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The Health Evidence Network

HEN - the Health Evidence Network —is an information service for public health decision-makers
in the WHO European Region, initiated and coordinated by the WHO Regional Office for Europe.
It constitutes a single point of access to the best available public health evidence and information.

HEN provides:

responses to support the decision-making process: up-to-date summaries highlight what is
lknown, indicate gaps in evidence and information, and underscore key areas of debate, including
trends and policy options;

easy access to evidence and information from a number of websites, databases, documents and
networks of experts: these resources are carefully selected and their focus and content described.

Evidence in HEN includes findings from research and other important information relevant to
decision-makers in public health. Research findings include, for example, the results of randomized
controlled trials and systematic reviews. Other important information comes from case studies,
reports, experiences and observational studies. HEN interprets the evidence in light of its context,
taking into account that what works in one country may or may not work in another.

HEN commissions experts to research and write responses to questions selected among those
received from decision-makers throughout the WHO European Region. The responses are evidence
based, peer reviewed and periodically updated. HEN works in collaboration with agencies and
organizations across the European Region, including the European Commission, and throughout
the United Nations system.

HEN and the WHO Public Health Aspects of Migration in Europe project

At the fifth meeting of the WHO European Advisory Committee on Health Research (EACHR)
which tool place on 7-8 July 2014, EACHR agreed to form a subcommittee on migration and
health to review the Public Health Aspects of Migration in Europe (PHAME) strategic framework.
EACHR recommended that the Secretariat commission three HEN synthesis reports tackling
the challenges of three distinct migration groups: undocumented migrants, labour migrants,
and refugees and asylum seelkers.

This HEN synthesis report is therefore the result of a cross-divisional effort in the Regional Office
between the PHAME project of the Division of Policy and Governance for Health and Well-being
and the Evidence and Information for Policy-making unit of the Division of Information, Evidence,
Research and Innovation.
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Abstract

This report synthesizes the findings on policies and interventions to improve the access to and quality of
health care provision for labour migrants in the WHO European Region. Based on a systematic literature
review in MEDLINE, Embase, Applied Social Sciences Index and Abstracts (ASSIA), EconLit, Social Sciences
Citation Index and a grey literature search of studies published in English between 2005 and 2015, 33 relevant
studies were identified. Sixteen studies focused on specific policies or interventions for labour migrants
and included information on whether they were successful, 17 studies plus two additional studies included
best practice recommendations for future policy-making. The findings point at barriers other than legal
ones, which prevent full health care utilization and highlight, inter alia, the role of documentation status,
high socioeconomic status, health insurance, labour unions and safe worlking conditions. Other important
factors include the necessity of an intersectoral approach among different government divisions and cross-
border cooperation as potential contributors to reducing inequalities for labour migrants.
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Zsuzsanna Jakab, WHO Regional Director for Europe

Migration is a high-priority topic on the policy agendas of most of the Member States in
the WHO European Region. To address this priority, the WHO Regional Office for Europe
established the Public Health Aspects of Migration in Europe (PHAME) project in 2012.

The main factors contributing to increased migration are natural and human-generated
disasters, including social, economic and political instability.

The issues surrounding health and migration are important for a number of key reasons.
They not only relate to the ethical implications of unequal access to health care but
also are linked to (avoidable) costs to health systems and wider society. As a result,
there is not only an ethical imperative to address issues of health and migration but
also direct and indirect incentives, such as improved health, social cohesion, economic
sustainability and political cooperation.

The lack of a single set of available data and the substantial variations from country to
country mean that detecting Region-wide patterns or trends is difficult. The European
Region encompasses a wide variety of natural environments and has a highly
heterogeneous human geography. As a result, migration trends in the Region are
highly complex, and differences between countries in the quality of data and collection
methods compound the problems in any attempt to characterize them. Moreover,
the collection and analysis of data require cooperation among migrants’ countries of
origin, transit and destination, and therefore collaboration beyond the boundaries of
the European Region.

Evidence-based public health measures to mitigate the health implications of migration
could save a significant number of lives and reduce suffering and ill health. They are
also likely to be instrumental in effectively addressing growing health care costs and
in preventing or mitigating the negative effects of migration on health systems and
societies. Nevertheless, insufficient knowledge in many areas has hampered efforts
towards more effective planning and implementation of effective strategies to address
migration and health. A robust multidisciplinary scientific knowledge base is therefore
an essential foundation for enhancing public health practices and policy development.

Vii
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At its fifth meeting in July 2014, the European Advisory Committee on Health Research
(EACHR) agreed to form a subcommittee on migration and health to review the
PHAME strategic framework. EACHR recommended that the Secretariat commission
three Health Evidence Network (HEN) synthesis reports tackling the challenges of three
distinct migration groups: undocumented migrants, labour migrants, and refugees and
asylum seekers. The subcommittee concluded that synthesizing and packaging existing
evidence, rather than promoting new research, would be more useful for policy-makers.

This is one of the three commissioned reports, which focus on access to and delivery of
health care for migrants. These will be the basis for identifying other aspects of health
and migration that may be in need of additional research and evidence, and for the
development of evidence-informed policies on migrant health and new approaches
to improving migrants’ health outcomes.

viii




|| .u_l

The issue

Labour migrants form one important subgroup of international migrants. In 2010,
labour migrants constituted 7.2-9.59% of the total working population in Belgium,
Germany, Greece, Spain and the United Kingdom, and the number of labour
migrants in the Russian Federation was estimated at 7-9 million in 2005. With labour
migration at such a massive scale, provision of health care for this group has become
an increasingly important issue within the WHO European Region. This report
focuses on labour migrants specifically, irrespective of documentation status: those
seeking worl, those employed in the host country, and those who were previously
employed or are seeking worlk but are unable to continue working or find work
and remain in the host country.

The synthesis question

The objective of this report is to address the following question by way of a systematic
review of the English language literature: What policies and interventions work to
improve health care access and delivery for labour migrants in the European Region?

Types of evidence

Evidence was obtained by a systematic literature review and a grey literature search
of studies published in English between 2005 and 2015. Of the 33 studies identified,
16 focused on specific policies or interventions for labour migrants and 17 included
best practice recommendations. Studies that examined health care inequalities
in the health sector mostly focused on policies and interventions for sexual and
communicable diseases, or training of health professionals in understanding
migrant needs. Many studies examining this topic did so from a labour sector
or legal perspective rather than by viewing solely the health care sector’s role in
contributing to the inequalities in access to and delivery of health care.

Results

Documentation status, high socioeconomic status, access to health insurance,
membership of labour unions and safe working conditions were considered in
policy-making to reduce inequalities in access to and quality of health care provision
for labour migrants. Having the right to access health care did not necessarily mean
equality of access. Barriers other than legal barriers were identified that prevented
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full utilization (e.g. linguistic and communication barriers, lack of information).
Many policies that aim to reduce inequalities in health care access and quality for
labour migrants may come by targeting the labour sector in which they worl, or the
immigration laws that give them rights to access in the first place. This finding
emphasizes the need for collaboration between different government sectors.
Nongovernmental organizations (NGOs) seem to have a major role in providing
health services, particularly for marginalized labour migrants such as sex workers.

Policy considerations

Using a broad definition of labour migration may help policy-malkers understand
the heterogeneity of the population. Developing effective health policies for labour
migrants may require an intersectoral approach among different government
divisions within a country and across borders. Key areas for further research to
support evidence-informed decision-making in this area are:

e examination of the extent that general migrant policies account for the health
needs of labour migrants;
« collation of information on policies and interventions in different countries; and

* establishment of a proper framework for evaluating the effectiveness of policies
related to labour migrants.

