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Executive Summary

The size and diversity of contemporary migration flows have made
migration an important public health topic. Migrants travel with their
health profiles, risks and beliefs. Many migrant health needs result
from the environment in the community of origin, type of migration,
and socio-economic conditions and lifestyle in countries of origin and
destination. Migrants often experience greater difficulty than host
country populations in gaining access to appropriate health care.
Access barriers can be legal, administrative, organisational or socio-
economic, or result from migrants' own health beliefs, health seek-
ing behaviour, and cultural and linguistic challenges. Such disparities
may influence the health of migrants, as well as the health of the host
communities.

Health workers face an increasing diversity in health perspectives,
beliefs, culture and linquistic background of their patients, as well as
a greater variety in epidemiology and disease profiles. The prevalent
health care model, under which the workers deliver services, has, in
many countries, failed to guarantee fair, equitable and culturally ap-
propriate health care for everyone, including migrants. This old model
must be adapted to the changing society and its needs. Transform-
ing the old health care model will not succeed, however, without the
development of a migrant-sensitive public health workforce. Health
professionals in such a workforce appreciate and understand the de-
terminants of migrant health. They are able to respond appropriately

to diverse cultural and linquistic backgrounds and different health
perspectives and beliefs. They recognise the epidemiological consid-
erations and disease symptoms associated with migration, and have
the clinical competence to provide appropriate care. They are familiar
with and have the capacity and willingness to respond to the admin-
istrative, legal and rights issues which impact on migrants’ access to
health services.

Key documents quiding health professional training in the European
context give insufficient attention to the skills required for inclusion
of socio-economic, ethical and cultural dimensions in the provision
of health care. They also fail to adequately consider the specific com-
petencies necessary to adapt health care to the increasing diversity in
society. Existing training programmes in migrant health are too few,
scattered and poorly evaluated, and those developing them lack av-
enues of information exchange.

Based on a literature review and survey in selected EU countries, this
document provides recommendations for actions and strategy and
policy changes by the European Union, Member States and training
providers. The engagement of all these actors is needed to reorient the
competencies of the public health workforce to the needs of modern
Furope.



1. Introduction

Globalisation, economic disparities, political upheavals, wars, other
threats to civil security and demographic changes have considerably
increased and complicated migration trends in the last two decades.'
Migrants are essential for Europe today, both because of its aging
population and to respond to labour market needs. Migration is,
however, bringing new challenges to Member States. EU govern-
ments are increasingly concerned about the management of the
resulting diversity and reduction of social and health-related inequi-
ties.

The impact of migration on publicly funded health care systems is a
related important challenge which EU governments are now facing.
Today's health care systems are expected to serve individuals who
come from a wide range of health environments and have differ-
ent vulnerability levels. The prevalent health care model has failed
in many countries to guarantee the delivery of fair, equitable and
culturally appropriate health care for everyone, including migrants.
An important and urgent task is to transform the model so that it is
better adapted to the real needs of a culturally diverse society.” Such
a transformation, however, cannot take place without health profes-
sionals who support the required changes and deliver culturally ap-
propriate, equitable and competent care.

This paper aims to encourage debate and action on developing a
migrant-sensitive public health workforce. Such a workforce has the
necessary competences in epidemiology, clinical care and health ad-
ministration to care for a diverse patient population, as well as the
knowledge and attitudes to do so in a culturally appropriate man-
ner. The paper was commissioned by the International Organization
for Migration (IOM) and the World Health Organization (WHO), and
initially prepared by the Andalusian School of Public Health (Fs-
cuela Andaluza de Salud Publica, EASP). It was elaborated within
the framework of the AMAC project, “Assisting Migrants and Com-
munities: Analysis of Social Determinants of Health and Inequalities”,
managed by IOM.?

The EASP team collected the information, on which this paper is
based, through Internet and Medline searches and virtual interviews.
The team, together with IOM and WHO officials, chose the countries
—Malta, Poland, Portugal, United Kingdom, Spain and Sweden—to
represent different European geographic regions and migration
histories. Websites of official public organisations were searched for
key documents on health professional training policies and practices
regarding migration, health and culture in Europe. Medline searches
identified scientific publications on the same topics. Qualitative in-
terviews were conducted with key respondents (representatives of

health services, universities and continuing education centres) in six
countries using the LimeSurvey software.

The paper provides a general overview of migration at the Furopean
level, followed by a review of the challenges and opportunities that
the “age of migration”has brought for European health systems and
health professionals. Determinants of migrant health and existing
barriers to health care for migrants are discussed in this section. The
paper argues that current public health challenges, brought about
by increasing diversity, require both a new health care model and an
appropriately trained public health workforce to implement and run
it. Key documents guiding higher education in Europe and their im-
plications for migrant health-relevant curricular content for doctors,
nurses, psychologists and social workers are then analysed. Next, the
results of the qualitative interviews are presented. They include the
respondents’ perceptions regarding key aspects of designing, imple-
menting and evaluating training strategies for health professionals.
Collected ‘good practice’ examples are included in an appendix. The
paper concludes with recommendations to the European institutions,
national governments and organisations responsible for health pro-
fessional training.

The development of a migrant-sensitive public health workforce is
animportantand urgent task. It requires wide collaboration between
policy makers, planners, service providers, educators and trainers. A
workforce, trained to deliver competent care to a diverse population,
contributes to improving the health of all people in Europe.

"The list of potential respondents was compiled from names provided by IOM and
WHO, participants in relevant conferences, literature references, web searches and
individuals whom the study team personally knew to be responsible for or involved
in migrant health and training. Of the total of 172 individuals contacted, 41 filled in
the web-based interview form. The following figures show, by country, the number
of completed survey forms received and the number of individuals contacted: Malta
(8 of 23), Poland (3 of 49), Portugal (1 of 10), Spain (18 of 31), Sweden (5 of 26)
and UK (6 of 33).



2. Migration at the European Level

2.1. Definition of migration and migrant

In a demographic sense, global migration has been defined as a“process
of moving, either across an international border, or within a State. Itis a
population movement, encompassing any kind of movement of people,
whatever its length, composition and causes; it includes migration of
refugees, displaced persons, uprooted people, and economic migrants”?

Ina social sense, the concept of migration commonly includes the diver-
sity of persons and groups who migrate to other countries of their own
free will in order to improve their and their families’ social and material
prospects.

We use the generic term, “migrant,"in this paper to refer to the diversity
of persons who have migrated either from one EU country to another or
from a country outside the EU to an EU country. It is important to recog-
nise that all migrants are not the same. Migrant groups include migrant
workers and their families, long-term and short-term immigrants, inter-
nal migrants, international students, internally displaced people, asylum
seekers, refugees, returnees, irreqular migrants and, and victims of hu-
man trafficking ®

Bearing in mind the wide range of social, cultural, ethnic, religious, age
and sex differences between migrants is important. The specific needs of
disadvantaged migrant populations are left unaddressed in social and
health care policies and services targeting migrants if all individuals of
different origin to the host country population are grouped under one
generic concept of migrants and/or ethnic minorities.

2.2. History of migration in Europe

Current global migratory trends show acceleration both in the volume of
migrants and the number of countries from and to which they move. Mi-
gration in general shows increasing diversity in migrants' areas of origin,
type of migration and reasons for migrating.”

Furopean countries are experiencing an increase in migration for differ-
ent reasons and causes. Migrants come both from other Furopean Union
countries and from outside the EU. These migratory movements cause
social and demographic changes, which demand political solutions from
the different Member States. Such solutions are crucially important for
the host country, its health, social cohesion and economic development.
They are also central to the provision of appropriate health and social care
for migrant populations most in need.

