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ABSTRACT
Health is determined to a large extent by social, economic and environmental conditions. The same
factors are strong drivers for migration patterns. Migrant numbers have increased markedly in
recent years. However, migrants often experience worse living and working conditions in
comparison to the host population. In recognising the challenge to bridge this divide, our approach
is to apply a framework of action developed to tackle health inequalities through action on the
social determinants of health to promote policies to address inequalities affecting migrants. It is
not possible to define a unique profile of migrant health because each community shows particular
health outcomes, but some health effects are common among migrants, and they follow the life
course. Being a migrant and having a different cultural background are specific determinants of
health, having a particular causation pathway interacting with socioeconomic position.
In this context, migration could also represent one of the “causes of the causes” of health
outcomes. Policies play a key role in tackling inequities in migrant health at global, national and
local level. Using a Global Systems Science approach, it is possible to develop a strategic approach
that supports improvements in health and social outcomes for migrants. Within this, policies have
to be culturally oriented and intersectoral, and action needs to be at a scale and intensity that is
proportionate to need.
INTRODUCTION
Health equity and migrant health have become increasingly relevant issues in global health. This
is particularly evident since 2008, when the World Health Organization (WHO) published the
Commission on Social Determinants of Health report and adopted the first Resolution to promote
migrant health.
At the same time, intensification of the migration flow has been recorded globally, reaching
a peak in 2015, when 244 million migrants were counted in the world. Over time both topics have
become a priority in the public health agenda at international level: in 2013 the WHO European
office adopted the Review of social determinants and the health divide in the WHO European
Region1 and in 2017 the WHO called for a global action plan on migrant health (WHA 61.17)2 3.
In this context, the paper aims to show how policies to improve migrant health could be
integrated into policies for health equity. In order to do this, the paper will discuss the migration
phenomenon from a public health perspective, following the evidence on migrant health and the
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role of migrant health policies, and then look at how to close the gap between evidence and policy.
MIGRATION AND PUBLIC HEALTH
Migration is a complex multi-causal phenomenon involving millions of people around the world
moving for different reasons: economic, environmental and war (push factors) in order to find a
job, education, safety, health care, and in general better quality of life (pull factors). Thus, social,
environmental, economic and political aspects are at the same time, push and pull factors of
migration trends.
As a large-scale movement involving all the continents, migration represents one of the
most important challenges for today’s health systems, which public health and health systems must
consider in terms of societal transformation.
In analysing the phenomenon at international level, migration is defined by the
International Organization for Migration (IOM) as the movement of a person or a group of persons
from one geographical part to another either across an international border or within a State4. It is
a population displacement, encompassing any kind of movement of people, whatever its length,
composition, and causes, including migration of refugees, displaced persons, economic migrants,
and persons moving for other purposes, including family reunification, and excluding short-term
travel abroad for purposes of recreation, holiday, business, medical treatment or religious
pilgrimage, because there is no change in the usual country of residence.5
Considering the UN data and the analysis conducted by the International Organization for
Migration (IOM)6 in 2015 the number of international migrants worldwide was the highest ever
recorded, having reached 244 million. At the European level, migration has become one of the
most closely examined topics, considering its impact on the economy and on population size in
most Member States, due to intensive migration flows over recent decades among European Union
(EU) Member States and from outside the EU.7
Analysing the migration phenomenon, in 2015 among the EU population of 510.1 million
inhabitants (which was 1.8 million more than the previous year), 4.7 million people immigrated to
EU Member States, while at least 2.8 million emigrated from EU Member States.8
Responding to the needs of the migration phenomenon, and in particular from its global
commitment to the health of migrants, refugees and asylum seekers, the WHO European office
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adopted the “Strategy and action plan for refugee and migrant health in the WHO European
Region” during the sixty-sixth Regional Committee for Europe, held in Copenhagen in September
2016.9
WHO Euro’s Plan affirms the need to develop resilience to sustained migration, especially
after the migration crisis of 2015 and emphasises the phenomenon as “an opportunity not only to
deal with short-term needs but also to strengthen public health and health systems in the longer
term”