Policy options based on the evidence reviewed here are:
* improving communication opportunities through support in language learning,

information provision in migrants’ native language and diversity sensitivity
training of health professionals and social worlkers;

* providing health care close to the worlkplace or home for better accessibility; and

* using social networks to disseminate information among labour migrants about
specific areas of interest (e.g. sexually transmitted infections) and about ways
to access the health care system.
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1.1. Background

Migration is considered a major social, political and public health challenge for
the WHO European Region. Between 1990 and 2013, the number of international
migrants worldwide rose by over 77 million and Europe had one of the largest
growth rates of international migrants (1). With 12.3 million international migrants
living in the Russian Federation in 2013, it is the country with the highest number
of immigrants in the WHO European Region and second in the world after the
United States. In line with the frameworl of the World Health Assembly resolution
61.17 in 2008, Member States should focus on ensuring equitable access to health
promotion, disease prevention and care for migrants (2).

Labour migrants are a subgroup of migrants but there is no global consensus on
the definition of a labour migrant. In current practice, the terms “labour migration”
and “labour migrants” can refer to the motivation for migration, the legal/visa
status of the migrant or the employment status of the migrant. Definitions also
vary on whether labour migrants are temporarily or permanently residing in the
host country, or even just commuting to the host and living in the country of origin.
In practice, some labour migrants have residency and worlk permits while others
have one or the other or neither. Migrants without the proper documentation
may avoid accessing health care for fear of deportation. The working definition of
labour migrants in this report is: a population living in a country or area other than
their country of origin, who are seeking work, are employed in the host country,
or were previously seeking worlk or were employed but are unable to continue
working and stay on in the host country. While there are currently no reliable
estimates on the exact proportion of migrants in the WHO European Region
that are labour migrants, roughly 509 can be assumed to be labour migrants,
depending on the definition and measurement method adopted (3). Labour
migration is expected to continue its upward trend in the upcoming decades and
so provision of health care for this group will become increasingly important.

1.1.1. Positive impacts of labour migration

The international movement of workers has many positive impacts in both the host
country and the country of origin. Host countries benefit through alleviation of labour
shortages, import of skills, contributions to economic growth, and participation
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in the taxation and social welfare schemes (4,5). An inflow of labour migrants of
working age provides demographic support for the characteristic ageing societies
of most host countries and reduces the expected decline of the workforce (5).

The country of origin can also benefit from labour migration, for example, through
relief of unemployment pressures (6); through remittances to support families at
home (7), which also impacts the country’s economic growth through increased
home consumption; and through increased investment flows and encouragement for
trading (8) and investment. Governments on both sides increasingly recognize the
importance of labour migration by offering regulatory mechanisms and developing
new policies to manage labour mobility and maximize the positive impacts (6).

1.2. Methodology
1.2.1. Sources for the review

Literature was found by searching MEDLINE, Embase, Applied Social Sciences Index
and Abstracts (ASSIA), EconLit and Social Sciences Citation Index. The websites
for the following organizations were also consulted in order to find grey literature:
International Organization for Migration (IOM); International Labour Organization
(ILO); United Nations Refugee Agency and Department of Economic and Social
Affairs; World Health Organization (WHO), Migration Policy Institute; Centre for
Research in Occupational Health; European Commission Directorate-General for
Migration and Home Affairs; Evaluating the Impact of Structural Policies on Health
Inequalities and their Social Determinants, and Fostering Change (SOPHIE); Migrant
Integration Policy Index; Organisation for Economic Co-operation and Development
(OECD); European Public Health Association; and European Observatory.

1.2.2. Data extraction

Studies were included for review if they were published between 2005 and 2015 and
pertained to migrants in at least one of the Member States of the WHO European
Region. Studies were excluded based on pre-determined exclusion criteria: articles
must be in English, pertain to the health of labour migrants specifically and mention
a health-related policy or intervention.

Annex 1 outlines the flow of the studies found in the search and reviewed in a
PRISMA diagram (9).




The systematic literature review identified 2529 studies after removal of duplicates.
After screening, 33 studies were used: 16 on specific policies or interventions for
labour migrants and 17 suggesting or mentioning policies that could or should
be implemented based on the health status or health needs of labour migrants
that are not currently being met and contributing to inequalities. Fig. 1shows the
distribution of recipient countries included in the studies reviewed.

Fig. 1. Countries represented in the literature review
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Fifteen of the identified studies included both documented and undocumented
migrants (10-24); 13 studies focused on documented labour migrants only (25-37),
two studies focused on undocumented labour migrants (38,39) and three studies
were unclear (40-42).
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2.1. Labour migrants in the WHO European Region

While many labour migrants are legally residing in the host country, some may be
working without a contract, without being declared by their employer as an employee,
or without having permission to work, such as students (6). (An overview of the
definitions of labour migrants by key international organizations is given in Annex2.)

Regardless of the path for migration and legal status, the ultimate goal of migrants
is to enter the labour market and improve their standard of living and family
situation (43,44). Work can facilitate inclusion by engaging the migrant in local
culture and structures such as learning the language, and providing support
systems such as trade unions and health insurance. Importantly, it can improve
the socioeconomic status of the migrant, which affects health status and access
to health care. However, labour migrants can also be exposed to discrimination in
the workplace, characterized by racism, exploitation, psychosocial problems and
dangerous working conditions (45). These factors could contribute to a widening
of inequalities between labour migrants and the local population. Thus, the labour
sector can be an important arena for tackling health inequalities.

Labour migrants can be temporary or permanent, documented or undocumented,
and if documented may hold any type of legal status. It should be noted that for
policy-making purposes, issues of legal status and duration of migration may be
very important factors to consider.

Currently, it is not clear what proportion of the total migrant population in the
WHO European Region constitutes labour migrants. Estimates based on legal
employment status suggest that approximately half of all migrants are labour
migrants (3). In 2007, the five European Union (EU) Member States with the
highest proportion of labour migrants as part of their total working population
were Belgium (9.5%), Germany (9.4%), Spain (9.0%),), Greece (7.5%) and the United
Kingdom (7.29). Based on calculated estimates for the available countries of the
WHO European Region, in 2013, the highest numbers of labour migrants were in
Germany (5.5 million), the United Kingdom (4.1 million), France (3 million), Italy
(2.7 million), Spain (2.6 million) and Switzerland (1.4 million) (Fig. 2) (1,46). While
some countries have had a constant flow of labour migrants (e.g. Germany saw a
stable flow between 1998 and 2007), some countries (e.g. Spain) have seen a sharp
increase in the inward flow of labour migrants since 1998 (3).




Fig. 2. Proxy estimates for the number of labour migrants in the WHO European

Region in 2013

Estimated number

Country

of labo
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I 100 001-500 000 [ Data not available

WECEN I 500 001-10 000 000 0-100 000
Russian 7000 000~ Netherlands 973 000 Czech 252000
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United 4100000 | [ Turkey 605000 | | Israel 178000 (13)
Kingdom Portugal 454 000 Finland 147 000
France 3040000 || Belgium 438000 | | Luxembourg 130000
Italy 2700000 Norway 383000 Slovenia 110000
500 000- Greece 358 000 Estonia 86 000
Kazalhstan 2500000(12) | [ireland 350000 | | Poland 77,000
Spain 2600000 || Denmark 282000 | | Slovakia 56 000
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Note: The authors calculated the number of employed international migrants in Europe for 2013 based on data from the United
Nations and OECD. Numbers were calculated by multiplying the number of foreign-born immigrants aged 20-64 years by
the employment rate of the foreign-born population aged 15-64 years. While this method has limitations in matching data
and not accounting for migrants who are marginally or informally employed or residing without documentation, it aims to
provide a general estimate to understand the scope of labour migration in the European Region.

