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Health Promotion
1. Magnitude of the problem
Health promotion is about health and how to promote it. For the purposes of this roadmap we will adopt a
working definition of health as put forward by the International Union for Health Promotion and Education
(IUPHE) in 2007. We believe this sharply highlights the challenges that promoters of health will face when
working with migrants/refugees since many prerequisites for health would seem to be lacking.
“Health is a basic human need. It is fundamental to the successful functioning of individuals and of
societies. Health promotion aims to empower people to control their own health by gaining control
over the underlying factors that influence health. The main determinants of health are people's
cultural, social, economic and environmental living conditions and the social and personal behaviours
that are strongly influenced by those conditions” (Mittelmark, 2008).
Health may be considered as an intrinsic value or as a resource for the life of individuals and populations
(Sherlaw & Lacouture, 2017). According to Nordenfelt it may be also viewed as being a holistic state of wellbeing and not a mere absence of disease or on the contrary, according to Boorse as an absence of pathology
with respect to normal species functioning (Giroux, 2010). As Holland (2015) stresses this will very much have
an influence on how one promotes health and indeed what one considers to be health. This is particularly
important when dealing with marginalised groups such as migrants/refugees.

2. Reference to the problem concerning migrants/refugees
Health promotion among migrants/refugees

Health is considered a basic human need and indeed a human right (WHO, 2017). This sadly is not always
upheld in the case of migrants/refugees. There are a number of cases showing the inhumane conditions
existing in reception centres and camps especially in first entry countries (Agier et al., 2018).
In general, migrants coming to Europe are in comparatively good health on their arrival and preliminary
residential period within a host country. The so-called healthy migrant effect may be largely explained
through the fact of social selection and state screening (Constant, Garcia- Muñoz, Neuman & Neuman, 2018).
Often the healthier and younger members of a society will choose or have the necessary resources to
undertake the hazardous migrant journey from Africa, Syria, Afghanistan and other strife ridden countries.
However it is equally true that their health is likely to deteriorate following arrival due to poor housing and
living conditions which are a major determinant of health. Furthermore recent work in global public health
ethics has put forward additional arguments that migrant health may be considered as a public global good
(Widdows & Marway, 2015) and this adds further weight to humanitarian arguments (Wild & Dawson, 2018)
about why it is vital to protect and promote the health of migrants for the good of all in society.
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Immediate health and medical needs among refugee and migrant populations derive from those present in
the country of origin and those resulting from the displacement and migratory process. Dealing with these
needs as soon as possible makes sense both for individual health and for effective use of health care systems.
Preventive care includes health services that are used to prevent illness and other health problems or to
detect them at an early stage so that treatment can be introduced when it works best. Typical examples of
preventive care are screening and health checks, immunization, patient counseling and health promotion and
education. Cross-border assessment and provision of health care is an important aspect of preventive care
targeting those migrating across the Region (WHO, 2018c).
Coupled to this are problems of residency and work status, together with possible lack of language, cultural
skills and discrimination which may influence the possibility to access healthcare. Even in states with generous
provision for migrants e.g. France (André & Azzedine, 2016) broadly equivalent to provision for nationals,
numerous tangible and intangible obstacles to health and health care may exist (Larchanché, 2012). Migrants
may often lack such capitals, the social networks, knowledge, information, and cultural and language skills
necessary to seek rights and respect in their new national environment. Furthermore they may also suffer
racial or cultural discrimination and also have suffered, ill treatment, psycho trauma, violence and torture
during their journey to Europe, thus they may be considered as being vulnerable to disease.

3. Reference to issues of particular interest
Cervical and breast cancer screening

Refugees and migrants have a lower risk for all neoplasms except cervical cancer, for which they are also
more likely to be diagnosed at a later stage in their disease than the host populations in the Region (WHO,
2018c).
Once settled in a host country, research shows that migrants and refugees have lower incidence and
prevalence cancer rates - with the exception of cancers that are related to early life infections like cervical
cancer (WHO, 2018c). Thus, it is necessary to address cancer screening at the community level through
culturally sensitive and linguistically appropriate services and raise awareness about the prevention of cancers
such as cervical and breast cancer.
Findings from the 2018 Mig-Healthcare survey, conducted across 10 European countries, suggest that the rate
of cancer screening among refugees and migrants is low. Only 5.1% of participants reported having had a
colonoscopy. Of the female participants from this study, 20.4% had ever had a Pap test and 12.8% had ever
had a mammogram.
Breast cancer is the most common female cancer in the world, while cervical cancer is the commonest female
cancer in women from developed countries (WHO, 2017). Breast cancer screening is performed with the use
of mammography in women aged 50-64 years combined with monthly self-breast examination, unless there
are other specific risk factors that place a woman at higher risk for breast cancer such as family history (Perry
et al., 2008). Cervical cancer screening at the population level is carried out with the use of cytology in
detecting lesions in a cervical smear sample targeting women aged 25 to 65 years of age. (European
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Guidelines for Quality Assurance in cervical cancer screening, 2008). It has been shown that cultural and
religious differences in immigrant populations along with language difficulties and dissatisfaction from the
healthcare systems account for lower participation to organised cervical cancer screening activities (Rosano et
al., 2017).
According to the 2018 WHO report on the health of refugees and migrants (WHO, 2018c) targeted screening
of at-risk populations may be considered as a component of the comprehensive assessment of health,
particularly for arriving refugees and migrants.
Colorectal cancer screening

