, France)

The same approaches and practices do not apply to ‘normal patients’ as compared with migrants. Forced
examination of children’s genitalia to determine FGC was reported as a practice in Austria. In
connection to this, health care providers spoke about having to face ethical dilemmas as an effect of the
prescribed procedures that are supposed to apply to migrant.

Episodes of discrimination and unequal treatment are reported:

“I opened a letter this morning from a young person who had been taken care of in A&E, and
had also been seen by the shrink. It is, at the beginning of the report "Young migrant..." ». [...]
Before we used to read in hospital reports, I do not know, "Cameroonian or... "But now it's "
young migrant ". This is the new category: "Migrants". It is as if to say they do not really want
to take care of them.” (Voluntary medical doctor in NGO, France)

In Austria, there is a sense that migrants should be thankful for whatever health care they receive even
if it is not the same as the general population. The necessity for the expression of gratitude was attributed
to policy makers and it was also mentioned by two policy makers in their focus group. Health care
providers also spoke about an increased resentment towards migrants (Austria and France). Episodes
of bullying of Muslim children were also reported (Malta). As an informant put it:

“I fear, the darker the skin the less likely health professionals treat you with respect...” (Member
of multidisciplinary team for poverty alleviation and social inclusion, Malta)

However, there are also informants that have not experienced discriminatory or unequal practice
towards migrants:
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“Once the new arrivals are admitted, I have not seen any differentiation or discrimination.”
(Nurse in a closed psychiatric ward, Sweden)

Providers also underlined the link between health and the employment situation, the ban on employment
during the delay for refugee status to be recognised and a residence permit is issued, which increases
stress and mental illness (Austria).

Discrimination is in some cases reported as having to do more with financial means than with skin
colour (Malta).

The 2015 refugee crisis

Different countries have different views of how the refugee crisis affected the provision of health care
for migrants. According to the interviews with service providers in Spain, for examples, NGOs and
policy makers all agree that during the 2015 refugee crisis they did not experience additional challenges.
By contrast, other countries such as France, for example, it was underlined how the number of migrants
living in informal camps skyrocketed in 2015 (from 150-200 to 2,500). To respond to the emergency,
Médicins Sans Frontiéres built camps with sanitary facilities and shelters. To guarantee health care
access, volunteers drive patients to the hospital when needed. The Regional Health Agency gave
financial support to hospitals to develop the Health Service Access Point. French informants also spoke
about the increase in the number of NGOs when the refugee crisis was “mediatised”, which then led to
a lack of funding. The refugee crisis of 2015 only aggravated the already overloaded public health care
system, which has been in deterioration over the last 10-15 years (France).

A German psychiatrist, who had always worked with migrants, underlined that after the new arrivals in
2015, he has met a new wave of patients with a different group of psychiatric disorders such as post-
traumatic stress disorders, anxiety concerning their unclear legal status and uncertain life circumstances.

Informants also described the EU-Turkey agreement to restrict migration as keeping newly arrived
refugees for long periods in closed camps as a main challenge that negatively affects the health
conditions of new arrivals, especially their mental health. The restriction of movement augments the
vulnerability of migrants and refugees.

“Think of a person that travels. We won’t begin from his/her homeland and what he/she has been
through there. He/she travels, however, to and reaches Turkey, stays hidden and the conditions
there are tough. He/she reaches the coast and boards a boat. One major concern is to escape from
pirates who sabotage the journey and the boats. That person has already given everything he/she
has, or still has something left. Either way, he/she has paid a great amount to travel under the most
severe conditions to the other side and arrives there wet, soaked to be transported, where?
Nowhere... People coming in even today find a tent waiting for them. Especially now that the
geographical restriction has come into force after the agreement between Greece and Turkey, the
situation at points of entry has worsened: people that cannot leave due to geographical restrictions
and those coming in gather in one place. Although during the summer there was some flexibility
for those having medical issues to be transferred to the mainland, this flexibility is now gone and
people must remain on islands, despite the fact that they don’t have access to services. The
vulnerability of these people is multiplied due to living conditions. Their hopes have disappeared.
They are pent up, and cannot move on. This is the so-called trauma these people bear anywise
coming from a war zone; and this trauma grows bigger during the journey, and when they reach
Greece, namely Europe, after the new agreement with Turkey is magnified.” (NGO staff, Greece)
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Specific problems in transit countries

This section focuses on transit countries, but some the information here highlighted have already been
included in other sections.

In Greece, the providers who were interviewed, downplayed inequalities in health care provision and
access. Informants also named sexual assault in the camps; and work pressure and exhaustion of the
workforce as pressing difficulties. According to some informants, the main issue is that the provision
of health care to migrants is seen as a humanitarian intervention to deal with the emergency. Greek
informants also stressed the fact that migrants perceive the country as a transit place and not a country
where they would finally stay.

In Cyprus, access to health care varies depending on the route migrants take to Cyprus. Migrants
arriving with the boats receive an initial health assessment, get introduced to the system and are
informed on access to health care services. However, those arriving individually by land through the
north part of Cyprus do not have receive any such information.

In Greece and in Italy according to NGOs, the reception system and the conditions in the camps are
reported as damaging for the mental health status of migrants. A policy maker from Greece, on the other
hand also talked about the misuse of mental health services by refugees. In their desperate efforts to
leave the closed refugee camps in the Greek border islands and to move into the mainland and thereby,
into other European countries, they use mental health problems as an excuse. The authorities then are
obliged to transfer them to the mainland for the provision of special treatment.