Sources: United Nations, 2013 (1); OECD, 2013 (46).
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Despite uncertainties in definitions and numbers, there is a consensus within the
international literature that labour migration will continue its upward trend in the
upcoming decades. This is driven by differences in employment opportunities,
living standards and social services between the host countries and the countries of
origin, increased knowledge about and access to information on living conditions
and employment opportunities in the host countries, and established intercountry
networlks based on family relations, culture and history (6).

2.2. Health status

Evidence suggests that foreign status, legal status (documented versus undocumented),
employment status and socioeconomic status all have an impact on the health and
quality of life of migrants (47-49). If relevant policies do not exist or are ineffective
because of discrimination or lower socioeconomic status, evidence indicates that
migrants’ health can deteriorate rapidly (50). Health insurance coverage is especially
limited for undocumented migrants but there is a lack of utilization even among
those who are entitled (49).

There are certain work-related factors that influence labour migrants’ health.
Those lacking the correct documentation often have informal work arrangements
and so are not covered by any health or social insurance. Labour migrants
often continue working despite illness, which can worsen and prolong common
infections (3,12,28). Factors that influence a labour migrants’ health status include
poor working conditions, high exposure to occupational risk (dangerous jobs,
insufficient safety training), lower salaries, limited legal rights and limited access
to health care services (11,28,41,51).

The most common work-related health problems reported among labour migrants
include musculoskeletal, respiratory and mental health problems. The risk of work-
related injuries is higher among labour migrants than in the non-migrant population,
particularly for those without a work or residence permit (3). For example, in the
Czech Republic, injuries were the most common reason for hospitalization among
migrants and the prevalence of work-related injuries was three times higher among
migrants than in the general Czech population (52). In Sweden, the United Kingdom
and Spain, work-related fatal and serious accidents increased with known increases
in numbers of labour migrants (41).
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2.3. Barriers to accessing health care

Migrants experience several common barriers to accessing health care services that
often translate to underutilization of, and thus lack of benefit from, public health
services (25). At the population level, major barriers include lack of information
and familiarity with laws and rights regarding health care, occupational health
and safety regulations, restrictions to direct access, and costs. At the individual
level, the main barriers are communication problems, perceived discrimination,
location of services and privacy/trust issues (12,27,36,48,49,53).

2.3.1. Documentation status

Universal access within public health care systems mostly depends on the legal
and employment status of the migrant. Documentation status means flexibility in
searching for a job and bargaining power for employment factors that influence
health. On the other hand, documented individuals are dependent on maintaining
ajob and payments to the social security system in order to be able to renew their
documentation status (21). While undocumented workers appear to be more
vulnerable to poor working conditions than documented workers, in some cases
environmental, ergonomic and psychosocial risks seem to be similar regardless
of documentation status (21).

Undocumented labour and working without a contract is not uncommon among
labour migrants in most industries (16,21,54,55), which often can prevent entitlement
to the typical national or local health insurance, social assistance or support services.
Undocumented migrants tend not to contact health care institutions because of fears
of deportation and mostly access health care systems via private providers or NGOs,
or use services provided by non-profit-making organizations. Some countries have
established specific policies that protect undocumented migrants from deportation
when accessing health care in particular circumstances (56,57):

* deportation avoided if treatment not guaranteed in country of origin: Austria,
Belgium, Greece, Italy, Norway;

* case-by-case decision: Germany;

* proof of harm in the absence of care: Luxembourg;

* temporary permit for health care in case of pregnancy: France, the Netherlands;
e urgent vital care: Norway; and

* advanced disease: Hungary.
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2.3.2. Health insurance

Lack of health insurance is one of the most important barriers in accessing health
care services among migrant populations (17,58) as often public health insurance is
linked to documentation status. Health insurance coverage for the labour migrant
population varies from country to country. In Israel, the absence of a work visa
excludes labour migrants from medical insurance coverage (22). Registered labour
migrants in Norway have full rights to health care services and social benefits but
those not registered as employees lack these rights (12). In the Czech Republic,
only those non-EU citizens who are employed or residing legally are eligible for
public health insurance, while others are forced to purchase commercial health
insurance or remain uninsured (49). In Cyprus, the government made health
insurance coverage a legal requirement for a residence permit in order to give
equal health care access to all working migrants (27).

In some instances (e.g. infectious diseases), the public health impact of untreated
cases is so large that treatment is usually not limited to those with health insurance.
Most host countries have introduced measures for coverage of health issues with
a public health impact, such as infectious diseases (38,58), and specific health
insurance schemes for labour migrants that could improve access to health services
have been proposed (38).

2.3.3. Language and communication

A key element for the effectiveness of any written material provided to labour migrants
is that it should be provided in the native language of the migrant; this includes
information on training or safety (14,21,24,30,41,42), health care services (12,27,36),
health insurance options (17,58) and legal rules. The provision of translators and
cultural mediators is also key to ensuring good communications (53) and provision
of language courses will help integration at work and in the community (30).

In many cases, religious, community and family networks are the most effective
way to reach migrants and to promote healthy lifestyles and distribute information
(15). Mobilizing communities and labour groupings can also help with developing
and implementing culturally sensitive programmes and engaging approaches that
can reduce risky behaviour and strengthen attitudes towards healthy behaviour.
“Diaspora” networks can be effectively used to disseminate information and help
integrate new migrants into the health care and labour sectors.
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2.3.4. Socioeconomic status

Socioeconomic processes shape health status in the general population, and even
more so in migrant populations. Some studies concluded that socioeconomic
status was more important for assessing health inequalities than legal status
(59,60). For labour migrants, socioeconomic factors are multifaceted and context
specific and so cannot be generalized to labour migrants across the whole WHO
European Region (59). Employment facilitates inclusion into the host country’s
health system by engaging the migrant in local culture and local structures through
facilitating language learning, providing health insurance and, very importantly,
improving socioeconomic status (43).

2.3.5. Gender

While historically labour migrants have been predominately male, recent figures
show that the current male:female ratio is 1:1in many parts of the WHO European
Region (61). Nevertheless, gender distribution within each country and each type
of industry can be important, especially for targeted policies (e.g. male migrant sex
workers in Germany (16)). A study from Kazakhstan showed that female labour
migrants are more likely to suffer from physical and mental health problems (38).
They also more often have problems of gender-based discrimination and violence.
In Israel, a free medical service for migrants found higher rates of psychiatric
hospitalization and suicide attempts among women than men (22). There are
also differences in occupational hazards: women were more often employed in
household services while men worled in the construction services (11).

2.4. Health policies and interventions for labour
migrants

Labour migrants have a health status that differs from both the native population
and from other migrant groups because of the work-related factors that affect
their health. However, participation in the labour market also offers additional
opportunities for policy-malers to target health inequalities in this group. In many
cases, such as avoidance of injury or conforming with safety regulations, labour
policies targeting the health and safety of the worker are, in effect, health policies
(13,24). For the purposes of this report, improving access to and quality of health
care is considered to encompass both health care policies and labour policies,
including access to safe working conditions and access to liveable wages in order
to afford health care and healthy living conditions. Interventions to improve
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health status can come from many different sectors, including the private, public
or NGO sectors, as well as different government divisions such as health, labour,
immigration or law enforcement. Most EU Member States grant full equality of
treatment to “third-country nationals” (non-EU citizens) who are legally working
in the country with permanent status and sometimes even with temporary status
(3). There are, however, important barriers other than legal restrictions, such as
lack of information, cultural and linguistic barriers, and socioeconomic deprivation.
The existence of services does not necessarily lead to utilization (49).