European countries were primarily countries of emigration for more than
two centuries. Immigration, however, is a relatively recent phenomenon
in Europe. It became of spedial relevance for most countries only after
the Second World War. The first migratory waves following World War I
coincided with the development of European welfare states. They were
internal to Europe and consisted mainly of Italians, Spaniards and Turks.
[nitially, immigrants were assumed to be temporary, not permanent, res-
idents. This created an obstacle for establishing social policies that would
be sensitive to the migrants'social and health needs and help to integrate
them into host countries. The lack of such policies resulted in ghettos of
migrant populations and racist postures in the host country ones.

In the mid-sixties, western European countries closed their borders to
economic and labour-related migration. The need to control or prevent
the entry of migrants appeared in political discourse. It created a dis-
criminatory institutional framework, which excluded migrants eco-
nomically and socially. It was not until the mid-seventies that the idea
of integrating migrants into the host societies began to be adopted. The
first integration policies were established in the Netherlands, Sweden,
Denmark and Finland.?

Migration in Europe has increased greatly in recent times. As already
mentioned, it is essential to compensate for ageing populations and
respond to labour market needs. Most migrants are young and the pro-
portion of females has grown considerably. Various Member States of the
European Union are now promoting policies for integration and sodial
protection of non-EU migrants and the creation of a EFuropean citizen-
ship. In September 2005, the European Commission presented a Com-
mon Programme for Integration — a framework for the integration of
third country nationals in the Union.”

This programme proposed specific measures for establishing common
basic principles in the EU and its Member States.® These principles are:

Integration as a two-way process;

Respect for the basic values of the EU;

Employment as an essential element of integration;

Basic knowledge of the language and institutions of the receiving
country;

Education to prepare the descendents of migrants for active partici-
pation in the receiving society;

Equitable access to public and private goods and services;
Intercultural dialogue and knowledge of migrants’cultures;

Respect for the practice of diverse cultures and religions;
Participation of migrants in democratic processes; and

Inclusion of integration in all policies and at all levels of government.



Tensions between the social and economic aspects of European policies
continue in spite of these efforts, and integration policies are no excep-
tion. Such tensions are seen in setting priorities for health and social care
of migrants in different Member States. Economic growth, social devel-
opment and a wide range of other complex factors affect this process.
They include different governance, social and health care structures, rela-
tionships between the State and the civil society, and different migration
histories.”

The social and health policy priorities of Furopean countries demand
common specific objectives. They must be adapted to the local context,
however, because migration varies from one country to another, as well
as on a regional and local scale.

2.3. Social integration policies
of selected countries

European societies are in a continuous process of transformation and so-
cial dynamics.” EU Member States, such as Sweden, which have a long
tradition of developing integration policies have given priority to the
fight against any form of discrimination. This is seen as an essential factor
to ensure respect for the human rights of persons living in the country.”
The National Office for Integration in Sweden has carried out migration
and refugee programmes since 1998. The Swedish government places
particular importance on aspects of language learning, guidance courses
concerning the social environment, training and quidance for employ-
ment.

In the United Kingdom, action over cultural diversity is promoted through
a Permanent Secretariat, whose task is to assure fulfilment of integration
commitments in each ministry." No specific government policy exists
to promote intercultural dialogue. Instead, such a dialogue is included
as an action principle in all policies.” A new proposal for legislation on
issues of equality aims to fight against all forms of discrimination.” A
global strategy is being followed to reduce social inequalities in health
care. Itis based on the best and most recent evidence available, and inte-
grates cross-cutting cultural diversity.”

Countries with a shorter tradition of immigration, such as Spain, began
to develop integration policies in the mid-nineties. The Secretary of State
for Immigration and Emigration was created in 2004. In 2007, a Strategic
(itizenship and Integration Plan 2007-2010 was passed.” It is quided
by the principles of equality of rights and opportunities, citizenship and
intercultural competence, and includes health among its twelve areas of
work. Most of the sectors concerned in integration policies (education,
employment, housing, health, social services) are the responsibility of
the Autonomous Communities and local bodies.” This results from the
high degree of political and administrative decentralisation that charac-
terizes the Spanish state.

Malta is another country in which immigration is a recent phenomenon.
Its integration policies are still at an early state of development. In the
fight against poverty and social exclusion, Malta’s challenges include
dealing with migration, promoting equality and diversity, strengthening
the legal and political frameworks for fighting discrimination, promoting
the integration of nationals of other countries, and fighting racism.”

Poland, also with a short history of immigration, assigns the responsibil-
ity for the integration policy to the Ministry of Work and Social Policies
and the Interdepartmental Team for Migration.”" An evaluation report
on its integration programme considers the latter to be ineffective. One
reason for this is said to be the inadequate training of staff with regard
to the migratory situation.” Poland's Strategic Report on Protection and
Social Inclusion 2008-2010 does acknowledge migrants to be a vulner-
able group, who have difficulties in accessing public services.”

In 2007, Portugal included migration and the health of migrants as one
of the priority items on its political agenda. It established a new legal
system for the arrival, stay, departure and expulsion of foreign citizens
from Portuguese national territory. Several relevant EU Directives were
incorporated into the legal system. Subsequently, the Migrant Integra-
tion Plan and the National Plan of Action for the Furopean Year of Fqual
Opportunities for All were approved. The debate over the political partici-
pation of migrants was opened, and the High Commission for Immigra-
tion and Intercultural Dialogue (Alto Comissariado para la Imigracdo e
Didlogo Intercultural, ACIDI, IP) was formalized.”*

The size of migratory flows, difficult conditions of integration and the
geographical concentration of the migrant population have created
a situation of vulnerability and social exclusion in Portugal. To reduce
discrimination, the government of Portugal intends to reinforce the in-
tegration of migrants.” The Migrant Integration Plan was put into prac-
tice In May 2007. It includes the creation of integration support centres,
telephone help lines in various languages, and language courses and
training teams. In addition, training courses for public officials on issues
of citizenship and intercultural relations have been developed under the
auspices of the Presidency of the Council of Ministers.

Migratory policies, which have traditionally raised the rejection of mi-
grants and xenophobia among the autochthonous population, are now
increasingly concerned with the integration of migrants. Appropriate
analyses and extensive public debates are still necessary in this area.
The topics include aspects of redistributive justice and the mainte-
nance and improvement of the health, quality of life and welfare of
migrants in a diverse Furope.



3. Health and Migration in Europe

3.1. Public health and migration

The health and welfare of a country’s population is, to a large extent, the
result of the political actions of the government, social agents, the health
system, and the training and professional competence of its public health
workforce.” The main challenges identified in current public health poli-
cies in European countries are to (a) maintain and improve the population’s
level of health and welfare; (b) organise health services so that they deal
with sodial, financial, demographic, ecological, technological and health
changes; and (c) adequately train a public health workforce to respond in
an effective and equitable manner to these challenges.”

The size of and diversity of contemporary migration flows have made
migration an important public health topic. Addressing the needs of in-
dividual migrants, as well as the public health needs of host communities,
requires policies and practices that correspond to the emerging challenges
facing migrant populations today. The approach needs to be comprehen-
sive and cover the full spectrum of the health sector. Migration affects
public health policy, legislation, requlation and standard development, as
well as the education and training of the public health workforce.”

As people move, temporarily, seasonally or permanently, they connect
individual and environmental health factors between communities. Mi-
grants travel with their health profiles, risks and beliefs. These reflect both
their socio-economic and cultural background and the disease prevalence
in their community of origin. Often such profiles and beliefs are different
from those in the host communities. They can impact on the health status
of the host communities and on related services, for example. when dis-
eases are introduced through the arrival of migrants. On the other hand,
disparities in profiles and beliefs may negatively influence the health of
migrants, for instance when culturally appropriate services are lacking or
diseases unknown to the migrants’place of origin are present in the transit
or host community.”

3.2. Determinants of migrant health

Migrants'health status is determined by many factors. While cultural and
linguistic factors play a role, many migrant health needs result from other
causes. These include the health environment in the community of origin,
type of migration (e.g. forced or voluntary), and socio-economic conditions
and lifestyle in countries of origin and destination. Public health workers
may — or may not - be familiar with the impact of social and economic
conditions on the health of migrants. The effect of the other determinants
on health may also be unknown to or insufficiently perceived by them.