“If to leave the islands you must appear to be vulnerable, a way to do so is by proving that you
have a mental health issue. It is much harder to prove that you are pregnant when you are not,
but you can claim that you suffer from mental health problems as an excuse without, in fact,
lying, given that you suffer from severe discomfort due to the living conditions in the refugee
camps. This is somehow the only way for someone to achieve the prioritization of the refugee’s
request for the examination of his/her asylum application, his/her transfer to the mainland etc.”
(Health care worker working in an NGO & policy maker, Greece)

According to the Italian focus group discussions, the problem is not discrimination but scarcity of
professionals and the uneven provision of services and health care among different hosting structures.
Informants also lament the inability of the health care system to react to changes (Italy). The lack of
resources together with the low political commitment emerges also from interviews conducted in Malta.

Specific health problems and health priorities

Health care providers have difficulties in evaluating the physical and mental health status of migrant
and refugee patients. Migrant health status is reported to be both overestimated and underestimated
(Austria). This is true in particular of mental health. The challenges are linked to the lack of information
on the patients’ health background (Austria), but also to the difficulties in securing follow-up
appointments with migrants who move away (France) and to a limited capacity to evaluate the effects
of depression and trauma. The lack of understanding and tolerance of cultural difference is also a
problem, but so too is the more general lack of time to spend with migrant patients. Austrian informants
emphasised that doctors need more time to listen to the patients’ needs.
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Mental health is regarded as a health priority in Germany and Italy as well:

“I believe it is (mental health) is a very big problem, what we see in the refugee camps, are the
people - I do not want to say the word "traumatized" now, but let's just say "[mentally] unstable"
and they are pushed from one place to another.” (Social worker, Germany)

“One of the most important health needs of the asylum seekers is linked to mental health.”
(Health care provider, Italy)

The Italian model of reception is mentioned as one of the possible causes of mental distress, because
migrants have to live for long periods in ex-barracks, in a status of uncertainty and social deprivation.
The reception system regarding mental health is defined as “totally inappropriate, generic and
inadequate compared to reality” (NGO staff, Italy). Also in Greece, the system of closed refugee camps
is singled out for worsening mental health.

“Let’s begin with this issue: I would say that if people with the best possible resilience and in
the best mental shape lived under the conditions which people on Greek islands live under
today, they would lose their mind in just 4 or 5 days. The second issue we have to deal with is
not just the conditions in the camps, but also the migrants’/refugees’ expectations that are
disappointed: the stress, the uncertainty for the next day that no one knows what is going to
happen tomorrow, and all these result to unwanted and disturbing behaviors.” (Health care
worker working in an NGO & policy maker, Greece)

According to the focus group discussions conducted in Malta, mental health problems increase
isolation:

“Migrants suffering from mental illness are often isolated even by their own community.”
(Office of the Mental health Commissioner, NGO staff, Malta)

A lack of support around mental health concerns emerges as the most urgent need according to
informants from Malta. Anxiety, depression, isolation of asylum seekers in the Open Centres (that
represent intermediate step between the Reception Centre and subsequent integration into the Maltese
community) affects women and men alike. Substance abuse is reported to be mainly a problem among
men.

Among the difficulties in addressing specific health issues there is, informants suggest that patients lack
the capacity to assess their own health problems. Do to stress, lack of confidence in their body or
because of traumatic experiences, but also simply because now they feel safe enough to address the
needs that they have long suppressed, patients may overestimate their health issues (Austria). In terms
of expressing their needs, participants reported incidents where migrants were vocal about their “anger”
while waiting in a public hospital to see a doctor and not being served well. On the other hand,
participants mentioned migrants/refugees who were more receptive; they exercised a more polite
communication style while expressing their desire to be served.

Mental health is seen an urgent and yet neglected problem in France:

“Mental health...Speaking of volunteers and professionals who are "feeling the brunt of mental
health issues as well." They feel completely helpless in the face of the psychological suffering
of the refugees before them. One must understand while there are few answers in terms of
mental health [here], or even one could say there is a huge lack [of provision] that the issue of
interpreting is essential. Because if you can't understand someone (and their problem), you can't
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understand anything. They have made efforts at the level of the PASS [Health Service Access
Point] treatment center ... an interpreter is made available.” (Coordinator, Migrant Support
Association, France)

French health care providers underlined skin problems and trauma as the two main problems. Other
health conditions common in migrant patients come under gastroenterology, respiratory pathologies
and post-traumatic stress (Austria). Other health conditions needing treatment among migrants include
chronic diseases (diabetes, hypertension) and infectious diseases like TB and scabies.

Dental health is also a neglected concern that needs to be addressed. Most refugees have very bad dental
health, which was partly attributed to the lack in basic dental care education (Spain, Austria). Access to
treatment beyond acute care is not easy:

“With respect to dental care, locally we have the dental center that treats patients who do not
have health insurance. There is a lot of waiting to do, but overall, in the emergency department,
people can be cared for. [...] As for further care and rehabilitation, it is extremely complicated,
if they do not have health insurance, it is not possible.” (Hospital doctor, France)

Early diagnosis of chronic diseases and relevant treatment should be a priority according to Greek
informants, especially in the case of women with HIV. Other forms of special need, in terms of sexual
orientation (LGBT) should also be addressed (Greece).

Alcohol and drug abuse, especially among young men and adolescents is reported to be a particularly
sensitive issue because it is often related to refugees’ traumatic experience, and to the uncertainty of
their current life (Austria).

In Malta, the provision of ongoing health services became harder after 2015, when new arrivals stopped
being placed in detention open centres.

As underlined in some focus group discussions conducted in France, migrants in some cases are more
concerned with subsistence needs rather than addressing specific health needs (France).