Although there are a number of studies that have examined policies within the
WHO European Region that target the known barriers to accessing good-quality
health care for international migrants in general, few specifically consider labour
migrants as a group nor did any study consider European-wide policies. A 2009
report focusing on the EU (62) found 11 of the 25 included countries had established
specific national policies/interventions to improve migrant health beyond statutory
legal entitlements (Austria, England [United Kingdom], France, Germany, Ireland,
Italy, the Netherlands, Portugal, Spain, Sweden and Switzerland). The main health
issues addressed were sexual and reproductive health, infectious diseases, screening,
family health and mental health. Preventive services and long-term care did not
receive sufficient attention (62). The focus of the interventions was both on patients
(demand side), with initiatives such as improving health literacy with materials on
health services and entitlements in the migrants’ own language, and on providers
(supply side), with training to improve cultural competence. Implementation of
the policies and interventions remained a challenge, particularly where policies
involve the modification of existing health care structures, such as in Austria,
England, Ireland and Portugal (62).

Evaluation of whether policy targets have been achieved remains a further challenge
even when annual appraisals are implemented. In Portugal, for example, where there
is an annual report from the High Commissariat for Integration and Intercultural
Dialogue on implementation of the Plan for the Integration of Immigrants, they could
not confirm whether the expected goals had been achieved because of a lack of
statistical resources (3).

Existing health policies seem to have categorized labour migrants either by industry
or by documentation status. The industries identified in this review are construction
(10,11,14,15,29,38,41), sex work (16-19,63), agriculture (11,12,20), trade (11,15,38),
cleaning services (30,42), food services (11,29), household services (over 16 years of
age, living in the household and receiving wage or compensation for exclusively




domestic services for one or several heads of households) (21,27), livestock (31,53),
public services (29,32), fishing (40) and health care workers (33). Table 1 outlines
industry-based policy/interventions for 12 countries and Fig. 3 shows a summary
of the findings.

Table 1. Implemented policies/interventions targeting labour migrants in the
WHO European Region

Country of Sector Country or Policy/intervention type Reference

implementation region of and details
origin

Croatia Fishing NA Capacity building: a programme for | 40
occupational health professionals
to facilitate the understanding of
HIV risks and reduce social stigma
associated with HIV among migrant

worlkers
Cyprus Household | Bangladesh, Legal frameworl: health insurance 27
services? Philippines, coverage as legal requirement before
Sri Lanka, aresidence permit is granted, to

India, Pakistan | improve access to health care for
labour migrants

Denmark Cleaning NA Occupational health, prevention: 42
services FINALE programme provides training
interventions on proper working
techniques in the native language of
migrant cleaners

Denmark Cleaning Turkey, Occupational health: adult vocational | 30
services Thailand training centres offer proper working
technique courses for labour migrants
to prevent unnecessary strain and
minimize ill-effects among cleaning

staff
Germany Sex worlc Romania, Access to health care, prevention: 16
Bulgaria NGO initiatives to provide free

medical and social consultations and
advice to undocumented migrant sex
worlkers

Ireland NA NA Prevention: Health and Safety Act 24
regulates the provision of instruction,
training and supervision in a manner,
form and language that is understood
by foreign employees
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Table 1 contd

Country of Country or Policy/intervention type Reference

implementation region of and details
origin

Ireland NA NA Representation, occupational safety: | 13
labour migrant unions to maintain
and improve working conditions and
ensure fairness and due process in the
workplace or wider society

Israel Any Africa, Eastern | Access to health care: Open Clinic 22
Europe, providing primary medical services
Asia, South for labour migrants
America,
Middle East
Israel Health Middle East Prevention: employer-initiated 33
workers vaccination programme designed

to protect health workers against
varicella-zoster virus infections due to
low immunity of labour migrants

Italy Sex work Africa, Eastern | Health promotion, prevention, access | 63
Europe to health care: Sirio Project provides
social, psychological and medical
support and educational programmes
to female sex workers to prevent
sexually transmitted diseases

Russian Construction | Tajikistan Prevention: HIV prevention 29
Federation work, food programme (TRAIN) designed to
services, reduce HIV risk behaviours in Tajik
public male labour migrants by enhancing
services awareness, prevention skills and
help-seeking through information
counselling
Spain Household Romania, Legal frameworlk: Special Household | 21
services? Morocco, Service Regime regulates the labour
Ecuador, rights of household services, such as
Columbia, taxes paid by employer and employee,
Senegal, unemployment subsidies, disability
sub-Saharan | compensation, worlk hours, vacation
Africa time
Spain Construction | NA Occupational health, safety training: | 41
work professional construction cards

provide safety training in foreign
languages to improve understanding
of safety




Table 1 contd
Country of Country or Policy/intervention type Reference
implementation region of and details
origin
Sweden Construction | NA Occupational safety: Swedish Work | 14
work Environment Authority provides

information campaigns for foreign
workers to improve their health and
safety issues

Switzerland Sex work Brazil, Access to health care, health 17
Romania, promotion: Fleur de Pave association
West Africa and Point d’Eau centres provide free
primary health care, psychosocial
support and health promotion to
street-based sex workers

United Kingdom | Any Poland Access to health care, psychosocial 34
support: Barka Project to provide
occupational skills training,
rehabilitation and housing for
homeless alcoholic migrant workers

United Kingdom | Construction | NA Occupational health, safety training: | 41
worlk professional construction cards
provide safety training in foreign
languages to improve understanding
of safety practices

NA: not appropriate; NGO: nongovernmental organization.
Defined as carried out by people over 16 years of age; who perform exclusively domestic services for one or several heads
of households, or people who co-habit in one household; whose services are provided where the household members live;
and who receive a wage or compensation for their services.

2.4.1. Multinational cooperation

Labour migration under bilateral agreements often includes interventions in both
host country and the country of origin and is more common for workers in the
health sector; however, such agreements tend to consider labour mobility rather
than the health of the migrants themselves. There are a number of initiatives that
develop regional, national and international cooperation to support health in
labour migrants in their home and host countries (10).
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Fig. 3. Summary of implemented policies/interventions targeting labour migrants
in the WHO European Region

Health care, housing and
occupational training support

for homeless labour migrants Information campaigns aimed

Safety training in foreign Two different training at foreign workers to strengthen HIV prevention programme to
languages in the construction interventions on proper information regarding health and  reduce HIV risk behaviours in
sector working techniques safety issues

Tajik labour migrants

United Kingdom (2) Denmark (2) Sweden (1) Russian Federation (1)

Croatia (1)

Training of health professionals to
facilitate the understanding of HIV
risk and to reduce social stigma
associated with HIV among migrant
workers

Law that regulates
the labour relations of
special character for
household service Germany (1)

Free medical
consultation, physical
and mental health
services for migrant sex
workers

Ireland (2)

Law that regulates safety
training for

labour migrants
Establishing labour
unions to improve access
to health insurance

Making health insurance coverage a
legal requirement before a residence
permit is granted for labour migrants

Social, psychological, medical support
and educational programmes for
female sex workers

Switzerland (1) Employer-initiated vaccination

Free primary health care programme for labour migrants
psychosocial support and health Free primary care services for labour
promotion for sex workers

m\grants
14
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Case study 1 contains two examples of interventions occurring in both host country
and country of origin and involving multilevel cooperation between countries
and NGOs. The Transit to Russia AIDS Intervention with Newcomers (TRAIN)
project (29) is an example of overcoming barriers to health access by targeting
labour migrants in transit, supporting integration with social and health networks,
overcoming language and cultural barriers, and taking advantage of diaspora
networks for disseminating information.