Migrant populations should not be treated as homogeneous collectives.

Instead, the characteristics of different migrant groups and their particu-
lar health determinants should be considered separately in planning and
implementing health services and training health professionals. Most
importantly, groups in a situation of greatest vulnerability should be dis-
tinguished from the rest and given particular emphasis.

3.2.1. Cultural and linguistic determinants

Cultural practices (including religious ones) and language problems can
hamper communication with health providers and thus impede the de-
livery of appropriate health care. As discussed later in the paper, such dif-
ficulties are more likely to affect females and migrants from certain ethnic
groups.

Many differences between migrant and host-country populations have
been labelled as “cultural” characteristics of a certain group of migrants
and/or ethnic minority. It is important to recognise that in fact, many such
differences have a social, rather than cultural, origin.

3.2.2. Environmental and biological determinants

Health conditions and environment in the home community decide many
baseline parameters for the health of migrants. Biological determinants
include the predisposition of certain population groups to specific dis-
eases that affect other population groups much less frequently or not at
all. Sickle cell anaemia and thalassaemia are examples of such diseases,
whose prevalence in certain groups of migrants is higher than in most
host country populations in Europe. Certain infectious diseases, such as TB,
AIDS and vaccine-preventable diseases can have a higher prevalence and
incidence in those regions of the world where migrants to Europe mainly
come from. Other conditions may be more prevalent in host communities,
such as cardiovascular problems, and over time, migrants may acquire the
health profile of the host community.”" Managing the exposure to and/or
the importation of diseases is of increasing importance to public health in
Europe. Exposure to illness, disease prevalence, and the capacity of the
local health care system both in the home and in the host community all
influence the health status of migrants, which can differ from that of the
host population. Such differences may be positive (e.g. body mass index)
or negative (.. prevalence of infectious diseases).*

3.2.3. Type of migration

Migration may be voluntary or involuntary and take place through legal or
illegal routes. The conditions surrounding the migration process itself are
important determinants of migrant health. This is particularly evident for
migrants in an irreqular situation (such as undocumented migrants and
trafficked women) and in refugees and internally displaced persons (IDPs).



The movement of such migrant populations is frequently accompanied by
exposure to violence and trauma, physical and environmental threats, and
lack of access to basic health and social services. Such traumatic experi-
ences can bring about a range of health problems, including mental health
problems or stress-related illnesses. Women and girls are the most vulner-
able groups in these populations.”

3.2.4. Social determinants

Serious, avoidable and unfair social inequalities deteriorate the health of
some population groups. The Black Report of the British Department of
Health and Sodial Security (now Department of Health) showed, already
in 1980, the importance of the relationship between social and health-
related inequalities and the impact of social conditions on the health of
migrants.® These findings were confirmed in the 1987 Whitehead Report”
and the 1998 Acheson Report.

The 2008 report of the World Health Organization’s Commission on So-
cial Determinants of Public Health was another landmark document. It
determined that health inequalities, both between and within countries,
result from unsuccessful policies and inequities in living conditions, access
to power and resources, and participation in society.” Such inequalities are
particularly notable between migrants, many of whom come from poorer
countries, and the host country population. Migrants often remain among
the disadvantaged groups in their host communities and suffer dispropor-
tionately from poverty and marginalization.

3.3. Access barriers

Access to appropriate services and the way in which migrants’ particular
health needs are taken into account in health policies, health service or-
ganisation and the training of the public health workforce are additional
influences on the health of migrant populations. Access to health care s a
widely acknowledged universal human right. The EU health care strategy
of October 2007 is intended to simplify procedures, increase quality and
accessibility of cross-border health care and improve circulation of patients
and professionals.®® As a consequence, several changes have been intro-
duced in different European health systems, covering the organisation,
functioning and improvement of care to different groups of foreigners.
Yet, non-EU migrants continue to experience greater difficulty in gaining
access to appropriate health care."! Barriers to access can be legal, admin-
istrative, organisational or socio-economic. They may result from migrants’
own health beliefs and health seeking behaviour, or from cultural and lin-
quistic challenges.

3.3.1. Legal, administrative, organisational or socio-economic
barriers

Administrative and/or legal barriers may bar access to needed services.
The regulations of different Member States vary regarding migrants right
to health services.” The lack of appropriate documentation to establish

residence is an important barrier in some countries. Migrants may also
be unaware of their right to health care. Migrants in an irreqular situa-
tion, such as undocumented migrants, may fail to seek services for fear of
deportation if health workers are obliged to report their registration at a
health dlinic or hospital to the authorities. Even where migrants have been
granted the same rights as the host country population, health personnel
may be unaware of such regulations.

A country’s health care system may not offer the type of services that mi-
grants need. The services may be too costly or organised and/or delivered
in a way that causes migrants to feel excluded from the health service
provision networks.”

Socio-economic barriers include cost, marginalisation and discrimination.
Cost of health services and of transport to the clinic or hospital may be
more than some migrants are able to pay. Marginalisation and discrimina-
tion of certain groups, in turn, can make some migrants reluctant to see a
health provider.

3.3.2. Health beliefs and health seeking behaviour

Different beliefs ofillness causation and cure can hinder access to appropri-
ate care. Migrants may delay seeking care, which can worsen the disease.
They may fail to disclose which alternative or traditional medicines, com-
monly practiced at the home country, were used before seeking help, thus
hindering communication between the health provider and the migrant.

Migrants' expectations of health care may also vary from those in the host
country, resulting in misperception about the quality of care provided. For
example, a trained midwife routinely attends to a normal delivery in the
United Kingdom (UK), while an obstetrician does this in some other coun-
tries. A migrant from such a country may perceive a delivery by a midwife
as inferior quality care, unless she is aware that this is normal practice in
Britain and that British midwives are well trained.*

3.3.3. Cultural and linguistic challenges

Cultural barriers include, for example, the unwillingness of female mi-
grants from certain cultural groups (or the prohibition of their male rela-
tives) to be examined by a male health provider. This is an obvious and
serious barrier to access, unless the health service ensures the availability
of a competent female provider.

The diversity of migrant groups has increased the linguistic challenge for
health service provision. The European Commission report, “Quality and
fairness of access to health services, specifically mentions linguistic dif-
ferences as a serious difficulty in the interaction of certain migrants with
health providers.** In some ethnic groups, inability to communicate in the
local language is a particularly important access barrier to older migrant
women.



4. Toward a Migrant-Sensitive Health Workforce

4.1. Need for a transformed health workforce

The day-to-day work of health professionals is changing in Europe.
This is in part due to the increased population-diversity and the
consequent diversity in patients’ health perspectives, beliefs, culture
and linguistic background. The greater variety in epidemiology and
disease manifestation is also placing new demands on health profes-
sionals. Increasingly, health workers find themselves treating patients
whose symptoms they may not know or understand well.

Delayed or inefficient care can result from ineffective communication
between patient and care provider. Care may also be delayed or of
poor quality if the provider lacks knowledge about the epidemiologi-
cal profile of a migrant's home community.® If diseases remain unde-
tected or are managed ineffectively, the health consequences can be
serious both for the individual and for the community. Delayed care
is associated with disease progression and a subsequent need for a
health provider to undertake more extensive and costly treatment
and intervention. A patient’s limited access to preventive and health
promotion services, in tum, increases risks and health care demands
from conditions which the provider could have successfully mitigated
earlier, often at reduced costs. Meanwhile, patients may lack aware-
ness and understanding of and trust in the existing health care sys-
tem. Such challenges further complicate a health provider's work in
caring for a diverse patient population.