Suggested solutions and good practices

Patient-centred care

Most of the solutions suggested to reach migrant and refugees and effectively meet their health needs,
focused on avoiding segregating and discriminating practices. As a French informant put it, it is not that
complicated to meet the basic needs of a people who have gone through such hardship:

"They need a consultation to feel reassured." They need a stethoscope. They need us to ask
them three questions. And it's hyper important. They generally have had a terrible migratory
journey. They sometimes have never seen a doctor in their lives. They need, at some point, to
settle down, for us to do a very simple examination. And then a psychological evaluation. And
I personally think this seems rather uncomplicated "(Doctor, hospital, France)

While the doctor quoted felt that a consultation was a straight-forward means of meeting migrants’
needs, other professionals emphasized other aspects of the health care process. For instance, special
patient cards which are issued to allow migrants to access services without providing their names and
yet also allow for follow up treatment (France) were underlined as important. In order to facilitate
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migrants’ access to drugs, special permission to provide a dispensing pharmacy in close proximity to
hospital consultation rooms, and with mediators available to explain how to administer the drug was
outlined as key (France).

For the following NGO worker (Greece), a professionally-centred system would never be able to meet
the health care needs of migrants. Rather a coordinated cooperative system is required.

“We must understand that, when we speak of health services for migrants/refugees, the pure
doctor-centered model, i.e. hiring a doctor, does not work. An interdisciplinary cooperation is
required, meaning cooperation between social services, legal services, field epidemiologists,
who shall keep records and systematically register and inform the authorities of epidemiologic
data, doctor, nurses and mediators. To make myself clear, a hospital cannot proceed to making
an appointment with a refugee woman before first contacting legal services to check whether
this woman already has an appointment in the asylum service.” (NGO staff, Greece)

Various ways in which this might be achieved were suggested in our interviews and focus groups, which
we outline below.

Community-based services

A stronger community based approach would benefit migrants, according to informants in all countries.
Migrant communities should be activated to facilitate the access to health care of migrants and refugees.
Supporting migrants in accessing primary care and general practitioners is suggested as a way to reduce
the flow of patients who do not need emergency treatment into hospital-based acute clinics and wards
(Austria).

Informants suggest that training members of the communities as cultural mediators is a way to go, but
they also underline how the internal rules and distinct practices of the communities may create tensions
and conflicts and how using a cultural mediator from inside the community may threaten confidentiality
(Austria). Migrant women can play a key role in raising awareness about health and health care, since
by addressing women specifically, according to health providers in Austria, it is possible to reach the
whole family. Special support through a health centre for women was underlined and in general,
participants pointed out that local, decentralised services should be strengthened to meet the needs of
migrants and refugees (Austria).

Health professionals in Austria mentioned the good results achieved by some health education projects
that were supported by key figures in the migrant community (e.g. a representative from the mosque).
Informants also underlined the key role members of the migrant community could play in community-
based services and outreach activities including the reduction of stigma around mental illness, citing a
case of Imams encouraging people to take their medication during Ramadan (Malta). Participatory
community initiatives which use existing migrant networks, were highlighted as a means of promoting
access. Other examples of community supported activities focus on engaging children and youth
through sports events, music, theatre and reach other family members.

The identification of migrants and refugees who have a medical or social service background in case
their qualification can be recognised, so they can be hired as health care providers or to support to
service provision (Malta; Germany), potentially in a mediation role.

Education and training for professionals, migrants and mediators
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Health care providers suggest training in intercultural communication and conflict management as well
as tailored interventions specifically targeting migrants (also certain groups of migrants such as Muslim
women). Training was recommended, not just to target health care needs but also discriminatory
practices and segregation (Austria, Greece, Italy, Malta, Spain).

Emphasis was put on training health care staff at different levels with respect to laws and regulations,
epidemiology, main infectious diseases, but also anthropology and ethno-psychiatrics (Italy).

Basic health care education in the refugees’ mother tongue should be provided through interactive
workshops as well as though brochures and leaflets (Austria). Social workers and health care providers
should support asylum seeker and refugee patient in developing a better relationship with their bodies
(Austria).

For some informants, migrant education should start with standardized welcome training package for
new arrivals would help to establish a better understanding on where they are (Malta).

Communication and cooperation across professions and between actors

The need for the education of mediators and physicians on medical treatment as part of a “three-way
communication’’ between migrant/refugee patients, physicians, and mediators. The widest group of
health care workers (social workers, physicians, nurses, epidemiologists) need to be trained with regard
to the provision of culturally competent health care for migrants and refugees (Greece).

Cooperation among the different actors involved in the delivery of health care should be improved. In
particular, politics should play a more active role (Austria, Greece, Italy, Malta, France).

“I am a public health physician in the hospital, in a prevention service dealing with tuberculosis
control, vaccination and screening for sexually transmitted infections and others." [...] What we
have tried to do here, beyond taking care of them and detecting disease, is to coordinate
ourselves, as actors within the city and the department territory with others [...] We try not to
be redundant in what we do and [...] so that we don't miss screening people. Because it's our
job to do screening. But that's what's missing - coordination between different actors in the
locality, each in fact, with their own unique field experience.” (Hospital doctor, France).

“For something to bring results there must be an interdisciplinary cooperation, which shall be
achieved through a political initiative, just like in the case of refugees’ mass immunization that
happened thanks to the collaboration among all stakeholders. In particular, the Hellenic
Ministry of Health began the political initiative and there was eventually collaboration between
the Hellenic CDC, local authorities, NGOs etc.” (Policy maker, Greece)

For some informants better collaboration and communication among the actors involved meant a more
robust presence of EU on the issue of migration and health and for speeding up the EU decision-making
process.

For others (Greece) it implied a shift from the humanitarian emergency mind set to that of migrant
integration:

“There is a tendency today that originates from Europe: managing a crisis situation. However, there
needs to be a change to this, given that refugees keep coming to Greece and most of them remain here.
Therefore, there needs to be a shift into integration policies and actions in the field. We’re not talking
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about integration policies that will have an effect on the access to health care, e.g. Greek language
classes and many more.” (Policy maker, Greece)

“It is necessary to systematize not only mediators’ education on mediation but also doctors’
education, because diagnosing and receiving the medical history of a migrant/refugee isn’t the same
as in the case of the natives. Moreover, it’s not the same because this process is conducted through
a mediator. It is also very important that all people involved in migrants’/refugees’ health, not only
doctors but also social workers, nurses, field epidemiologists, should receive the necessary
education when it comes to these populations’ different culture.” (NGO staff, Greece)

Coordination across regions

Reinforcing coordination at the regional level across all the stakeholders involved in the provision and
access of health care for refugees (Italy). Learning from the good practice of particular regions: for
instance, the Tuscan region promoted the drafting of a White Book on the reception system that was
published through a participatory process. The Friuli Venezia Giulia region established a Regional
Technical Health Roundtable in charge of coordinating the stakeholders to highlight problems and
solutions. Immunization books (yellow book from the WHO) provided by authorities of the hosting
country to newcomers is an example of good coordination and communication (Greece).