Case study 1. Interventions in both host and home countries

The Barka Project

The Barla Project in London is part of a larger effort also occurring in Belgium,
Germany, Ireland, the Netherlands and Poland and involving both government
and NGOs (34). The intention is to improve access to occupational skills training,
rehabilitation and housing for migrants suffering from homelessness and substance
misuse. The project connects the migrant with both home and host country
services depending on needs and helps to overcome cultural and language
barriers in accessing health care in the host country. In 2014, 145 people were given
occupational skills training, rehabilitation or help in finding homes in London.

TRAIN

TRAIN is a three-session HIV prevention programme designed to provide
information about help seeking and community support in Moscow, spousal
communication about HIV prevention, and communication with community
members about HIV prevention (29). It talkes place on a train from Tajikistan to
Moscow on which most Tajik labour migrants make the journey to worl in the
Russian Federation in construction and bazaars. The project is supported by a
grant from the United States Civilian Research and Development Foundation.
The goal is to reduce HIV risk behaviours — enhancing awareness, prevention
skills and help seeking through information counselling. Cooperation was
sought from previous Tajik migrants, diaspora community leaders in Moscow,
the Tajikistan Government and Ministry of Health. The TRAIN group reported
significant increases in condom knowledge and awareness of HIV. They also
noted that interventions should also address those difficulties specific to the
social and familial experience of married male labour migrants, including
adaptation to migrant work life in Moscow.
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Occupational health professionals in Croatia undertook a training programme
to facilitate the understanding of HIV risks and reduce social stigma
associated with HIV among labour migrants. Empirical evidence collected
in 2004 and 2006 during compulsory medical examination prior to licensing
of labour migrants showed that knowledge of safe sexual behaviours did
increase over time (40).

2.4.2. Policies initiated at entry to a host country or to employment

A few studies did look at specific programmes at the national level, although,
not surprisingly, these tended to target all migrants or all people who did not
speak the native language, not only labour migrants. One study assessed
an immigration policy to improve access to health care by making it a legal
requirement for a migrant to register for health insurance before being granted
a residency permit (27). The study concluded that requiring health care
insurance at entry was not an effective tool because of the lack of information
in the migrant’s own language on how to choose health insurance and how
to utilize services.

2.4.3. Role of NGOs

NGOs are often involved in the care of migrants and act in an intermediary role
supporting the migrant in accessing the host country’s systems (16,17,22,33,63).
In Italy and Switzerland, free mobile units and outpatient care centres run by
an NGO provided health care and health promotion for sex workers (17,63).
The mobile units targeted sex workers in their local working areas to provide
them with anonymous testing, treatment and counselling for HIV and sexually
transmitted diseases. The units were also intended to raise awareness about
outpatient clinics that provided free and anonymous counselling and testing.
Printed materials on prevention were also provided (63). Case study 2 describes
two NGOs providing care for labour migrants. The Israeli clinic is an example
of an effective training programme for physicians in areas with high numbers
of migrants (22). The German outreach clinics provide care to workers who
do not access the formal system (e.g. for reasons of cost or unclear citizenship
status); it illustrates the difficulty of reaching an undocumented working
population and suggests that health-promoting activities such as Internet
chats, peer health promoters and community mapping to allow for exchange
of experiences might be effective (16).
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Case study 2. NGOs providing health support for migrants

A migrant-minded clinic in Israel

A clinic for labour migrants and refugees in Israel trained staff in awareness
of cultural diversity and differences in world views, and avoiding the racism
that is sometimes shared by both clinicians and patients (22). Translators
and affordable care were provided. They also identified the need for health
professionals to understand the absence of the usual social support systems,
so basic needs such as food, shelter, family support or childcare should be
considered when malking health care decisions such as referrals and follow-
up appointments. The clinic also helped with the process of documentation
to help to ease mental stress.

Comprehensive access to health care for migrant sex workers

While the access to health services and safety of documented sex worlkers are
protected legally in Germany, undocumented workers have no such protection
and face barriers of both costs and unclear citizenship status. Since the
1990s, a series of NGO-funded projects have been established to provide free
medical and social work consultations at a combination of drop-in centres
and mobile outreach units. Clinic physicians are either from the local health
departments or are volunteers. A study in 2013 examined the effectiveness of
these clinics and concluded that they could not cover the needs of many sex
workers, for example those working in restricted areas that prohibit public
prostitution or undocumented male sex workers from other EU countries (16).

2.4.4. Role of labour unions

In general, labour unions advocate for safer working conditions, better benefits
such as health insurance access, fairness in worlk processes and compliance with
workers’ rights (13). Labour migrants are, therefore, likely to benefit from formal
membership (13). Current evidence, for example, shows that unionized immigrants
are more likely to earn higher wages and enjoy wider pension coverage; however,
in this small study, labour migrants had approximately the same levels of health
insurance coverage whether unionized or not (13).




HEALTH EVIDENCE
NETWORK SYNTHESIS

PUBLIC HEALTH ASPECTS OF MIGRANT HEALTH: A REVIEW OF THE EVIDENCE

ON HEALTH STATUS FOR LABOUR MIGRANTS IN THE EUROPEAN REGION
REPORT

2.4.5. Safety in the worlkplace

Six studies looked at interventions in the labour market to promote safety and
prevent injuries and health-related detriments: one study through contract law (21),
four through training courses for labour migrants (24,30,41,42) and one through
information packs for labour migrants (14).

In Ireland, the Health and Safety Act regulates the provision of instruction, training
and supervision in a manner, form and language that is understood by foreign
employees; however, the high proportion of eye injuries among migrant workers
would suggest that this group was still not being provided with training courses
and safety literature (24).

A law implemented by the Danish Ministry of Education required adult vocational
training centres to offer courses in languages other than Danish. A course to train
immigrant cleaners on proper working techniques to avoid long-term and short-
term physical harm was considered successful based on consequent changes
observed in working techniques (30). A further study concluded that training in
the native language was an important factor for increasing attendance at such
training interventions (42).

The Swedish Work Environment Authority produced safety brochures to strengthen
information regarding health and safety issues for labour migrants (14). Language
was an important factor in the effectiveness of the intervention: the problem of
providing material in every possible language was overcome by introducing easy-
to-understand pictures with as little writing as possible and focusing on the 13 most
common work situations. The brochures were designed to fit in the pocket and
to provide information and knowledge about specific occupational accidents and
occupational diseases that occur frequently during construction work and their
prevention. However, success was not evaluated formally (14).

“Professional construction cards” have been used in Spain and the United Kingdom
conditional on health and safety training and provision of foreign language classes
to improve understanding of safety practices; however, again here the study did
not formally evaluate the success of this intervention (41).

Similarly, the Spanish government has created six social security regimes according
to the type of work involved in an attempt to ensure a safe working environment
(21), with enforcing regulations regarding working hours and minimum wage
scales for labour migrants working in agriculture, construction and food services.
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2.4.6. Specific industries

Although there are many industries with a high proportion of labour migrants,
the household and sex work industries seem to have some unique properties
and this is well reflected in the number of relevant published studies.
Most importantly, they are both characterized by a large proportion of labour
migrants without documentation and/or formal contracts. Lessons drawn from
studies on policies/interventions in the household industry also highlight the
importance of formalization, regularization and legalization of the migrant in
order to integrate the person fully into the health care sector (case study 3).