The provision of effective, efficient and quality care to the total popu-
lation (including migrants) requires a redirection of the current health
care model so that it best responds to the experiences, expectations
and health needs of a diverse society. A migrant-sensitive public
health workforce, which is essential for establishing and operating the
new health care model, requires new competencies. Health profes-
sionals in such a workforce will appreciate and understand the deter-
minants of migrant health. They will be able to respond appropriately
to diverse cultural and linquistic backgrounds and diverse health per-
spectives and beliefs. They will recognise the epidemiological consid-
erations and disease profiles associated with migration and have the
dlinical competence to provide appropriate care. Finally, they will be
familiar with and have the capacity and willingness to respond to the
administrative, legal and rights issues which impact on migrants' ac-
cess to health services.

4.2. Required competencies of the health
workforce

Most factors that influence the required competencies for a migrant-
sensitive health workforce go beyond the limitations of linquistic
communication between health workers and patients.”” Instead, they
are related to limitations in caring for persons who are socially and
economically disadvantaged and carry different epidemiological pro-
files.”® The main training needs to develop such competencies relate
to the doctor-patient encounter, emerging diseases, health problems
arising from living conditions, inequities in access and use of health
services, and acquisition of intercultural skills.

Competences in areas, such as change management, social and cul-
tural diversity and clinical and epidemiological aspects of diagnosis
and care for migrants, are essential for public health purposes. They
are required to manage the social and cultural diversity and reduce
inequalities in the health-illness-care processes of migrants. Three
areas are of particular importance: (a) intercultural competence, (b)
diagnosis and management of health conditions associated with
migration and (c) administrative requirements governing migrants'
access to health services and their right to health care.

The starting point in training for intercultural competence should be
to consider both the culture of the health profession itself and the
culture of patients. If intercultural competence training does not go
beyond simple knowledge and reproduction of stereotypes, it may
only formalize and amplify differences.”’ The western biomedical
health model has created specific professional cultures, which dif-
fer from the diverse cultures of those attending health services. It is
from these professional cultures that health professionals observe the
cultural and social factors in migrant populations. Health profession-
als must learn to distinguish between two dimensions of sickness,
namely ‘disease” and ‘illness. Disease refers to the biological condi-
tion, whereas illness refers to the cultural dimension of suffering the
disease.”” llness thus refers to the subjective dimensions, the way in
which the disease expresses itself** A health professional, who cares
for patients from diverse backgrounds, must understand and respond
to both dimensions.

Health workers treating migrants must know the epidemiology of
health conditions which are uncommon in the host country but more
prevalentin countries of origin. They must anticipate and competent-
ly respond to potentially different disease processes and treatment
effects among various ethnic and cultural groups.



Finally, health professionals must be able to advise their migrant
patients regarding their right to health services. They also need to
understand the administrative procedures, governing where and how
these services are accessed in the local health system.

4.3. Efforts towards training the health
workforce

It is widely acknowledged that training programmes for a public
health workforce in general should be developed from a compre-
hensive, multidisciplinary perspective.. The goal of training has been
t0 equip public health staff with the appropriate skills and attitudes
50 that they can respond to health service demands and the needs
of different groups in the society and act in the proper role of each
specialty.** Health training has traditionally centred on diagnosis and
treatment of prevalent illness, rather than maintenance of health or
management of newly emerging conditions. More importance has
been given to the scientific basis of medical practice than to the rec-
ognition of population health determinants or socio-economic and
cultural dimensions in the health-illness-care process. Training has
centred more on signs and symptoms of common illnesses, rather
than on understanding the social and cultural context of patients,
their possible migration background and related different health envi-
ronment in their home community.

The arrival of migrants has posed new challenges for existing educa-
tion and training programmes for health professionals. Training pro-
grammes on migrant health in Europe are still too few. The existing
ones aim to promote understanding of the complexity of migratory
movements and reduce inequalities in access to the health system.
They also endeavour to sensitize the authorities to the special charac-
teristics of caring for a multicultural citizenship.

Demand for training on intercultural issues has traditionally been
linked to diplomacy and international relations. Such a demand is
now emerging among public service professionals who need inter-
cultural competence to tackle their daily work.” In some cases, the
training in intercultural competence has been reduced to language
communication skills only. In others, it has been more comprehen-
sive, promoting the development of intercultural competence. The
importance and value given to each of these aspects varies between
Member States.

In Spain, plans of health, migration, coexistence and integration of
migrants propose to increase linguistic and cultural understanding
between professionals and patients and improve the requisite knowl-
edge of health professionals.® To support this process, the Span-
ish Ministry of Health and Social Policies is promoting a strategy of
training health professionals in intercultural competence and care of

migrant health. It is making available a set of resources, which can
be used to respond to training interests and needs of different public
institutions and scientific associations.””

In the United Kingdom, the National Health Service (NHS) has es-
tablished various training and sensitization strategies in response to
health staff's lack of knowledge about religious beliefs and cultural
practices of migrants. In addition, a strategy to contract health staff
from ethnic minorities was adopted to improve communication and
access of migrants to the health system. The UK has also promoted
the use of a“liaison worker’, who provides translation and cultural in-
terpretation services, and can undertake health promotion and health
care coordination.”®

The need for intercultural training has been identified in a number of
European projects. The “Partners for Health” project, which included
institutions from Italy, Belgium, the Netherlands, UK, Spain and
Sweden, identified language difficulties as a hindrance to caring for
migrants in all Member States and all levels of health care. This was
due both because of the language itself and the medical terminol-
ogy used. The project recommended promoting and facilitating the
development of standards in intercultural competence training pro-
grammes for medical staff, and the inclusion of this subject in the
university curricula of health staff and in training of administrative
staff>  Some hospitals in the “Migrant-friendly hospitals” project
started training health staff in equality and diversity.® The project
included hospitals in Austria, Germany, Denmark, Greece, Finland,
France, Ireland, ltaly, the Netherlands, UK, Spain and Sweden. The
“(ities for Local Integration Policies” (CLIP) project also emphasized
the importance of promoting intercultural training. Such training aims
to ensure that both the care-giving and management staff are aware
of the specific needs, religious and cultural practices, and characteris-
tics of migrant communities."

Examples, such as the ones above, indicate the growing concern of
European governments for improving health care to migrants. De-
velopment of comprehensive training strategies for health profes-
sionals that provide the necessary training in epidemiology, clinical
care, health administration and migrants rights to care, is still needed,
however. Such training is essential in order to develop a public health
workforce that will respond to migrants’ health needs in a culturally
sensitive manner, has the appropriate clinical competence, and knows
how to quide their migrant patients to appropriate health services.®?



5. Policies and Practices of Health Professional Training in Europe

Four key documents are particularly important in guiding health pro-
fessional training in the European context. They are the Bologna Dec-
laration, the European Parliament and Council Directive 2005/36/EC,
the Green Book Regarding Furopean Health Staff, and the Common
Emigration Policy for Europe.

5.1. Bologna Declaration and health
professional training

The Bologna Declaration of 1999 was aimed at increasing employ-
ment in the EU and making the European Higher Education Area
(EHEA) a magnet for students and teachers from other parts of the
world. It established the EHEA and set up a framework for graduate
and post-graduate training in Europe, including health professional
training.” The basic principles of the Declaration are quality, mobility,
diversity and competitiveness. The EHEA aims to establish the compe-
tencies (knowledge, skills and attitudes) required for performance of
professional duties and respond to the work challenges of a globalised
society.

The EHEA gives special attention to the mobility of health profession-
als and the acquisition of language skills required for such mobility.
Insufficient attention, however, is given to skills required for inclusion
of socio-economic, ethical and cultural dimensions in the provision of
health care and for improving health of populations, migrant or other-
wise. Communication skills, ethical commitment, acknowledgement
of diversity and multiculturalism and knowledge of other cultures
and customs are included as cross-cutting competencies in training
health professionals. The approach to these skills, however, is very
heterogeneous in the different courses. The section below provides a
general description of some training modules, which are of particu-
lar relevance for developing required professional skills in the degree
courses in medicine, nursing, psychology and social work.