The public sector needs to be leading the collaboration with the private sector in order to ensure the
sustainability of the efforts (Italy).

Informants underline that as long as the organised reception camps existed, better coordination between
the different actors, including institutions and government at the local level (Prefecture, Regional Health
Agency) (France).

The role of NGOs

For other informants, the role of NGOs was extremely important for ongoing work in reaching migrants
and for developing the potential of that work. NGOs often provided the context for multi-professional
service provision in appropriate community settings.

In France, NGOs describe how volunteers drive migrants to hospitals when needed. The ongoing work
of NGOs reaching migrants was supported by the provision of accommodation, including organised
camps (France).

NGOs in focus group discussions pointed to the good work done by the Centre for Intercultural
Psychotherapy ANKYRA in Innsbruck in addressing the mental health needs of migrants. However,
this centre has very long waiting lists and cannot fulfil the demand for psychotherapeutic assistance.
The LEAP centres in Malta (the Social Welfare branch of the government) are mentioned as a good
example of multiple services provision that is closer to the population and able to respond to emerging
needs in a professional and timely fashion.

Structured co-operation between NGOs and public hospitals has been successful in avoiding delays in
and misunderstandings of official procedures and supporting the issuing of the correct documents
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needed by patients. Such co-operation meant that interpreters and social workers from NGOs worked
together with personnel of a large obstetrics public hospital (Greece). More general initiatives that get

beyond the traditional medical approach to health are to be encouraged:

“What would be quite efficient would be if in all public hospitals in Greece and community health

centers on the islands and in the mainland, where refugees/migrants are accommodated, there where
info points. Mediators and social workers would then work there in collaboration with the hospital’s
staff. This way, these incidents would be quickly dealt with and no time and energy would be lost,

since wherever such service is unavailable the refugee may be waiting in the wrong line or outside
the wrong office, may be meeting a doctor the refugee cannot communicate with, etc.” (Health care

worker, Greece)

Discussion
The focus group discussions and the qualitative interviews that were conducted between November

2017 and April 2018 confirm the picture that emerged from the review of the literature on migration
and health care in Europe (MigHealthCare, 2018). The present qualitative investigation shed light on

the wide range of aspects of care provision that need to be considered, including both the supply and
the demand side. The evidence collected shows the wide range of issues affecting health care services
for migrants, from the legislation regulating provision and entitlement to services, through the

availability of services tailored to the needs of patients, to the political, socio-economic, organizational
and cultural contexts in which migrants, service providers and policy makers operate.

The main results of the qualitative analysis show that:

J

[]
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Health care provision for migrants is uneven throughout the EU and variations exist even within
the same country.

Health care providers and NGOs agree that health care for migrants is inadequate and biased in
favour of particular conditions and cases (minors, pregnant women and acute conditions).
Health care providers appear to be generally more critical of the status quo of provision for
migrants as compared with policy makers.

Challenges faced by the different countries vary; while in some countries the main issue is legal
access, in others basic needs such as sanitation and basic infrastructure were emphasised.
Austerity measures following the 2008 financial crisis have negatively affected health care
system in general, which in turn has negative affected the provision health care for migrants.
Different countries have different views of how the 2015 refugee crisis affected the provision
of health care for migrants.

Discrimination linked to socio-economic and ethnic conditions is reported as a barrier to equal
health care access.

Gender may act as a barrier with women tending to be more marginalised in the host country,
in terms of language proficiency and health literacy, lowering health care access.

Knowledge, language and communication on both the demand and the supply side of health
care provision emerge as crucial to ensure equal access for migrants.

Organisational issues and inadequate cooperation between private and public actors;
insufficient training, scarcity of resources and infrastructural deficiencies are highlighted as
major barriers to provision of health care and equal access to care.

Mental health is regarded as a health priority by informants in all countries. Infrastructural,
organizational and cultural factors can worsen the mental health conditions of the migrants (e.g.
the life in reception camps; lack of coordination between different providers; language and
communication barriers; inability to contrast the social stigma attached to mental health that
discourages people from seeking support).
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[0 Among the solutions suggested were: training in intercultural communication and conflict
management; basic health care education for the patients in their mother tongue; support in
accessing primary care; a stronger community based approach - identified has essential across
all the consortium countries.

These results were drawn together using summaries and translations into English of the focus groups
and interviews conducted by the partners to make the data collected in different languages accessible.
In some cases the original aim to perform focus groups discussion was modified and interviews were
conducted instead; in other cases bureaucratic procedure resulted in unredeemable delays and a
consequent inability to conduct the planned interviews (e.g. the administrative time of the ethical
approval process conflicted with the tight project deadlines in the case of Sweden). These limitations
of'this study may affect the scientific soundness and generalizability of its results but should not prevent
the appreciation of the value of being able to access, compare and interpret such original and rich
material to the purpose of understanding the complex, challenging and still underexplored topic of the
provision of health care services for migrants in Europe.

Conclusions: Balancing ends and means
One of the main challenges for providing equal health care access for migrants has to do with the ability
to balance a universal end (health care is a basic right and should be available for all, independent of
contingencies and life circumstances) with the particular means of achieving it (health care measures
should meet different, individual requests and needs). The evidence collected here shows how this
tension between end and means is at work in different moments of the provision of health care for
migrants.