Case study 3. Domestic service: the Spanish “Special Household Service Regimen”

The Spanish Ministry of National Social Security and the Ministry of Labour and
Immigration divide worlers into six groups or social security regimes according
to the type of work they perform; the grouping governs the amount of taxes
paid by the employer and employee, injury and illness leave, subsidies, disability
compensation, pensions, working hours, vacation time, and hiring and firing
practices. The Special Household Service Regimen covers workers who receive a
wage to perform exclusively domestic services in various arrangements. A crucial
element of domestic services is the nature of the contracts, which can often
be verbal, making it difficult for workers to register complaints and regulate
adherence to sick leave and occupational safety measures. A study carried out
as part of a bigger project (Project Immigration, Worl and Health (ITSAL))
found that documentation status was relevant in terms of empowerment and
bargaining but did not appear to influence worl tasks or exposure to hazards
directly. The authors suggested that that household service worlkers should be
covered by the “General Regimen” as that would establish better conditions,
at least for documented worlkers (21).

ITSAL is a study in Spain about the working conditions and characteristics
of precarious employment for immigrant workers and their relation to
health. It includes an analysis of available occupational injury data on foreign
workers, qualitative interviews and focus groups with immigrant worlers,
and a questionnaire developed with the information obtained in the previous
phases of the study (51).
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Since the sex work industry is not recognized as a formal labour market, migrant
sex workers are usually not able to obtain residence or work permits. Therefore,
several policies have been established in the WHO European Region to ensure
access to free primary care, regular checks and psychological support for this
vulnerable population (16-18,63). These policies are characterized by multilevel
interventions affecting both access to and quality of care. Most European countries
have developed policies that support sex labour migrants in gaining access to
health care services and screening directly (16,57). It is, however, unclear whether
mandatory testing is good or bad. Some research points to policy flaws that
include high out of pocket costs for worlers, stigmatization and lack of access
to facilities in which to conductsuch testing (16,57). Lessons from the sex work
industry highlight a great need for internationally standardized regulations and
information about available care entitlements. Support and services organized by
NGOs also seem to play an important role in the sex worl sector (see case study
2). These programmes, however, are not able to cover all medical needs of these
labour migrants and do not provide continued long-term care. Existing sexual and
reproductive health services are an area that would benefit from interventions to
cover the emerging needs of labour migrants (35) and from the development of
outreach programmes and facilitated access to health care centres (18). The United
Kingdom has developed a transnational cooperation in monitoring and facilitating
disease surveillance for migrant communities to ensure appropriate risk reduction
and improve access to health care services (25). Table 1 also lists interventions for
specific sectors of employment.

2.4.7. Workplace health promotion and disease prevention programmes

* The workplace is where labour migrants can be identified and reached most
easily. Itis also a suitable platform to implement prevention programmes for the
reduction of common infectious diseases or occupational accidents. For example,
studies from Germany (32), Norway (12) and Spain (11,28) recommend policies
that would improve working conditions of labour migrants, including:

enforce regulations regarding working hours and minimum wage scales for
labour migrants (11);

provide good working conditions, including salaries, working day length, rest places
at work and established breals, protection from job loss if ill, training courses
and enhanced employer—-employee relationships (20,21,32,38);

provide sanitary facilities for worlkers to decrease the potential risk of direct or
indirect contamination of food products (12);
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e implement laws that support surveillance and control of infections at the
workplace (12), including vaccination for those working in the meat-processing
industry (53);

* identify and immunize health care workers with evidence of reduced immunity
(33);and

* develop multilanguage education programmes for migrant workers, for example
to reduce risk of infection transmission (31,33).

2.4.8. Health promotion and disease prevention programmes

Studies that examined existing policies or recommended health promotion policies
considered migrants as a whole group and mainly examined two areas: control of
infectious diseases, particularly HIV (10,15,19,26,51), and provision of information
and support for accessing health services (26,27,36,38,53). Examples included
training of health professionals in understanding migrant needs and eliminating
discriminatory practices (13) and providing language services (e.g. information written
in different languages) and interpreters (8) and an industry-based approach (64).

21



HEALTH EVIDENCE
NETWORK SYNTHESIS

PUBLIC HEALTH ASPECTS OF MIGRANT HEALTH: A REVIEW OF THE EVIDENCE

ON HEALTH STATUS FOR LABOUR MIGRANTS IN THE EUROPEAN REGION
REPORT

3.1. Strengths and limitations of the review

Although migration in the European Region is increasing, there is relatively little
information about the health status of, and health policies for, labour migrants.
The information available also often does not distinguish between documented
and undocumented labour migrants.

Information on policies targeting labour migrants are more likely to be in the forms
of government documents and other non-peer reviewed sources. One example
of the information available when exploring government documents and other
non-peer reviewed sources are bilateral agreements. There are many international
and bilateral agreements that focus on workforce mobility policies.

The current peer-reviewed literature found in this review had little specific
information on health policies and interventions relating to labour migrants’ access
to care and quality of care. No studies could be identified assessing European-level
policies, although it is likely that such initiatives do exist. Publications from IOM,
ILO, WHO, OECD and the United Nations also provided some data, but often for
migrants in general.

Studies that specifically referred to labour migrants were mainly focused on
specificindustries. It remains unclear whether or not migrants from within the EU
have better access and quality of health care than migrants from outside the EU.
Although there has been some success in cross-border cooperation including the
host countries and countries of origin (10,29,34), more research is needed to support
development of good practice in this area. It is not clear from the evidence found
what the intersectoral situation is with regard to policy-making, implementation
and enforcement. This information would help in assigning responsibilities and
involving all potential stakeholders.

Based on the evidence gaps identified, further research to support evidence-informed
policy-making should assess:

* the extent to which policies for migrants in general account for the health needs
of labour migrants;
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* which types of health insurance/health provision are best able to cover the
worker migrant population;

» what information on policies and interventions exists at the government level
in individual countries; and

» what the proper frameworl is for evaluating the effectiveness of policies related
to labour migrants.

3.2. Policy options and implications

One of the most important implications of the evidence found in this review is that
health access and health inequalities may begin at the workplace. The workplace
and labour sector are therefore crucial for policy-makers in reducing inequalities
and improving access to health care for these migrants.

Worl safety is an important factor in terms of access to and quality of health care
delivery for labour migrants. Labour migrants tend to have physically strenuous jobs
and often worl longer hours without breaks. They also may not understand issues
of work safety or their rights as workers (12,27,28,38,53,63-65). Labour unions can
be effective advocates for safer working conditions and the promotion of equality
in access and quality of health care for labour migrants, who are likely to benefit
from formal membership (45). A key element for the effectiveness of training
courses and safety literature in reducing work-related injury and long-term physical
deterioration was to provide instructions and information materials in the native
language of the migrant (7,8,40,50,64,65). Factors that have a positive impact on work
safety and consequently on health inequalities are documentation status, written
contracts, membership of labour unions and training courses (14,21,24,30,41,42).

There are also a number of access points where information regarding health care
and health services could be made available to labour migrants, including during
the legal immigration process (27,29), in the workplace (14,21,41), at outreach clinics
(16,22) and via social networks (15). International and bilateral agreements that
focus on worlforce mobility tend to consider only aspects of employment but not
health. However, at this level, health considerations of labour migrants would be a
feasible add-on to existing initiatives in the area. The Health Professional Mobility
in the European Union Study (PROMeTHEUS) project examined migration within
the health professional labour force (66), although it was not identified under the
review criteria because it did not consider the health of the migrants themselves.
The aim of such agreements are ethical recruitment, international development,
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common labour markets and optimization of health care in border regions.
Such policies facilitate and steer the mobility of people but also have an impact
on the legal status and working conditions of the migrants (thus affecting their
health). Historically, bilateral labour agreements have become broader, thus making
this a feasible framework on which to add the health of the migrants themselves
to the existing policy-making (66).