5.1.1. Medical doctors

Some migration-relevant skills in medical doctor training pro-
grammes are general. They include respect for the autonomy of the
patient and their beliefs and culture, acknowledgement of one’s own
limitations and the need to maintain and update professional compe-
tence (including professional values, attitudes, conduct and ethics),
recognition of population health determinants (both genetic and
those that depend on lifestyle, demographic, environmental, social,
financial, psychological and cultural differences). Other competen-
cies are cross-cutting, e.g. knowledge of a foreign language, capac-

ity to work in an international context, recognition of diversity, and
knowledge of other cultures and customs. The importance given to
training in these competencies, the weight given to each, and the
way they are approached in the curriculum differ from one country
to another. In Spain, for example, medical professionals, resident doc-
tors and managers do not consider these competencies among the
most important. Learning a foreign language is the sole exception.
The position of these competencies in the medical curriculum is very
marginal, both in terms of required credits and the space allocated
during the years of study.

In the context of the EHEA, students and professional medical associa-
tions stress the need for basic common training content in all Member
States in order to promote the mobility of health professionals. There
appears to be little emphasis on promoting competencies which ena-
ble health professionals to deal with the social and cultural conditions
in which people live and work.#* In relating professional “mobility”
with contact with “different cultures and societies,” members of the
International Federation of Medical Students” Associations (IFMSA)
make reference to training needs to care for migrant populations.”
They emphasise the need to achieve a “high standard of linquistic
ability”, because their professional practice involves contact with “pa-
tients." They do not clarify, however, whether they refer to EU citizens
and/or citizens from other countries. The members recommend pro-
moting language courses, establishing minimum language standards
in universities, encouraging the learning of local languages (including
medical vocabulary) and making medical dictionaries available on
line. In practice, however, language competence is often limited to
functional English.

5.1.2. Nurses

European regulations have established a profile for a nurse who is
responsible for general care. Such a nurse receives training in health
promotion, disease prevention, and comprehensive care for persons
of all ages, in all situations, health and social care institutions and the
community. Basic, common compulsory content of nursing curricula
include the following: community nursing, nursing at different stages
of the lifecycle, psychosocial nursing and mental health.% Training in
competencies related to migration, health and culture may be includ-
ed within these subject areas.

General competencies in nursing degree courses cover communicating
effectively with patients, families and social groups (including those
with communication difficulties), correctly representing the patients’
viewpoint and acting to prevent abuse. Cross-cutting competencies



include the appreciation of diversity and knowledge of different cul-
tures and customs. The challenge is to ensure that these competencies
are included in professional practice in an effective manner.

In Spain, nurses can obtain a degree in social and cultural anthropol-
0gy. This helps to improve the professionals'sensitivity to these issues.
There is also evidence that most university schools of nursing have
improved relevant curricular content.

5.1.3. Psychologists

The European scene is extremely varied and complex with regard to
training for a degree in psychology.®® All the major Furopean uni-
versities provide training in psychology in faculties of philosophy
and humanities or in medical faculties. The Furopean Federation of
Psychology Associations (EFPA) has carried out various initiatives in
recent years aimed at educational convergence and professional mo-
bility in Europe.

The goal of a psychology degree is“to train professionals with the sci-
entific knowledge necessary to understand, interpret, analyse and ex-
plain human behaviour, and with the basic skills and abilities to assess
and intervene at an individual and social level, throughout the lifecy-
cle, with the aim of promoting and improving health and the quality
of life” Common compulsory curricular content consists of social psy-
chology and group psychology, lifecycle and educational psychology,
psychology of personality and of human differences. Cross-cutting
competencies include knowledge of a foreign language, capacity to
work in an international context, recognition of diversity, knowledge
of other cultures and customs, social commitment, sensitivity to per-
sonal, environmental and institutional injustice and concern for the
development of persons, communities and peoples. In some coun-
tries, such as Spain, psychology professionals and employers consider
these competencies less important than cognitive skills, team-work
skills or the capacity to keep one’s professional competencies up-to-
date.

5.1.4. Social workers

A degree in social work aspires, at least on paper, to develop the nec-
essary competencies for managing social and cultural diversity. This
degree is in the process of being changed to adapt it to the require-
ments of European convergence. The different educational systems in
European countries show a good deal of heterogeneity in social work
training. They do, however, have a common aim, namely to train
social workers who are capable of “promoting social change, solving
problems in human relationships and strengthening and promoting
the freedom of the population to increase its wellbeing® Thus, a
social worker should have the capacity to promote the inclusion of
persons who are marginalized, socially excluded, dispossessed, vul-

nerable, and at risk. A social worker should also be able to address
and challenge the barriers, inequalities and injustices, which exist
in society. Globalization, social policies and migratory phenomena
impact on the social, economic, technological and cultural context of
social work.

Specific competencies for working with different populations have
been defined for social workers. They include knowledge, skills and
attitudes necessary to intercede with persons, families, groups, organ-
isations and communities in order to achieve change and promote the
development and improvement in people’s living conditions. Cross-
cutting competences are similar to those for medical doctors and psy-
chologists, namely knowledge of a foreign language (which tends to
be English exclusively), capacity to work in an international contex,
recognition of diversity and different cultures, and knowledge of other
cultures and customs. Once again, social work teachers, profession-
als, graduates and students in Spain considered these competencies
among the less important when prioritising competencies of a social
worker.

5.1.5. Post-graduate training

There is an emerging offer of masters and doctoral degrees in Furope
in areas such as public health, health promotion and medical anthro-
pology. Universities and post-graduate training colleges, however,
still have a long way to go before reaching European convergence
within the framework of the EHEA.™

5.2. European Parliament
and Council Directive 2005/36/EC

The European Parliament and Council Directive 2005/36/EC of 7 Sep-
tember 2005 established an automatic recognition of qualifications
in medicine, general care nursing, dentistry, veterinary surgery, mid-
wifery and pharmacy.” This is based on the coordination of minimum
training content. The Directive establishes the basic training for each
of these professions. Regarding the social and cultural context of the
population for whom the health care is directed, the Directive estab-
lishes only that said training must assure “the acquisition of knowl-
edge and competencies regarding the relationships between the state
of health of human beings and their physical and social environment”
No reference is made to the recognition of differences in the popula-
tion or to the specific competencies necessary to adapt health care to
this diversity.



5.3. Green Paper on the European Workforce
for Health

The European Commission’s 2008 Green Book on health staff does not
list health care to migrants among the challenges faced by health staff
today.” The challenges mentioned focus on the aging and diversity
of health staff, lack of attractiveness of health sector employment
for new generations, and migration and unequal mobility of health
professionals inside and outside the EU. The document also mentions
the importance of permanent updating of professional qualifications
(continuing education) and the need to increase language training in
order to assist health staff in transferring.

5.4. Common Immigration Policy for Europe

The EC's Common Immigration Policy describes how the shortage
and demand of medical and nursing staff in the developed world has
caused an increase in the migration of professionals from less devel-
oped countries.” It recommends circular migration. This requires im-
proving the health professionals education and training so that their
qualifications are suitable for the European labour markets. The chal-
lenge therefore is the ethical management of professional migration
and its adaptation to the health systems of receiving countries, rather
than acquiring the necessary competences for managing diversity in
local health care contexts.



6. Survey Findings on Training

a Migrant-Sensitive Public Health Workforce

The web-based survey covered key aspects of training to develop a
migrant-sensitive public health workforce. They included identify-
ing training needs and designing, planning and evaluating training
programmes; defining who should receive the training; selecting the
types of professionals to provide the training, and teaching methods.
The 41 key respondents came from six selected countries: Malta, Po-
land, Portugal, UK, Spain and Sweden.” They worked for government
institutions, universities and continuing education centres. The main
findings are described below.