Policy recommendations
Based on this qualitative study, a number of policy recommendations can be suggested. The policy
recommendations are divided into general and more specific ones and are listed in table 3 below:

Table 3: Policy recommendations

Patient-centred care. Health care services should be demand driven; they should be tailored to the individual patient’s
needs. Instead of a one-size-fits-all approach, health care services should anticipate and adapt to the actual needs of
patients to ensure access to health care in terms of accessibility, availability and approachability.

Increasing investments in health care and moving beyond austerity measures. Investing in human resources,
infrastructure, training and education on both the supply and demand side (e.g. education on legal entitlements for
patients and providers; training in intercultural communication and conflict management; basic health care education
for the patients in their mother tongue).

Adopting a more bottom-up approach to face change. Adopting a bottom-up, more decentralized and less bureaucratic
approach to health care in general to make it better equipped to face change and crisis.

Specific policy recommendations

[0 Increase health care providers’ awareness of mental and dental health issues

[ Ensure that provision of health care is gender sensitive

[1  Increasing training for health care providers on cultural sensitivity

[1  Ensure the availability of interpreters and cultural mediators

[0  Ensuring that migrants receive adequate information on how and when to access health care

[J  Ensuring that health care providers receive information on legal rights of migrants concerning access and provision
of health care

Improve coordination between various EU countries and different agencies dealing with health care within EU
countries

-
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Part A — Appendix 1: Interview Guides

Interview guide in Swedish
Guide till fokusgruppsdiskussionen (Frigeformulér)

1. Kan ni beskriva huruvida ni har jobbat med fragor som har med migranters eller flyktings
hilso-och sjukvard?

a) Beskriv alla verksamheter som ni kénner till som ar involverade i hdlso-och sjukvarden
till migranter eller flyktingar

b) Vad anser ni 4r en optimal/adekvat hélso-och sjukvard for migranter och flyktingar?

¢) Vilka svarigheter finns det for att uppné en sadan optimal tjéanst?

d) Paverkade antalet nya anlénda flyktingar ar 2015 de utmaningar som redan existerade?

e) Anser ni att de nya anldnda behandlas annorlunda n andra patienter/klienter? Fa de béttre
kvalitet/tillgiinglig hiilso-och sjukvard? Far de simre kvalitet vard? Ar hilso-och
sjukvarden tillgdnglig for ny anlédnda?

f) Finns det tjénster som nyanlénda sérbara migranter inte kan komma at alls? Kan du ge
exempel pa sddana tjanster?

g) Vilka skulle du séga ér de storsta problem som migranter/flyktingar star infor nir det
géller hélso-och sjukvard?

h) Har du mirkt nagra konsskillnader nér det géller tillhandahéllande av hilso-och
sjukvardstjénster?

1) Kénner du till ndgra inkluderande och uteslutande praxis géllande tillgang till eller
tillhandahéllande av hélso-och sjukvérd till migranter eller flyktingar? Kan du beskriva
dem kortfattat?

2. Vad séger invandrare/flyktingar enligt din erfarenhet om deras behov géllande fysisk, psykisk
véard samt tandvérd?
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a) Anser du att det finns bradskande ouppfyllda behov vilka invandrare inte uttrycker? Om
sé varfor?
3. Kan de lokala tjinsterna som redan finns tillgodose dessa behov?
Utforska orsakerna beroende pd svaret

4. Vilka slags verktyg eller tjanster skulle kunna hjalpa er med att stodja migranter/flyktingar for
att effektivt kunna 16sa de problem som finns?

5. Tror ni att lokala samhéllen/befolkningen (community) skulle kunna hjilpa till? Tror du att
lokala samhaéllen har en roll i integrationsarbetet? Om de har en roll hur kan denna roll
utvecklas?

Utforska orsakerna beroende pd svaret

6. Finns det ett behov att stodja migranter/flyktingar i navigeringen av hélso-och sjukvarden om
hur man anvénder hilsovéardssystemet?
a) Om sé ar fallet har du varit inblandad i denna typ av arbete? (t.ex. utbildning,
folkbildning, socialisering, dversattning etc.).
b) Hur uppstod detta arbete? Hur var dagordningen instélld? Vad det evidensbaserad?
Politiskt initiativ? Utifran behov? Efterfrdgan frdn migranternas sida?
¢) Vilka ar de bista/sdmsta aspekterna av detta arbete? Kan det forbattras?

7. Hur skulle du tidnka dig en integrerad, kooperativ vardmodell skulle se ut?

a) Hur dr samarbetsnivan mellan olika aktorer involverade 1 migrationshilsovard? [Denna
fraga kan behdva omformuleras beroende pé hur diskussionen gar|

b) Hur dr samarbetsnivan pa nationell niva?

¢) Hur &r samarbetsnivén pad kommunal eller regional niva?

d) Hur &r samarbetsnivan pd EU-niva?

e) Vilka dr dina tankar om samarbetet mellan olika nivaer? Vad ar redan bra, vad saknas och
vad kan forbattras?