10

It is, therefore, designed to respond to the health needs associated with the migration

process, namely, the need to ensure the availability, accessibility, acceptability, affordability, and
quality of essential services in transit and host environments, including health and social services
With the objective of preventing disease and premature death due to migration, the Plan
provides the following strategic priority areas and action reporting specific objective and actions
for both Members States and WHO Regional Office:
• Establishing a framework for collaborative action
• Advocating for the right to health of refugees, asylum seekers, and migrants
• Addressing the social determinants of health
• Achieving public health preparedness and ensuring an effective response
• Strengthening health systems and their resilience
• Preventing communicable diseases
• Preventing and reducing the risks posed by noncommunicable diseases
• Ensuring ethical and effective health screening and assessment
Moving in the same direction, the WHO Regional Committee for the Americas adopted
Resolution CD 55 R13 “Health of migrants.”11 The resolution mentions the WHO effort for
migrant health, recognizing the four strategic lines of action defined within the regional Strategy
for Universal Access to Health and Universal Health Coverage12 as the framework for the health
system’s actions to protect the health and well-being of migrants. In particular, the actions are:
• Expanding equitable access to comprehensive, quality, people and community-centred
health services
• Strengthening stewardship and governance
• Increasing and improving financing, with equity and efficiency, and advancing toward the
elimination of direct payment that constitutes a barrier to access at the point of service
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• Strengthening intersectoral action to address the social determinants of health
Most recently, following the 1st Global Consultation on Migrant Health, the 2nd Global
Consultation on Migrant Health: Resetting the Agenda in 2017 was held in Colombo, Sri Lanka.
The meeting was organized by IOM, WHO and the Government of the Democratic Socialist
Republic of Sri Lanka, with the aim of offering Member States and partners a platform for
multisectoral dialogue and political commitment to enhance the health of migrants.
At the end of the High-level meeting, the participants adopted the “Colombo Statement”
as a Political Statement, which deliberated on how to enhance the health of migrants globally,
declaring the guiding principles.13 Among them, “the enjoyment of the highest attainable standard
of physical, mental, and social well-being is a fundamental right of every human being” and “the
importance of multisectoral coordination and inter-country engagement and partnership in
enhancing the means of addressing health aspects of migration.”
Given the global recognition of the issue of migrant health, it is timely to consider the issue
within the paradigm of the social determinants of health.
MIGRANT HEALTH ACROSS LIFE COURSE
Considering migration as a substantial heterogenic phenomenon, defining a complete migrant
health profile proves extremely difficult. However, it is possible to draw a general picture based
on available evidence, taking into account the action of the selective pushes at the beginning and
end of the migration path, and other elements that influence the general condition of migrant
health, such as the quality of the relationship with health services, inaccessibility, and the
effectiveness of the integration processes. Health and quality of the life of migrants are influenced
by their foreign status, legal status, employment status and socioeconomic position. Having the
right to access health care does not necessarily mean equality of access.
Regarding the life course approach, when analysing migrant health at the different stages
of an individual’s life, there is not a unique migrant health profile, but international literature
recognizes different effects. Both traditional health beliefs and the process of acculturation play a
fundamental role in the health and well-being of migrants.14 15 16
As shown in Figure 1, adapting the life course figure of the Marmot review,17 the Strategic
Review of Health Inequalities in England, the accumulation process of positive and negative
effects on health and well-being are clearly represented during migrants’ lives. Therefore, all these
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life phases are areas of action to address health inequalities.