6.1. Organisations responsible for training

Government bodies, universities and continuing education centres
were reported to be the main organisations responsible for planning
and implementing training. Respondents in countries such as Malta,
Portugal and Poland, whose migratory experience is recent, indi-
cated the existence of occasional training initiatives in management
of diversity. These have been supported by universities (University of
Malta), health care institutions (Mater Dei Hospital, Central Clinical
Hospital of Warsaw), non-profit organisations (MSF in Malta, IOM in
Hungary, Poland, Slovakia and Romania) and voluntary organisations
who work with asylum seekers and refugees needing medical care
(Poland).

In Spain, many organisations and institutions promote diversity man-
agement training. They include health departments of the autono-
mous governments, provincial governments, local authorities, univer-
sities (graduate and post-graduate), specific post-graduate training
centres (Carlos Il Health Institute, Andalusian School of Public Health),
professional associations (Spanish Society of Family and Community
Medicine, semFYC), trade unions and health centres, as well as the
Ministries of Health and Social Policy, and Labour and Migration. The
initiatives are still fragmented and not very homogeneous.

In Sweden, universities and university colleges carry out training
programmes for health professionals on issues related to migration,
health and culture.

In the UK, the NHS, universities and diverse professional associations
(such as the Royal College of Physicians) organise training in diversity
management as a cross-cutting skill. All training centres of public or-
ganisations in Britain are obliged to fulfil the legal requirements for
fighting discrimination and promoting equal opportunities. Conse-
quently, diversity related content must be present in all professional

training. Sensitisation and training activities for health staff (e.q.
nurses and midwives) are also carried out. Specific activities are ar-
ranged for health staff working with particular groups, such as asylum
seekers and refugees.

6.2. Identification of training needs

The respondents identified the project,“Increasing Public Health Safe-
ty alongside the New Fastern Furopean Border Line," as a‘good prac-
tice This project is led by I0M and carried out in Poland, Slovakia and
Hungary. The training needs of health staff were identified through
individual and group interviews. The health professionals work with
migrants in refugee and border guard centres in these countries and in
Romania. The intercultural competency training strategy of the Span-
ish Ministry of Health and Social Policies provides another example
of a‘good practice’ Training needs in this strategy were identified
through group interviews of key respondents. They represented a di-
verse professional profile related to health care for migrants.”

Nursing, primary care medical and social work staff were the main
professional groups for whom training needs have been identified in
training activities, organised by their own institutions. In Sweden, pri-
mary care and specialised nursing staff and midwives were the main
groups. Inthe UK, they were nursing and medical staff and midwives.
Doctors and nurses in hospitals and emergency services, psycholo-
gists, administrative staff and medical and nursing students are other
professional groups, for whom training needs have been identified.

The training needs, which most respondents listed, include:

- Competences for managing cultural diversity;

- Communication skills;

- Mental health care;

- Epidemiology;

- Disease prevention;

- Legislation (right to health care); and

- Administrative issues (procedures and formalities for providing
health care).

It should be noted that when discussing competencies for managing
cultural diversity, the respondents used the terms ‘cultural, “transcul-
tural’and ‘intercultural” competence interchangeably.

Other identified training needs related to sexual and reproductive
health of migrant women; childhood, vulnerability and migration;



care of disability in migrant populations; health and human rights;
mediation and resolution of disputes; work with community organi-
sations; experiences and tools for improving health care for migrants;
health literacy for migrants; language skills; and interdisciplinary
work. The respondents reported a growing interest in training socio-
cultural mediators and a need for these professionals in the health
services.

6.3. Profiles of trainees

Migration and health-related training has been mainly aimed at
primary care nursing staff, according to most respondents. A long
background in the transcultural nursing model means that this type of
training is traditionally assigned to these professionals. Primary care
medical and social work staff and midwives are other professional
groups receiving training. Some training efforts have included hos-
pital and emergency service medical and nursing staff, psychologists
and nursing assistants, medical students, psychiatrists, administrative
staff, policy makers, and workers from non-governmental organisa-
tions working with migrants.

The respondents emphasised that teachers, politicians, the military,
administrators, intercultural mediators, psychiatrists and nursing as-
sistants also need training on intercultural issues.

6.4. Training content

Training content has varied depending on the professional profiles
of those receiving training and the sectors at which the training was
aimed (i.e. social, health and voluntary work). In the UK, for example,
training content has included the right to health care; social assistance
and social services; maternal and child health; mental health (asylum
seekers and torture victims); and care of infections prevalent in cer-
tain migrant groups (e.g. HIV). Perception of health in other cultures,
understanding health systems of other countries, sensitising people
with regard to migration, equality and diversity, protection of migrant
children, work with interpreters and interpretation of diversity at a lo-
cal level have also formed part of training.-

In Spain, training content has covered knowledge of other cultures,
customs, religions and habits; communication skills; cultural, intercul-
tural or transcultural competence (different depending on the context,
health profession and country of migrantsorigin); health care rights of
migrants; social-health resources; and mediation of disputes. Training
has also been provided on different perceptions of health and illness,
mental illness associated with the migratory process, reproductive
health, maternal and child health, tropical diseases and endemic
pathologies in the countries of origin.

6.5. Types of professionals
providing the training

Professional profiles of those responsible for the training are diverse.
The most common groups are nursing, medical and social work pro-
fessionals. In some countries, such as Spain, sociologists, anthropolo-
gists, political experts and cultural mediators have been included in
the teaching staff. In Malta, cultural mediators provide this type of
training. In the UK health professionals, who are directly involved in
care provision to NHS users, are included as trainers.

6.6. Teaching methods

Theoretical classes and debates are traditionally used, although
workshops, seminars and group work have been employed in some
cases. In the UK and Spain, case studies and audiovisual material are
common teaching methods. Little virtual training appears to be tak-
ing place in this area, although the respondents did suggest more in-
novative formats. These include case studies, work with real or virtual
patients, role-play, field work, monitoring through discussion groups,
creation and monitoring of plans of action, and round table discus-
sions with intercultural mediators.

The most relevant methodologies for providing the training that were

reported are:

- Audiovisual material;

- Migrants as trainers;

- Participation in group debates (local level);

- Fieldwork (through focus groups and practical case studies at a local
level);

- Practical work in the field (making use of the diversity existing be-
tween the students themselves and the increasing interest in health
and migration);

- (ase studies (backed up by self-study material),;

- Seminars and workshops on case studies and practical experience
with real or virtual patients;

- Using role-play and simulation techniques;

- On-the-job training;

- Specific training of reference professionals in health centres;

- Round table discussions with intercultural mediators; and

- Exchange of experiences and cases attended.

The respondents suggested that persons with a wide experience of
community work be included in the teaching staff. They also empha-
sised the importance of continuously evaluating the learning progress
by using refresher sessions and discussion groups with other profes-
sionals. This was seen as important for planning subsequent steps in
the training of each health professional.



6.7. Evaluation of training
processes and results

Evaluation of the training process, results and impact on the knowl-
edge, skills and attitudes of professionals was not common. The same
was true of evaluation of training materials. The respondents were,
however, able to identify various elements which help and hinder the
implementation of training programmes.

Elements helping implementation include:
Existing migration and health policies;
|dentification of training needs of professionals to carry out their
professional activities;
Interest of health professionals who are sensitised and/or trained
in these subjects;
Legislation and rules of operation of the health system (e.g. the
NHS includes equality and diversity as key elements in training
and health services);
Facilities offered by a health organisation for training;
Human factor (with regard to the person who leads the training
process);
Research related to this subject area at universities and training
centres;
Possibility to exchange experiences with other professionals; and
Availability of networks of interdisciplinary collaborators.

Elements hindering the implementation of this type of training pro-
grammes are:

Work load;

Working hours;

Shortage of funds;

Low level of priority;

Prejudices and lack of interest among professional groups;

Lack of continuity in the courses;

Scarcity of good scientific documentation;

Unavailability of specialists to cover specific training needs;

Lack of tangible tools to help professionals carry out their func-

tions in this field; and

Poor dissemination of information regarding training opportuni-

ties.