8. Finns det ndgot du vill lagga till, som inte redan har tackts?

Interview guide in Greek
O0onyoc Yo ovlition pe Tig OPadES E0TIHOPEVIS oVl TNGG

1. Me mowov Tpdmo GLUUETEIYOTE GTNV TAPOYN VYEWOVOUIKNG TEPiBaiyNg oTOVG
UETAVAOGTEY/TPOGPVYES;

Epotmoeic:
[Teprypdyte 6AOVG TOVG POPEIC TOV EUTAEKOVTIUL GTIV TAPOYT VYEWOVOLUKNG TEPIBAAYNG GTOVG
UETAVAGTEY/TPOGPVYEG.

a) Iloeg vnpecieg vyelovopkng tepibaiyng Oempeite eceig PEATIOTEG EMTOpKELS YO
TOVG LETAVACTES/TPOGPLYES;

b) Iloteg eivar o1 duokoAieg TNV eniTELEN TAPOYNG TETOLMY VINPECILDV;

¢) Empéoace o ap1Buog tov veoapyyBévimv tov 2015 Tig TpoKANCELS TOV O VINPYAV;
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d) OtveoapiyBévreg avripetonifovrot S10.popeTikd amd dhiovg acbeveic/merdteg;
AmorapBavouy KaAbTepn TOOTNTOC/ EVKOAITEPTG TPOCPACT S/ UEYOADTEPNC
OVTOTOKPLON G, VN PECIES;

e) Aapupdvouv yepdtepng TOOTNTAG/OVOKOAOGTEPNC TPOGPacG/UKPOTEPTC
OVTOTOKPLOTN G, VN PEGIES;

f) Ymapyovv vinpecieg, otTig omoieg o1 veoupiyBEvTec/evAAMTOL LETAVAGTES VOL LNV
&yovv KaBdAov TpocPacn; Mropeite va 0DCETE TAPASEYLLATO TETOLDY VANPECIDOV;

g) 'Eyxete mapatnpnoetl toyov dapopéc/arrayég and Tig véeg apielg tov 2015;

h) Tloiwa, Kot T Yvdun cog, ivat Ta KOpLo TPOPAUATO TOL AVTIULET®RTILOVV 01
LETOVAGTES/TPOCPVYES OGOV APOPA GTNV TAPOYT| VINPECIDOV VYEINS;

1) 'Eyete mopatnproet SlpopeTIKN HeTayEIpIon avaAoya e TO VA0, OGOV aPopd oTNV
TOPOYN VYEWOVOUIKNG TepiBoiyng;

J)  Dvopilete mpaxtikéc cuopmepiinyng 1 OTOKAEIGHOD LETOVAGTMV, OO TIG TAPOYES
VYEOVOKNG TepiBadymc; Mropeite va TIg TEPLYPAWETE TEPLEKTIKA,

2. Koatd v eumeipia cog, Tt SNAGVOVY 01 HETAVASTEG OTL YPELALOVTAL TEPIGGOTEPO OO TAEVPAG
GOUOTIKNG, YUYIKNG Kol 000VTIOTPIKNG TeEPiBaiyng;
Epotmoeic:

a) Ihiotevete OTL VTAPYOVY EMEIYOVGEC OVEKTANPOTEG AVAYKES, TIG OTTOlEG OL
petavaoteg dev ekepalovv; Av vat, yioti;

3. Eivoi duvatdv ot Tomikég vInpeGies VoL AVIILETOTIGOVY AVTEG TIG OVAYKEG;

Avaloya ue v amovinon, eEepevviote T0v¢ LOYOVS

4. Tlow epyoieia | vanpecieg Ba cag dievkdAvvay vo Bonbnoete KaAvTep TOVG
UETAVAGTEG/TPOGPLYESG, MOTE VO, AVTILETOTIGTOVV OTOTEAEGHOTIKG Tt OEpOTO TOV
OVOPEPOVTAL TOPOTAV®;

5. IMotebete 6T1 01 ToMKES KOvoTNTEG B0 Bonbovoav; [TicTeveTe OTL O1 TOTIKEG KOWVOTNTES
€OV POAO OTNV EVOMUATMOOT] TOV LETAVOCSTMV KoL 0V VO, UTOPEITE VO oVOTTOEETE
MEPAULTEP® TO GULAAOYIGHO CAG;

Avdldoya ue v ardvinon, eCepevvioTe TOVS LOYOVG

6. Ymapyel avaykn kabodnynong TV LETAVASTAOV, GYETIKE [ TN Asttovpyio kot a&lomoinon
ToL cuoTNHaToS Yyeiog;

Epotmoeic:

a) Avvay €xete epmlokel o avTo TO €id0C Epyaciag; (AlepeuVNoTE TV LITEPACTIOT),
TNV EKTAIOEVOT|, TNV TANPOPOPN O, TNV KOWVOVIKOTOINGT, TN UETAPPOOT))

b) Ilog mpoékvye avtd 10 €idog epyaociag; [log kabopiotnke n nuepfiow didtaln; Me
gpevvnTikd otoryeio; [IpwtoPoviio molrtikng mapéupaocng; ‘Evtovn avaykn;
Amaitnon Tov HETOVISTOV;
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c) Ioteg elvar o1 kaAvTEPEG/YEPOTEPEG TTTVYEG ALTOV TOL Eld0VG Epyaciag; Mmopel va
PeATimbel;
7. o 6o opapatilocactay £va, OAOKANPOUEVO, GUVEPYATIKO LOVTEAD VANPECIOV VYEIOVOLIKNG
nepiBoiymc, oto mepPdilov cog;

Epotmoeic:

a) Ilag eival to eninedo évratng/ovvepyooiog petald d0apopwv opémy oV
EUTAEKOVTOL GTNV TOPOYT LINPECLDY VYEIOG GTOVG UETOVACTEG/TPOCPVYEC;
[Avti n epwtnon Ba wpérer vo. avadiotTvrwlel oviloya e tov tporo dielaywyns e ovlntnong/

b) Ildg eivon To eminedo cvvepyasiog oe eBvikd eninedo;

¢) Iag gival to eninedo cvvepyooiag oe eninedo dNUWOV 1 TEPIPEPEIDV;

d) Ilag eivar to eninedo cvvepyaoiag o eninedo EE;

e) Ilotec givar o1 okéyelg oag OGOV aPOpPa GTI GLVEPYLSIN LETOED TMV O10POP®YV
emumédmv; Tt elvor oM kodd, Tt Aeimet ko Tt pmopel va Pertindet;

8. Kheivovtag, vdpyet kKatt Tov Ba 0éAate va mpocBicete kot dev Exel 0N avopepbet;

Interview guide in French
1. Quelles sont vos activités en lien avec la prise en charge santé/social des migrants et réfugiés ?
A sonder :

a) Décrivez toutes les structures impliquées dans ce service

b) Qu’est-ce que vous considérez comme optimal, adéquate en termes de services de
santé et soins ?