Figure 1 Migrant Health Across Life Course

By adjusting the process for migrant, it is possible to follow the migration process: the first three
stages usually are in the country of origin, training, and employment in the country of destination
and again the retirement period in the country of origin.
By looking at the inequalities in migrant health across the life course, some health-related
effects are common among migrants. The “healthy migrant” effect is widely described in the
literature regarding the first-generation immigrants who are often healthier than country-born
residents with similar ethnic or racial backgrounds.18 The migrant descendants, if well integrated
into the host population, could reflect more the health profile of the host population,19 considering
that they may not receive the culture-specific behaviours from their forefathers.20 In particular, the
healthy migrant effect is mainly explained with self-selection at migration-level, where healthier
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and wealthier people tend to be migrants: those who decide to emigrate are, in fact, mainly
individuals in good health.21 This effect is particularly common in worker migrants, and it is
recognized in occupational epidemiology as the “healthy worker effect,” describing subjects which
are typically hired as generally in good health or without pathological conditions and disability.
From the host population’s point of view, this kind of effect is widely unrecognized and
underestimated by the media and public opinion. This explains the Italian myth of the ‘migrante
untore’22 (“migrant as disease-bearer”), designating the migrant as a disease bearer using the word
attributed to the people who were suspected of spreading the plague contagion during the wellknown Milan plague in 1630.
Remaining in the Italian context, this kind of myth is closely linked to the ‘Salgari
syndrome,’23 which refers to the imaginative expectations of finding foreign people with tropical
morbidities without any experience and scientific evidence for this. The term comes from the name
of an Italian novelist who, despite never travelling out of Italy, had described in detail faraway
countries, not always painting the inhabitants of these imagined lands in a favourable light.
In accordance with the ‘healthy migrant’ and the ‘migrant hope’ effects, which reflect
lower initial rates of morbidity and mortality than the native population,24 the ‘socioeconomic
mortality paradox’ is recognised as describing low migrant mortality compared to the host
population despite poor socioeconomic status25