Provision of language courses and vocational training courses in different languages
also was seen to improve worker health (14,21,30,41,42,64,65).

Labour migration can have benefits for both host and donor countries, and bilateral
cooperation by governments could improve knowledge of and access to the health
care system in the host country before arrival and on arrival.

Overall, this report highlights several important concepts in the current situation
with regard to access to and quality of health care provision for labour migrants:

* the labour sector is just as important as the health care sector for relevant policy
making;

* NGOs currently have a significant role in service provision;

location of interventions close to work or home is important for accessibility
and uptake;

entitlement to health care does not necessarily mean equality of access because
of other barriers;

sociocultural factors can be both barriers to access and a means of disseminating
information; and

* labour migrants can have a positive impact on a host country and it is in the
economic interest of the host country to keep this population healthy.

The main policy options identified are to:
« identify labour migrants in a way that will help policy-malkers better understand
the heterogeneity of the population;

* recognize infectious disease prevention as an important endeavour needing
national and international cooperation and resource allocation;
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* provide treatment programmes for sexually transmitted diseases using NGOs,
outreach programmes, safe sex education and adjustment of existing sexual and
reproductive health services to migrant-friendly systems;

provide information about the health care system and how to navigate it, including
coverage options, contact details and free services;

develop policies that guarantee free access to primary, maternity and child health
care, provide health insurance cards to cover a basic package of health services
and subsidize labour migrants’ health expenditure if needed;

disseminate information among labour migrants at the workplace, through
social networks and in different languages; and

* provide translation services, counselling and education on health matters to
labour migrants and their families.
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The current report on policies and interventions to improve the access to and
quality of health care provided to labour migrants in the WHO European Region
collates relevant contextual information, brings clarification to important
definitions, provides useful schematics, presents relevant policy evidence from
English language scientific publications, identifies major considerations for
future policy-making in the area, and provides impetus for future research.
The results discussed herein can be used to facilitate discussions at different
levels of policy-making. While labour migrants may be included as a group in
overarching migrant policies, it is important to have an understanding of and
be able to identify this group as a subgroup with specific needs. This review
highlights that many policies that eliminate inequalities in health care access
and quality for this group of migrants may come from sectors other than the
health care sector, and puts an emphasis on collaboration between different
sectors in the future, implying the necessity for a link between social security,
health care and other governmental departments. There is also a clear need for
further international standardization of the definition of labour migrants, specific
evaluation of the effectiveness of general migrant policies in the labour migrant
subgroup, and better understanding of how international migrant policies may
be developed under such heterogeneity in national health care systems and of
the barriers to health care access within the WHO European Region.

Despite the above-discussed limitations of the report and the major gaps identified
in evidence, the findings of this report are likely to facilitate future evidence-
informed policy-making targeting the health inequality of labour migrants and
accelerate cooperation between relevant stakeholders from different sectors,
locally, nationally and internationally, to achieve these.
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Databases

The searches were performed on 26 February 2015. The databases of MEDLINE,
Embase, Applied Social Sciences Index and Abstracts (ASSIA), EconLit, and Social
Sciences Citation Index were used for the scholarly literature. The websites of the
following organizations were consulted in order to find grey literature and current
statistics: International Organization for Migration (IOM); International Labour
Organization (ILO); United Nations Refugee Agency and Department of Economic
and Social Affairs; World Health Organization (WHO); Migration Policy Institute;
Centre for Research in Occupational Health; European Commission Directorate-
General for Migration and Home Affairs; Evaluating the Impact of Structural
Policies on Health Inequalities and their Social Determinants, and Fostering
Change (SOPHIE); Migrant Integration Policy Index; Organisation for Economic
Co-operation and Development (OECD); European Public Health Association;
and European Observatory.

Search terms

Screening was conducted by two reviewers on the basis of characteristics of
migrants, recipient country, characteristics of the policies, implementation of the
policies, evidence of success or failure of policies, and possible policy implications.
Any disagreements were solved by a discussion and consultation with a third
reviewer if needed.

Because of the heterogeneity in the type of studies, quality was assessed based on
relevance to the research question. As no study explicitly sought to evaluate the
success of a policy in terms of reducing inequalities in accessibility and quality of
health care delivery, the methodologies of the studies were in most cases not relevant.
All studies did present varying levels of evidence for policy recommendations or
policy analysis. The following hierarchy of studies was used to evaluate quality:

* study described specific policy/intervention and had evidence on success;
« study described specific policy/intervention and implied information on success;

* study described specific policy/intervention but had no assessment of success;
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e study had policy/intervention recommendation based on some experimental
results;

* study had policy/intervention recommendation without any experimental basis.

The search strategy' examined the terms “labour migrants”, “European Region”,
“policies and interventions” and “health care”.

Target population

The search was expanded to include terms referring to the broader aspect of labour
and economic migration, using the following free text terms: “ethnic minorities”,

» o« » o« » o«

“occupational safety”, “insurance” “agriculture”, “manufacture”, “domestic”,

» o«

“construction” “mining” “restaurant”, “catering” and “hotel”.

)

Intervention

To be sure that the search strategy covered any aspect of the intervention in the
health care system, the following MeSH terms were used in MEDLINE and Embase
databases: “delivery of health care”, “health services accessibility” “health policy”
and “health care system”, “health care policy”, “health care access”, “health care
planning” “health care program” and “health care delivery”. In addition, the authors
expanded the search using the following free text terms: “policy”, “intervention”,
“law”, “program”, “service”, “reform” “access”, “planning” and “delivery”.

) ) )

Country search strategy

Both official and informal names of the 53 countries of the WHO European Region
and derivative words were used: Albania, Andorra, Armenia, Austria, Azerbaijan,
Belarus, Belgium, Bosnia, Bulgaria, Croatia, Cyprus, Czech Republic, Denmarl,
Estonia, Finland, France, Europe, Georgia, Germany, Greece, Hungary, Iceland,
Ireland, Israel, Italy, Kazakhstan, Kyrgyzstan, Latvia, Lithuania, Luxembourg,
Macedonia, Malta, Marino, Moldova, Monaco, Montenegro, Netherlands, Norway,
Poland, Portugal, Romania, Russia, Serbia, Slovakia, Spain, Sweden, Switzerland,
Tajikistan, Turkey, Turkmenistan, Ukraine, United Kingdom, Uzbekistan.

Fig. A1. illustrates the selection of studies.
—_—

1. The authors would like to thank Brigitte Wildner, Information Retrieval Specialist, for her assistance
in the construction of the search strategy.
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Fig. A1. Flowchart for selection of studies

Search results

First-line reasons for exclusion

ASSIA 854
EconLit 215 Duplicates 3
Embase 659 _> Not focusing on migrants 654
MEDLINE 807 Not focusing on the health of migrants 319
Social Sciences Citation Index 733 Not within the European Region 560
Not focusing on labour migrants 704
Not focusing on policy 3
Single patient case studies, other 6
Included 252

A

Full text retrieved

Retrieved 166
Not available 6
Foreign language 80 —>

Line reasons for exclusion

166 Studies for second-line screening

Kins 3
Not focusing on migrants 6
Not focusing on the health of migrants 29
Not within the European Region 9
Not focusing on labour migrants 31
Not focusing on policy 52
Final results 4— Single patient case studies, other 3
Included 33

Ovid MEDLINE(R) in-process and other non-indexed citations and
Ovid MEDLINE(R) <1946 to present>

1. 1exp Europe/ or exp Asia, Central/ or exp Israel/ or turkey.mp
2. exp “Transients and Migrants”/

3. exp Health Policy/ or exp intervention studies/ or exp delivery of health care/ or
exp health services accessibility/

4. (policy or policies or intervention™ or law or laws or program* or service™ or
reform® or access” or planning or delivery).abti.
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5. ((migrant® or migration or immigra® or foreign® or (minority adj3 group™) or
minorities or ethnic or transient®) adj6 (labour or labor or worl<* or job or employ*
or economic or “occupational safety” or insurance or agricultur® or manufactur®
or domestic or construction or mining or restaurant or catering or hotel)).abti.