¢) Quelles sont les difficultés pour réaliser ce service ?

d) Est-ce que le nombre d’arrivées en 2015 augmente les difficultés qui existaient déja ?

e) Est-ce que les primo-arrivants sont pris en charge différemment que les autres
patients?

Est-ce qu’ils bénéficient d’une meilleure prise en charge ?

f) Est-ce qu’ils bénéficient d’une moins bonne prise en charge ?

g) Est-ce qu’il y a des services qui ne sont pas accessibles aux primo-arrivants ou
migrants vulnérables ? Est-ce que vous pouvez donner des exemples de services ?

h) Est-ce que vous avez notez des différences, des changements depuis les arrivées de
20152

1) Quels sont selon vous les principaux problémes que rencontrent les réfugiés/migrants
en termes de services de santé/sociaux ?

j)  Est-ce que vous connaissez des pratiques d’inclusion, d’exclusion de migrants dans
les services de santé ? est-ce que vous pouvez les décrire ?

2. D’aprés votre expérience, qu’est-ce que les migrants disent avoir le plus besoin en termes de
santé physique, mentale et dentaire ?

a sonder :
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a) Considérez-vous qu’il y ait des besoins urgents non satisfaits, que les migrants
n’expriment pas ?
3. Est-ce possible pour les services locaux de répondre a ces besoins ?

Selon les réponses, explorer les raisons

4. Quelle sorte d’outils ou services vous aiderez pour mieux assister les migrants face aux
problémes mentionnés auparavant ?

5. Pensez-vous que I’approche locale/communautaire peut aider ? Est-ce que vous pensez que
les communautés locales ont un réle a jouer dans 1’intégration des migrants ? Pouvez-vous
développer ?

Selon les réponses, explorer les raisons

6. Est-ce qu’il y a besoin de guider les migrants dans I’utilisation du systéme de santé ?

A sonder :

a) Sioui, avez-vous été€ investis dans ce type de travail ? (plaidoyer, éducation,
information, socialisation, traduction)

b) Comment le travail s’est mis en place ? Comment I’agenda est défini ? Par des preuves
de recherche ? Initiative politique ? Besoins palpables ? Demande des migrants ?
¢) Quelles sont les meilleurs et pires aspects de ce travail ? Est-ce qu’il peut étre
amélioré ?
7. Comment est le niveau d’intégration/coopération entre les différents acteurs investis dans les
services santé/social qui prennent en charge des migrants ?
A sonder :

a) Comment est le niveau de coopération au niveau national ?

b) Comment est le niveau de coopération au niveau régional, municipal ?

¢) Comment est le niveau de coopération au niveau européen ?

d) Que pensez-vous de la coopération entre les différents niveaux ? Est-ce qu’il est déja
bon, est-ce qu’il y a des manques et qu’est-ce qui peut étre amélioré ?

8. Fermeture: Est-ce qu’il y a des choses que vous voudriez ajouter, qui n’ont pas été¢ abordé ?

Interview guide in Bulgarian
PBKoBoOACTBO 32 AUCKYCUS

1. KakBa e Ouiia BaIata aHTaXMPAHOCT C MPEIOCTABIHETO Ha 3[PaBHU TPYKH 32 MUTPAHTH /
OexxaHnu?

a) Omnumrere BCHYKY areHIINY, BKJIIOYEHU B Ta3H pasnopenda.

0) KakBo cmsTaTe 32 ONTHMAIHO / a[IcKBATHO MTPEIOCTABSIHE Ha 3PaBHHU IPHIKU 34 MUTPAHTH U
OexauIm?

B) KakBu ca TpyTHOCTHTE TP MOCTHTAHETO HA TaKaBa yciayra?
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r) bposT Ha HOBompucTHrHAMKMTE ipe3 2015 1. OB JIM HA TIPEIU3BUKATEIICTBATA, KOUTO BEUe ca
CBIIECTBYBaIN?

n) [lomy4gaBaT 1 HOBONPUCTUTHAINTE JIUIA PA3JIMYHO MMPEIOCTABSIHE HA 3APABHU TPIKU B CpaBHEHHE
C IpYTUTE MAI[UCHTH / KIIMSHTHU?

[TomygaBaT i TO-Ka4eCTBEHH / TOCTHITHY / HABPEMEHHH yCITYTH?
¢) [Toxy4aBaT J11 MO-JIOIIO Ka4eCTBO / HEJOCTBITHH / IO-MaJIKO HABPEMEHHU YCIyTH?

k) ViMa 11 yciyru, KOUTO HOBUTE IPUCTHUTAIIH / YSI3BUMH MUTPAaHTH HE MOTAT M300I10 J1a UMat
IOCTHI?

Mosxere 1 a [aeTe MpUMEPH 3a TaKUBa YCIyTH?
3) 3abesi3ay M CTe HAKAKBU Pa3IvKH / TIPOMEHH MpY HOBonpucTurHanure ciex 2015 r.?

n) Kou criopen Bac ca OCHOBHHUTE MPOOIEMH, TIpe]] KOUTO ca U3PaBEHN UMUTPAHTUTE / O€KaHIIUTE
0 OTHOIIICHUE Ha MPEIOCTABSIHETO Ha 3[JPaBHU YCIYTH?

it) 3abens3any 1n cTe HAKAKBH Pa3jInuus MEXIY II0JOBETE 10 OTHOILLIEHUE Ha IIPEIOCTaBIHETO Ha
3/IpaBHU TPUKU?