26

This is explained by the speed of the health

transition, which precedes the gradual, cumulative effect of poor socioeconomic status-ill health.27
Indeed, analysing the migrant life course, it emerges that foreign people become more
vulnerable to illness and disease as a result of poor living and working conditions in the host
country. Arriving in a new country, migrants can experience adverse socioeconomic conditions28
and in continuing to spend time in these circumstances increases disease risk by process of
accumulation.29This kind of phenomenon has a vital role in the social determinants of health
approach, and it is described in different ways at international level.
In particular, it is named the ‘exhausted migrant’ effect,30explaining the major migrant
exposure to risk factors in the hosting country. Over time the migrant health advantage can
diminish dramatically according to the success or failure of the migration project and the living
conditions. Thus, even migrants’ children could have considerably worse health over their lives
than their counterparts in the national population.31This effect is closely connected to the
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‘weathering hypothesis. ‘described in the literature whereby the health of African-American
women may begin to deteriorate in early adulthood as a physical consequence of cumulative
socioeconomic disadvantage.32
This effect is also linked with the ‘double jeopardy’ hypothesis, suggested in the 1970s to
describe the intersection of age and ethnicity in leading to poorer health when it was noted that
Black Americans experienced poorer health relative to White Americans as they age, and this was
attributed to the effects of a lifetime of racial discrimination interacting with ageism33.
Recently, the ‘multiply disadvantaged status’34 definition has been proposed referring to
migrant health, which affirms that holding more than one stigmatised identity is worse for health
than experiencing single or no disadvantages. This concept revisits the double jeopardy hypothesis
considering whether having an ethnic minority background is linked to living with a severe mental
illness, leading to a ‘double disadvantage’ to confer worse physical health and shorter life
expectancy. This shows that it does not mean that disadvantage is automatically assumed with the
holding of either identity but that there may be specific issues, in particular relating to experiences
of discrimination and stigma, which may have adverse consequences for health.35
Some studies that relate this argument about a vulnerability in the period after the
immigration process as the result of different factors, such as living in poorer socioeconomic
conditions than the national population36 and tending to assimilate lifestyles of the more
socioeconomically disadvantaged population groups.37
At the end of the migration pathway, there is a further selective mechanism which is known
in international epidemiological literature as the ‘salmon effect’ or ‘salmon bias’38 as an analogy
with the behaviour of this fish which goes back to the river in the place where it was born to deposit
eggs and die. The expression, in fact, describes the habit of older immigrants who tend to return
to their country of origin, especially if ill.
By examining the causal pathway from political, social, economic environmental and
cultural drivers, differential exposures to risk factors and inequities in health outcomes, the health
effects described show that in some cases migration determines integration in a specific
socioeconomic position, which determines specific exposure to risk factors, which determine
health outcomes. On the other hand, in other cases, migration could represent a specific
determinant of health.
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Thus, following this pathway, although on the one hand, some specific experiences of
migrants could be the same for ethnic minorities, such as discrimination and cultural barriers, on
the other hand, other aspects could be very far from this, and it could be more appropriate to
consider the highly specific aspect of people’s migration pathway, such as the consequences of the
same migration trip.
Therefore, health inequities affecting migrants can start from two different points: the first
regards being a migrant and has specific causes as described above and it could be dealt with by
addressing specific migrant needs; the second is related to being a migrant as a component of the
most vulnerable part of society, and it could be dealt with by addressing inequities in society as a
whole.
BRIDGING THE GAP BETWEEN RESEARCH AND POLICY
The rise of migrant health as a public health priority has led to an increase in the attention of policy
makers to this matter, making migrant health an extremely important topic.
In accordance with the Report of the CSDH,39 implementing policy measures for migrant
health also calls for a multisectoral and multi-stakeholder strategy involving national, regional,
provincial and municipal authorities, as well as civil society and local communities, businesses,
professional, educational and scientific bodies, media and international agencies. Although
national governments should play a leading role, the participation of all these agents is essential
for achieving change.
Overcoming the common separation between health equity and migrant health matters,
understanding the pathway from migration to health outcomes allows us to adapt the social
determinants of health approach to specific migrant health needs. The role of intersectoral policies
appears fundamental for action on the causal pathway generating inequalities in migrant health.
As defined by WHO,40 intersectoral action for health refers to the inclusion of several
sectors in addition to that of health, during the design and implementation of public policies to
improve quality of life. An important objective of the intersectoral action is to achieve greater
awareness of health, and the health equity consequences of policy decisions and organizational
practice in different sectors and move in the direction of healthy public policy and practice across
sectors.
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In this regard, one of most significant lessons of the CSDH conceptual framework is that
interventions and policies to reduce health inequities must not limit themselves to intermediary
determinants of health but must include policies specifically to tackle the social mechanisms that
systematically produce an inequitable distribution of the determinants of health among population
groups.
Therefore, considering migrants as a specific group, tackling health inequities requires
special approaches such as targeted methods of health promotion41. The combination of “Health
in all policies” (HiAP)42 and “proportionate universalism”43 appear adequate to address the
mechanisms generating the particular migrant health inequalities. Proportionate universalism
means delivering policies that are universal at a scale and intensity proportionate to need.
On the one hand, HiAP can represent a governmental strategy to improve population health
by coordinating action across health and non-health sectors, and on the other hand “proportionate
universalism” can make it possible to effectively tackle health inequities with universal services
responding to the level of need, recognizing the need for greater intensity of action for more
disadvantaged groups.
Research and policy must work together to implement an evidence-based approach to
improve migrant health.
CONCLUSION
Bridging the gap between research and policy is a challenge in tackling inequities in migrant
health. The Marmot review and the WHO documents clearly indicate how it is possible to act on
the causal pathway determining inequities in migrant health. Policies can use the evidence to
address inequities in migrant health.
In this framework, policies must be: culturally oriented, Intersectoral, following Health in
All Policies approach. They must include policies specifically to tackle the social mechanisms that
systematically produce an inequitable distribution of the determinants of health among population
groups.
*****

UCL Institute of Health Equity, “Review of social determinants and the health divide in the WHO
European Region: final report,” WHO Regional Office for Europe, Copenhagen, 2013.
1