6.1and (2 or 5) and (3 or 4)
7. 6 and 2005:2015.(sa_year)

Results: 807

Embase <1988 to 2015 Week 08>
8. migrant worker/

9. ((migrant® or migration or immigra® or foreign® or (minority adj3 group®) or
minorities or ethnic or transient™) adj6 (labour or labor or worl* or job or
employ* or economic or “occupational safety” or insurance or agricultur® or
manufactur® or domestic or construction or mining or restaurant or catering
or hotel)).ti,ab.

10. exp kazalkhstan/ or exp kyrgyzstan/ or exp tajikistan/ or exp turkmenistan/ or
exp uzbekistan/ or exp europe/ or exp israel/ or turkey.mp.

1. exp health care system/ or exp health care policy/ or exp health care access/ or
exp health care planning/ or exp health care program/ or exp health care delivery/

12. (policy or policies or intervention® or law or laws or program® or service* or
reform® or access” or planning or delivery).ti,ab.

13. (1or2)and 3 and (4 or 5)
14. 6 and 2005:2015.(sa_year)

Results: 807

Social Sciences Citation Index (from Web of Science Core Collection)

TOPIC: ((country search strategy)) AND TOPIC: (((migrant® OR migration OR immigra® OR
foreign® OR (minority near groups) OR minorities OR ethnic OR transient®)) near ((labour
OR labor OR labor OR work* OR job OR employ* OR economic OR “occupational safety”
OR insurance OR agricultur® OR manufactur® OR domestic OR construction OR mining OR
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restaurant OR catering OR hotel))) AND TOPIC: ((policy OR policies OR intervention® OR
law OR laws OR program® OR service® OR reform™ OR access* OR planning OR delivery))
AND TOPIC: (health OR medical)

Timespan: 2005-2015

Results: 733

ASSIA

((@bti((migrant® OR migration OR immigrant® OR foreign™ OR (minority group®) OR minorities
OR ethnic OR transient®) AND (labour OR labor OR work* OR job OR employ* OR economic
OR “occupational safety” OR insurance OR agriculture® OR manufacture® OR domestic OR
construction OR mining OR restaurant OR catering OR hotel)) AND abti(policy OR policies
OR intervention® OR law OR laws OR program® OR service® OR reform® OR access® OR
planning OR delivery) AND abti(health OR medical)) OR SU.exact(“MIGRANT WORIKKERS”))
AND (country search strategy) after 2004

Results: 854

EconlLit

((ab,ti((migrant® OR migration OR immigrant* OR foreign® OR (minority group®) OR minorities
OR ethnic OR transient®) AND (labour OR labor OR work* OR job OR employ* OR economic
OR “occupational safety” OR insurance OR agriculture® OR manufacture® OR domestic OR
construction OR mining OR restaurant OR catering OR hotel)) AND ab,ti(policy OR policies
OR intervention™ OR law OR laws OR program™ OR service® OR reform® OR access® OR
planning OR delivery) AND abti(health OR medical)) OR SU.exact(“MIGRANT WORIKERS"))
AND (country search strategy)

Results: 215
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ANNEX 2. DEFINITIONS OF LABOUR
MIGRANTS

Labour migrants in this report are considered to be those seeking work or employed
in the host country, or previously seeking work or employed but unable to continue
working and remaining in residence in the host country irrespective of their
documentation. In terms estimating how many migrants are labour migrants,
some use legal status, some use motivation, and others general employment
(10). The following definitions relevant to labour migrants are provided by key
international organizations.

International Organization for Migration

The International Organization for Migration (IOM) differentiates economic migrants
from labour migrants (6). It defines several subgroups of migrant worker, including
business travellers, contract migrant workers, established migrant workers, highly
skilled migrant workers, immigrating investors, project-tied workers, seasonal
migrant workers, and temporary migrant worlkers.

“Labour migrants” are defined as those who move for the purpose of employment.

“Economic migrants” form a potentially broader group that includes people
entering a state to perform economic activities, such as investors or business
travellers, but can be understood also in a narrower sense similar to the category
of “labour migrants”.

International Labour Organization

A “migrant worker” is defined in the International Labour Organization (ILO)
instruments as a person who migrates from one country to another (or who has
migrated from one country to another) with a view to being employed other than
on his own account, and includes any person regularly admitted as a migrant for
employment (6,67).

United Nations

The United Nations Convention on the Protection of the Rights of all Migrant
Worlkers and Members of their Families defines a migrant worlker as a person who
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is to be engaged, is engaged or has been engaged in a remunerated activity in a
state of which he or she is not a citizen (6).

The United Nations Population Division defines irregular migrants (or undocumented
migrants) as individuals who enter a country often in search of employment without
the required documents or permits, or who overstay the authorized length of stay
in the country (64).

Encyclopaedia Britannica

The Encyclopaedia Britannica defines migrant labour as casual and unskilled worlkers
who move about systematically from one region to another offering their services
on a temporary, usually seasonal basis (68).
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ANNEX 3. POLICY/INTERVENTION
OPTIONS TARGETING LABOUR
MIGRANTS IN THE WHO EUROPEAN
REGION

Fig. A3 shows policy/intervention options targeting labour migrants in the WHO
European Region that were identified in the peer-reviewed literature in English.
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Fig. A3. Policy/intervention options targeting labour migrants in the WHO
European Region

Developing regional, national and
L international cooperation in recognizing
Providing information in different languages about the HIV prevention for labour migrants
health care system

) . . Implementing law that Providing counselling and mental health
Adapn‘ng sexual and reproductive health services to the supports surveillance treatment to migrant female sex workers
emerging needs of labour migrants .

© X o . and control of infections Including social networks to reach labour
Developing transnational cooperation in monitoring and at the workplace migrants, promote healthy lifestyles and

facilitating disease surveillance for migrant communities distribute information about HIV.

Providing complex prevention stategies that deal with stress,
physical and psychological health and well-being, and
consider cultural diversity of low-skilled migrant workers

United Kingdom (4)

Russian Federation (3)

Kazakhstan (1)

Developing policies that provide free
access to primary health care, establishing
migrant-friendly clinics and providing
health insurance card to cover basic
package of health services for labour
migrants

Providing workplace health
promotion programmes
that focus on group-specific
resources and psychosocial
working conditions for labour
migrants

Providing information about the health care
system, different service options, different
health insurance packages and their coverage

Providing good working conditions Developing multi- ! 8 !
that contribute to the reduction of language education options, and access points to medical facilities
psychosocial risks faced by migrant programmes on in different languages

worlkers in greenhouses zoonoses to reduce

Enforcing regulations regarding risk of transmission

protection from job loss, working hours among labour

and minimum wage for migrant workers ~ migrants
Subsidizing migrant workers’ health

expenditure to improve their access to care,
especially for routine pregnancy followup

Providing treatment programmes, safe
sex workshops and facilitating access
to health care centres for migrant sex
workers
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