K) 3HaeTe JIM 3a IPAKTUKY 3a BKJIIOYBAHE WM W3KIIFOYBAHE B IIPEJOCTABIHETO HA 3[PaBHO
oOciy>kBaHe Ha MUTpaHTH? MoxeTe JIU Jla TH OIHIIEeTe HAKPaTKO?

2. Criopen Bamus ONUT, OT KAaKBO HAW-MHOTO C€ HY)XJIasT MAUTPAHTUTE 110 OTHOIICHNE Ha (pr3ndecka,
YMCTBEHA U CTOMATOJIOTMYHA TOMOII?

a) CmsTare Jid, 4e MMa HEOTIIOKHH HY>KJIH, KOUTO MUTPAHTHUTE He u3passanar? AKo € Taka, 3aIo?
3. Bp3MOXKHO JT € MECTHUTE CITY>KOU J]a OTTOBOPST Ha TE3U HY KM ?
B 3aBucHMOCT OT OTrOBOpa, pasrieaaiTe NpUINHUTE

4. KakBu MHCTPYMEHTH WJIM YCIIYTH 1€ BU IOMOTHAT Jia TIOATIOMOTHETE TI0-100pe MUTpaHTHTE /
OexaHLUTE, 32 [1a ce CIIpaBUTE €(hEKTUBHO C IOCOUYCHUTE MO-rope npodiemu?

5. Cmsrare JIU, Y€ MCCTHHUTC O6IJ_IHOCTI/I me nomoruar? Cmsarare JIh, Y€ MECTHUTC O6H.[HOCTI/I urpasiar
PpOJId B UHTETpalusiTa HA MUTPAHTUTEC U aKO TC I'0 MPAaBAT, MOKE JIU Aa Aa Iro paSBI/IeTe?

B 3aBucuMocT oT OTTOBOpAa, pa3rne/1a171Te NPpUYINHUTE

6. HGO6XOILI/IMO JIM € 1a CC HACOYaT MUI'PAHTUTC KbM TOBaA KaK Jla U3IOJ3BAT CUCTEMAaTa Ha
3HpaB€OHa3BaHCTO?

a) AKO € Taka, y4yacTBaJIi JI1 CTe B TO3H BUJ paboTa? (M3cnenBaiTe 3aCThITHUYECTBOTO,
obpa3oBanneTo, HHGOPMAIHSITA, COIUAIN3AINATA, IPEBOTUTE)

0) Kax 3anouna paborata? Kak e HactpoeH nHeBHuAT pea? C Hayunu nokasaresncta? [loauruuecka
naunatuea? Oce3aema Hyxaa? ThpceHeTO HA MUTPAHTH?
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B) KakBu ca Haii-moOpuTe / Haii-IomuUTe acrekTH Ha Ta3u padoTta? Mosxke jn 1a ce nogoopu?

7. Kak OuxTe mpeacTaBuiIM eUH UHTETPUPAH MOJICIT Ha 3/IpaBHA yCIIyTa 3a ChbTPYIHHYECTBO BbB
Bamata cpena’?

a) Kak e HUBOTO Ha MHTETpaIysl / CHTPYAHUYECTBO MEXK/IY PA3IMUHUTE YUYACTHUIIH, YIaCTBAIIH B
MPEIOCTaBIHETO Ha MUTPAallMOHHM 3apaBHU ycinyru? [Tosu Beopoc e TpsioBa na 6bae
npedopMyIMpaH B 3aBUCHMOCT OT Ha4KHa HA BOJCHE HA AUCKYCHUsATA]

0) Kak e HUBOTO Ha CHTPYAHMYECTBO HA HAI[HOHAIHO HUBO?
B) Kak e HIBOTO Ha CHTPYAHNYECTBO HAa OOIIMHCKO MM PETUOHAIHO HUBO?
r) Kak e HuBoTO Ha CHTpYyIHUYECTBO Ha paBHuIIe EC?

1) KakBu ca Bammre MUCIH 32 ChTPYAHHYECTBOTO MEX Iy pasnuunute HuBa? KakBo Bede e 100po,
KaKBO JIMIICBA U KaKBO MOXE Jia ce moaoopu?

8. Ha ¢mHana: mma i1 HEemo, KOeTo OMXTe NCKaM Aa T00aBUTE, KOETO BCE OIE HE € 00CHIEHO?

Interview guide in Spanish

1. Cual ha sido tu involucramiento con el suministro de atencidn sanitaria para
inmigrantes/refugiados?

Indagar contestando lo siguiente:

a) Describe todas las agencias involucradas en el suministro.

b) Qué consideras como un suministro sanitario 6ptimo/adecuado para inmigrantes y refugiados?
¢) Cuales son las dificultades cuando se obtiene dicho servicio médico?

d) El nimero de gente que llegd en 2015 ha influido en los desafios/retos que ya existian?

e) Los que han llegado mas recientemente son tratados de manera diferente que otros
pacientes/clientes? ;Consiguen mejor cualidad/ accesibilidad/ recepcion de servicio?

f) Consiguen peor cualidad/ inaccesibilidad/ menos recepcion de servicio?

g) Existen servicios los cuales los inmigrantes nuevos/vulnerables no puedan acceder? ;Puedes dar
ejemplos de tales servicios?

h) Has notado alguna diferencia/ cambio des de las nuevas llegadas del 2015?

1) Cuales dirias que son los problemas mas importantes que los inmigrantes/refugiados se enfrentan en
términos de suministro de atencion sanitaria?

j) Has notado alguna diferencia de género en cuanto al suministro de asistencia sanitaria?

ra
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k) Sabes de alguna practica de inclusion o exclusion hacia los inmigrantes en el suministro de
asistencia? ;Puedes describirlas brevemente?

2. En tu experiencia, /qué es lo que dicen los inmigrantes que necesitan mas en términos de cuidado
fisico, mental y dental?

Indaga:

a) Piensas que existen necesidades desconocidas urgentes, las cuéles los inmigrantes no
p