© Journal of Academic Perspectives

Volume 2018 No 1

9

Journal of Academic Perspectives
World Health Organization (WHO), “Resolution WHA61.17 “Health of migrants”
WHA61/2008/REC/1,” in 61st World Health Assembly, Geneva, 19–24 May 2008.
3
World Health Organization, “Promoting the health of refugees and migrants. Framework of priorities
and guiding principles to promote the health of refugees and migrants,” 2017.3
4
International Organization for Migration (IOM), “2nd Edition Glossary on Migration,” International
Migration Law Series, 2011
5
United Nations, “Recommendation on statistics of international migration,” 1998. Online. Available:
http://unstats.un.org/unsd/publication/SeriesM/seriesm_58rev1e.pdf.
6
Global Migration Data Analysis Centre, International Organization for Migration (IOM), “Global
Migration Trends 2015 Factsheet,” 2017
7
European Union (EU), “Migrant integration 2017 edition,” Luxembourg, 2017.
8
Eurostat, “Migration and migrant population statistics,” 2017. Online. Available:
http://ec.europa.eu/eurostat/statisticsexplained/index.php/Migration_and_migrant_population_statistics#Further_Eurostat_information.
9
WHO Regional Office for Europe, “Resolution EUR/RC66/R6 Strategy and action plan for refugee and
migrant health in the WHO European Region,” Copenhagen, 2016
10
Ibid.
11
WHO Regional Committee for the Americas, “Resolution CD55.R13 “Health of migrants,” in 55th
DIRECTING COUNCIL 68th SESSION OF THE REGIONAL COMMITTEE OF WHO FOR THE
AMERICAS, Washington, 26-30 September 2016.
12
Pan American Health Organization (PAHO), “Strategy for universal access to health and universal
health coverage,” in 53rd Directing Council, 66th Session of the Regional Committee of WHO for the
Americas, Washington, Sep 29-Oct 2, 2014.
13
“Colombo Statement,” in 2nd Global Consultation on Migrant Health: Resetting the Agenda, Colombo,
Sri Lanka, 2017.
14
Janiece L, Walker R, Ruiz J, Chinn J J, Marti N, Ricks T N, “Discrimination, Acculturation and Other
Predictors of Depression among Pregnant Hispanic Women,” Ethn Dis., vol. 22, no. 4, p. 497–503, 2012.
15
Bates MS, Edwards W T, “Ethnic variations in the chronic pain experience.,” Ethn Dis., vol. 2, no. 1,
pp. 63-83, 1992
16
Berger J T, “Culture and Ethnicity in Clinical Care. Archives of Internal Medicine.;” Arch Intern Med.,
vol. 158, no. 19, p. 2085–90, 1998.
17
UCL Institute of Health Equity, “Fair Society, Healthy Live. The Marmot Review,” London, 2010.
18
Parkin DM, “Studies of cancer in migrant populations: methods and interpretation,” Rev Epidemiol
Sante Publique, vol. 40, no. 6, pp. 410-24, 1992
19
Mc Nulty Eitle T, Gonzalez Wahl A M, Aranda E, “Immigrant generation, selective acculturation, and
alcohol use among Latina/o adolescents,” Social Science Research, vol. 38, p. 732–742, 2009
20
Tarnutzer S, Bopp M, “Healthy migrants but unhealthy offspring? A retrospective cohort study among
Italians in Switzerland,” BMC Public Health, vol. 12, no. 1104, 2012
21
Chaabna K, Cheema S, Mamtani R, “Migrants, healthy worker effect, and mortality trends in the Gulf
Cooperation Council countries,” PLoS One, vol. 12, no. 6, 2017.
22
Baglio G, “Una ricerca Istat smonta il mito dell'immigrato untore,” 2009. Online. Available:
http://www.saluteinternazionale.info/2009/04/una-ricerca-istat-smonta-il-mito-dellimmigratountore/?pdf=1622.
23
Colasanti R, Geraci S, Pittau F, Immigrati e salute; paure, miti e verità. : Ed. Lavoro, Rome: Edizioni
Lavoro, 1991
2