6.8. Intersectoral cooperation in training

The initiative for designing and implementing the training strate-
gies normally comes from the health sector itself, according to the
respondents. Occasionally, initiatives may come from other sectors,
such as social services, governance or employment. Usually then,
the initiating sector has the main control over matters of integration,
social protection or migration. The voluntary sector and migrants’as-
sociations themselves also play an important role.

Forums and encounters, bringing together various actors, and the
availability of financing for better coordination were mentioned as
mechanisms toward improved intersectoral cooperation. Other ele-
ments, such as the country’s size and relations with other actors from
different disciplines and sectors, promote intersectoral collaboration.
The respondents felt that coordination between different sectors
produces better results, helps with the assignment of roles for each
sector, promotes links with local communities, and improves commu-
nication. Lack of intersectoral cooperation, on the other hand, limits
the scope of training programmes on these important subjects.
Selected examples of existing training efforts for a migrant sensitive
health workforce can be found in the Appendix.



7. Conclusions

Migration flows in Europe have increased in size and complexity. They
respond to demographic changes and labour demands in Europe, po-
litical upheavals, and economic disparities between European countries
and their neighbours. The consequent increased diversity in health de-
terminants, vulnerability levels and needs among different members of
society is challenging the capacity of health care delivery systems. This
increased diversity calls for a more migrant-sensitive workforce.

Such a workforce:

Has appropriate intercultural competence, language and communi-
cation skills;

Knows how to manage change, cultural diversity and values;

Is sufficiently knowledgeable of other cultures and customs to be
able to develop professional practice with respect to the autonomy,
beliefs and culture of the patient;

Understands migrant health determinants and strives to contribute
to reduce social and health care inequalities;

Recognises the disease profile of migrants and its epidemiology;
Manages competently the clinical manifestation of disease in differ-
ent ethnic and population groups;

Knows the rights of migrants to health services; and

Is able to advise migrants on how to access and what to expect of
health services.

Migrant-sensitive training approaches are good public health practice,
because they increase access of all populations to health care and im-
prove the quality and effectiveness of services. These improvements, in
turn, reduce health inequalities in the society and promote health for all.

The following actions, strategies and policy changes are recommended
for adoption and implementation by the European Union, governments,
and institutions and organisations responsible for training health profes-
sionals.

Recommendations

7.1. EU and other European institutions

7.1.1. Promote the inclusion and harmonisation of migration health
topics and intercultural competence in the training of all public health
professionals, across all sections of graduate and post graduate medical
curricula, in EU countries.

7.1.2. Support the creation of avenues for the exchange of training expe-
riences, approaches and content between relevant actors and institutions
of the different Member States. Support exchange visits of professionals
and their participation in training activities in other Member States and
countries of migrant origin.

7.1.3. Promote, fund and increase research into the effectiveness of train-
ing programmes at the European level. This should include evaluation of
learning, as well as impact of training on the health of migrants. Develop
evaluation systems to identify whether training programmes respond
appropriately to migrant health needs. Include common objectives and
indicators in the curricula of health professionals, both in undergraduate
and postgraduate education and in continuing education, to make such
evaluation possible.

7.2. EU Member States

7.2.1. Promote health professional training, including continuing educa-
tion strategies, that strengthens the recognition of diversity and includes
migration related competences and skills for all health professionals. Use
incentives, such as accreditation, to encourage participation of training
institutions.

7.2.2. Examine the main professional training strategies, the organisa-
tion of graduate, post-graduate and continuing education programmes
and the manner in which the new competencies could best be incorpo-
rated into training in order to make appropriate changes in the training
of public health professionals.

7.2.3. Ensure that the content of undergraduate, postgraduate and
continuing education of health professionals supports the fight
aqgainst social exclusion, discrimination and barriers to migrants’ ac-
cess to health care.

7.2.4. Take advantage of country-level activities towards a common
compulsory curricular design, as stipulated in the Bologna Declara-



tion, to ensure that the required competencies for a migrant-sensitive
public health workforce are incorporated. Different degree courses are
atvarious stages of convergence with the EHEA, and provide different
windows of opportunity for the inclusion of new curricular material.

7.3. Universities, education centres,
professional associations and healthcare
providers

7.3.1. Include curricular content on intercultural competency, com-
munication skills, determinants of migrants'health, and public health
issues associated with migration and population mobility in health
professional training programmes at undergraduate, postgraduate
and continuing education levels.

7.3.2. Design training programmes to be interdisciplinary, use par-
ticipatory methodologies and facilitate theoretical-practical learning
(e.q. role-play, learing communities, learning by doing, discussion
groups and group dynamics).

7.3.3. Establish an on-line repository or library on training, including
available tools and multimedia courses for self-training.

7.3.4. Involve migrants, in particular the many migrant health work-
erswho reside and work in Europe, in the design, implementation and
evaluation of training programmes.

7.3.5. Involve professional associations and other relevant actors in
the design, implementation and evaluation of training programmes.
Promote the exchange of experiences and good practices between
members of the associations and between the associations them-
selves, aiming for an international network.

7.3.6. Expand intersectoral coordination in designing and developing
training programmes for health professionals, in particular the coordi-
nation between health, education and social service sectors.

7.3.7. Encourage research and evaluation of effectiveness and impact
of training programmes in migrant health.

7.3.8 Act as the leading actors of change in the healthcare setting
supporting and encouraging individual professionals in their efforts
to implement the new strategies.
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Appendix

Examples of training for a migrant-sensitive health workforce

The survey respondents were asked to provide ‘good practice’ examples
of training in topics of relevance for developing migrant-sensitive health
professionals. The EASP team provided additional examples. The number
of Spanish examples in the final list reflects the EASP team’s familiarity
with training in Spain.

Some of the collected examples are described below.

Malta

1. Online cultural competence courses

The objectives of online cultural competence courses for health
professionals are:

1. Promote cultural competence in organisations;

2. Discuss migration and its impact; and

3. Prevent disputes in dealing with staff of different cultures.

Health professionals, technicians and migrants themselves have been
involved in designing and implementing the online courses. The courses
consist of a series of exercises, readings, presentations and evaluations.

2. Diversity in health and social care

The objectives are to promote cultural competence within organisations,
generate awareness of migration and its impact, and reduce conflict in
dealing with people from different backgrounds. Training is targeted at
health and social care professionals, military personnel, the police and
teachers. Migrants and representatives of their organisations are included
as trainers in the four-month course.

Spain

1. Improving intercultural
competence in health services

The training was aimed at health and paramedic staff of primary care

centres and hospitals in Catalonia. Its goals were to:

«Increase knowledge of the migratory phenomenon to understand its
repercussions on health services;

- Offer space for reflection and practical leaming as a group with
professional experience of caring for migrants.

The seminar-workshop was conducted within the framework of the
Network of Centres from the “Intercultural Mediation in Health Centres”
programme.”  The identified training needs included developing a
broad view of the migratory phenomenon, acquiring the intercultural
competence necessary toimprove daily work with newly arrived persons,
and taking an active part in the changes which the organisations have
to undergo.

2. Intercultural mediation in health care

The training s targeted at intercultural mediators in primary health
care centres in Catalonia." It seeks to ensure that these mediators have
the minimum qualifications and share a basic view of intercultural
mediation in health care. Training covers medical anthropology,
biomedicine, ethics, key medical issues, intercultural competence,
intercultural mediation, professional identity, linguistic interpretation,
intercultural communication, practice areas and ethics. The methodology
is participatory with role-plays, exercises and supervision of the group.