© Journal of Academic Perspectives

Volume 2018 No 1

10

Journal of Academic Perspectives
Boulogne R, Jougla E, Breem Y, Kunst AE, Rey G, “Mortality differences between the foreign-born
and locally-born population in France (2004–2007),” Social Science and Medicine, vol. 74, p. 1213–
1223, 2012.
25
Courbage Y, Khlat M, “Mortality and causes of death of Moroccans in France, 1979-91.,” Popul., vol.
8, pp. 59-94, 1996.
26
Abraido-Lanza A F, Dohrenwend BP, Ng-Mak DS, Turner JB, “The Latino mortality paradox: A test of
the “Salmon Bias” and healthy migrant hypotheses,” American Journal of Public Health, vol. 89, no. 20,
p. 1543–1548, 1999.
27
Spallek J, Zeeb H, Razum O, “What do we have to know from migrants’ past exposures to understand
their health status? A lifecourse approach.,” Emerg Themes Epidemiol., vol. 8, no. 1, 2011
28
Bhopal R, “Epidemic of cardiovascular disease in South Asians: prevention must start in childhood,”
British Medical Journal 324(7338): 625-626., 2002.
29
Spallek J, Zeeb H, Razum O, “What do we have to know from migrants’ past exposures to understand
their health status? A lifecourse approach.,” Emerg Themes Epidemiol., vol. 8, no. 1, 2011
30
Bollini P, Siem H, “No real progress towards equity: Health of migrants and ethnic minorities on the
eve of the year 2000,” Soc Sci Med, vol. 41, no. 6, pp. 819-28, 1995.
31
“Editorial Migration and health: a complex relation,” The Lancet, vol. 368, 2006.
32
Geronimus A T, “The weathering hypothesis and the health of African-American women and infants:
evidence and speculations,” Ethn Dis, vol. 2, p. 207–221, 1992.
33
Grollman EA, “Multiple disadvantaged statuses and health: the role of multiple forms of
discrimination,” J Health Soc Behav, vol. 55, p. 3–19, 2014.
34
Das-Munshi J, Stewart R, Morgan C, Nazroo J, Thornicroft G, Prince M, “Reviving the ‘double
jeopardy’ hypothesis: physical health inequalities, ethnicity and severe mental illness,” Br J Psychiatry,
vol. 209, no. 3, pp. 183-5, 2016.
35
Ibid
36
Spallek J, Zeeb H, Razum O, “What do we have to know from migrants’ past exposures to understand
their health status? A lifecourse approach.,” Emerg Themes Epidemiol., vol. 8, no. 1, 2011
37
Lara M, Gamboa C, Kahramanian MI, Morales LS, Bautista D E H, “Acculturation and Latino health in
the United States: a review of the literature and its sociopolitical context,” Annu Rev Public Health., vol.
26, p. 367–97, 2005.
38
Pablos-Méndez A, “Mortality among Hispanics,” JAMA, vol. 271, no. 16, pp. 1237-8, 1994.
39
WHO Commission on Social Determinants of Health, “Closing the gap in a generation: Health equity
through action on the social determinants of health,” World Health Organization, Geneva, 2008.
40
Skochelak S E, Hawkins R, Lawson L, Starr S, Borkan J, Gonzalo J, Health Systems Science, Elsevier,
2017.
41
Netto G, Bhopal R, Lederle N, Khatoon J, Jackson A, “How can health promotion interventions be
adapted for minority ethnic communities? Five principles for guiding the development of behavioural
interventions,” Health Promotion International, vol. 25, pp. 248-257, 2010
42
Freiler A, Shankardass C M K, Mah C L, Molnar A, Renahy E, O'Campo P, “Glossary for the
implementation of Health in All Policies (HiAP),” J Epidemiol Community Health., vol. 67, no. 12, p.
1068–1072, 2013.
43
UCL Institute of Health Equity, “Fair Society, Healthy Live. The Marmot Review,” London, 2010.
24

© Journal of Academic Perspectives

Volume 2018 No 1

11