3. Course on migration, health and gender

University students in social-health disciplines (medicine, nursing, social
work, psychology, pedagogy, anthropology, etc) in Andalusia are the
target of this training." The goals are to:

- Analyse and understand the development of inequalities based on
differences in sex, ethnicity and social position;

- Analyse and understand the influence of these inequalities on
people’s health, and consider the inclusion of migrant women in the
Andalusian labour market and its repercussions on their health;

« Think critically about the current approach to health care delivery by
the Andalusian health system, and the influence it might have on
maintaining inequalities in health;

- Share experiences and knowledge to improve intercultural skils.

"The team of trainers included two doctors specialised in groups and health educa-
tion, sociologist from the University of La Corufia, psychiatrist, Director of the Service
of Psychopathological and Psychosodial Attention to Migrants and Refugees, doctor
specialised in public health, lecturer from the University of Leeds (UK) and head of
(dritas/Migrantes in Italy.

"The training effort arises from an initiative of the Health Studies Institute (IES). The
actors involved in its design and implementation are the Social Action of La Caixa and
the Psychiatric Service of the Vall d’Hebron Hospital.



The course is held annually for two days and consists of two or
three round tables and about 15 workshops on varying subjects.
Topics covered include intercultural and gender competence of
health professionals, health care to migrant women who exercise
prostitution, and local action strategies for reducing inequalities.

4. Training of trainers

The training is supported by the Spanish Ministry of Health and Social
Policies, and implemented by the Andalusian School of Public Health.
Itis directed at health professionals from all the Spanish Autonomous
Communities through the training of trainers from health centres,
professional associations and continuing education institutions.

The training needs of health professionals and the roles of different
participants were identified in 2008. The roles are:

- Experts make up the Committee of Experts, which establishes the
contents, materials, formats and teaching methods to be used in
the training;

- Authors produce teaching materials (complete teaching blocks).
They may or may not participate in the experts'meetings and in the
Training of Trainers workshops;

- Training of Trainers workshop teachers are responsible for training
the future trainers;

- Trainee professionals are the students, who attend the subsequent
cascade training courses carried out by the institutions;

- Trainers are the students of the Training of Trainers workshops. They
will also be the teachers who provide the cascade training; and

- Management Team is a technical team. It includes professionals
who are experts on the subject matter or on professional training,
teaching methods, management and production of teaching
materials and management of virtual communities.

A set of resources, consisting of twelve teaching units, was produced
to support the training. It includes class presentations with notes by
the author on each session plan and teaching material, supporting
reading material, audiovisual support material, a documentary, plans
for group work, information about the authors, and communication
resources.

The didactic units are;

Adaptation of services to interculturalism;

Mental health;

Sexual and reproductive health;

Interviews and communication with migrant populations;
Mediation and management of disputes;

Population health care needs and problems;

7. Accessibility to services;

8. Intercultural medicine;

9. Chronic diseases and determinants of health;
10. Imported diseases and emergency care;

11. Interculturalism in care; and

12. Skills and work in the field.

5. FORINTER project: Intercultural training

The FORINTER project is carried out by the General Directorate of
Migration Policies and co-financed by the European Social Fund
within the framework of the Operative Programme of Andalusia 2000~
2006. lIts goal is to introduce a cross-cutting intercultural perspective
to various public policies. It supports designing, implementing and
evaluating a training plan on intercultural issues. The training targets
directors, managers and technical staff of public bodies whose
professional work s related to the migratory phenomenon.

The FORINTER project carries out training activities in intercultural
competence for civil servants in the eight provinces of Andalusia. In
2009, the activities include:

- Intercultural Training Courses (Almeria, Cordoba, Granada, Seville
and Malaga);

- Training Course in Intercultural Mediation (Cordoba);

- Inter-culture and Social Intervention Courses (Almeria);

- 1st Africa Day (Seville);

- Inter-culture and Migrant Children and Young People Care (Cadiz
and Jaen);

- Health Care to Migrants on an Intercultural Basis: Specialized
Training Course (Huelva);

- Diversity Management: “culturally competent” professionals and
centres, and

- Diversity Management in Planning (Seville).

Sweden

1. Training on values

The training targets social workers in Sweden. The goal is to sensitise
students with regard to diversity and discrimination, and improve

"The training programme is carried out under a Agreement of Collaboration between
the Andalusian Regional Ministry of Health and the University of Seville. It has been
held in Seville twice thus far (2008 and 2009). The following institutions participated
in its design and implementation: University School of Health Sciences of the Univer-
sity of Seville; General Secretariat of Public Health and Participation of the Andalusian
Regional Ministry of Health; Provincial Health Office of Seville; Andalusian Health
Service (SAS); University Community Service (SACU); and Institute for Women of the
Spanish Ministry of Equality.



their view of migration." The training involves a card game in which
some students are subject to discrimination in accordance to the rules
of the game. The discussion at the end brings out issues related to
discrimination. The students debate internal and external factors of
discrimination and their different reactions to the situation.

2. Use of experts, politicians, professionals, and
NGO and client organisation representatives in
teaching sessions

The goal of including the above individuals in teaching sessions is to
get relevant information from actual policy makers and practitioners
regarding ongoing issues and debates. The trainees are students in
social work, public health and other health professionals. The training
consists of two to three hours of lecture and discussion, or a panel
discussion.

United Kingdom

1. Knowledge and Skills Framework (KSF)
of Agenda for Change

The training targets health professionals in the United Kingdom. lts
goalis to promote equality and diversity through professional practice
by training health professionals to:

Actin ways that support equality and diversity;

Support equality and diversity;

Promote equality and diversity;

Develop a culture, which promotes equality and diversity, moving
from the promotion of equality and diversity to a leadership of an
organisational culture that promotes equality and diversity.

Government health departments, health professionals and employee
representatives are involved in the implementation. The training
strategy is carried out within the framewaork of the NHS reform and in
the context of the British government’s new equality bill. Knowledge
and skills which individual health providers require for their specific
roles were determined and form part of the annual review and
promotion processes.

2. Ethnicity Training Network

The goal of this course is to increase individual and organisational
cultural competence through training that is based on an evidence
based model of cultural competence in practice. The target group
consists of health and social care professionals, trainers in cultural
competence, service users and family carers.

The training programme is university based. It was initially funded by
the Department of Health, and now receives funding from Care Services
Improvement Partnership and course fees. The training consists of a
range of courses. They are run for health and social care organisations
(tailor made) and individuals (coaching and mentoring scheme), and
include a Masters-level training programme. Teachers and tutors are
trainers from the Ethnicity Training Network. The training strateqy is
established over two years, with ongoing implementation.

3. Developing and piloting a multidisciplinary
programme for social care assessment, work-
ing with vulnerable women

This project was commissioned by the NHS West Midlands workforce
deanery. Its goal is to develop a postgraduate programme in the
Birmingham City University for specific cohorts of health visitors.
The graduates will be able to identify and undertake social risk
assessments, target resources and care appropriately to vulnerable
women, and provide appropriate support to such women and their
families. The planned training programme will last one year. It will be
provided in 5 specific areas of the region with existing high levels of
deprivation and perinatal mortality.

4. Refugee and asylum seeker health training

The goal of this 12-18 month training programme is to provide
(1) an overview of the health needs of new arrivals (specifically
asylum seekers and refugees) to health staff, and (2) specific health
promotional sessions to asylum seekers, refugees, and unaccompanied
asylum seeker children. The target groups are health professionals
in Coventry (including health visitors, practice nurses, midwives,
General Practitioners, public health staff and administrative staff)
and refugees and asylum seekers. The specific training modules cover
complex health needs and understanding of refugees’ and asylum
seekers'rights and entitlements.”

" Training lasts from 2 to 3 hours, and is carried out with one teacher per 20 students
during the first year of the social work degree course.

! The session titles are: Refugee health, Mental health, Introduction to asylum,
health and support, Parenting course, Female Genital Mutilation, HIV & sexual
health, Sickle cell, Healthy living, Sexual health & risky behaviour, Men’s health,
Contraception, Report writing for asylum, and Public health and infectious
diseases.



Notes
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