Colorectal cancer claimed the lives of 154.000 people in the EU-28 in 2015, which corresponds to 11.7 % of
all deaths from cancer and 3.0 % of the total number of deaths from any cause. Of these deaths, 3.3 % were
in men and 2.6 % in women (EUROSTAT, 2018). In the EU-28, 20 Member States operated pilot or rollout
colorectal cancer screening programmes in 2015 and 3 countries (Estonia, Germany and Luxembourg) were
planning to initiate population-based programmes in 2016. Three countries (Germany, Greece and Latvia)
only operate opportunistic colorectal cancer screening programmes. In Bulgaria, Romania and Slovak
Republic, no programmes operate and in Austria and Sweden there is no national coverage (EU Report on
cancer screening, 2017).
The recommended age group for colorectal cancer screening is 50-74 years and a set of recommended
quality assurance guidelines for colorectal cancer screening is available as a guide to follow within the
organised screening programmes (von Karsa et al., 2013).
At the European level, it is recommended that colorectal cancer screening programmes use the faecal occult
blood screening test and colonoscopy should be used for the follow-up of test positive cases in the target
groups of 50 to 74 years (both men and women) at a screening interval of 1–2 years. Other screening methods
such as immunological tests, flexible sigmoidoscopy and colonoscopy are not presently recommended for
population screening (Advisory Group on cancer screening in the EU, 2000).
It is estimated that of the estimated 152 million women and men in the age group of 50-74 years in the EU
member states, 110 million (72%) are targeted by screening in 23 Member States that are implementing pilot
or population-based colorectal cancer screening programmes.
With regards to refugee and migrant populations, it has been suggested that they perceive colorectal cancer
risk as lower compared to the local population, hence their participation in colorectal cancer screening (with
any screening test) is very small which in many cases leads to a colon cancer diagnosis at a later stage (Punzo
& Rosano, 2018). Refugees and migrants from low income countries record lower colorectal cancer screening
participation rates. However, data show that the incidence of colorectal cancer among recent immigrants in a
host country is lower than the incidence in the local population, probably as an expression of the healthy
immigrant effect, a trend that diminishes over time. It is estimated that 10 years after settlement in the host
country, immigrants adopt the cancer risk profile of the host country. As such there is need to address the
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issue of colorectal cancer screening participation of refugees and migrants through tools and interventions
that are linked to better health (Shuldiner et al., 2018).
Alcohol

Alcohol consumption is a cause of significant morbidity and mortality globally, accounting for roughly 5% of
the total burden of disease (Margolese et al., 2004; Rehm et al., 2009;) and poses an important risk also for
social harm worldwide (Rehm et al., 2003; 2004). In particular, alcohol use is the leading cause of disease
among adolescents and young adults, particularly men and those living in high-income settings (Gore et al.,
2011) and usually co-morbidity with psychiatric disorders (Sher, 2006). High levels of alcohol intake,
especially in binges (e.g. more than 60g of pure alcohol consumption per day) increase the risk of liver
cirrhosis, injuries, some forms of malignant neoplasms, alcohol use disorders, and cardiovascular disease
(Yanget al., 2018).
Alcohol abuse among migrants and refugees
Migrants and refugees face difficulties associated with the major life changes they are experiencing and are
struggling to some extent with adapting to the new country, confronting the additional burden of coming to
terms with the circumstances that forced their relocation (Johnson, 1996). Therefore, concerns have been
expressed about hazardous and harmful alcohol use amongst populations who have been forcibly displaced
from their homes by armed conflict, human rights abuse and persecution (Johnson 1996; De Jong et al.,
2002; UNHCR/WHO, 2008). Recent findings suggest that the highest-quality prevalence estimates of
hazardous/harmful alcohol use ranged from 17%-36% in camp settings and 4%-7% in community settings
among refugees, internally displaced persons (IDPs) and asylum seekers (Horyniaket al., 2016). Relocation
commonly leads to worse living conditions, impoverishment and the loss of family, friends, assets,
livelihoods and self-esteem, as well as cultural and social support (Miller 2004; Porter & Haslam, 2005).
Excessive stress and anxiety may lead to post-traumatic stress disorder (PTSD) and depression, which further
deteriorate their mental status, increasing thus the risk of alcohol consumption (Kozaric-Kovacic, Ljubin &
Grappe, 2000). Furthermore, the living conditions refugee communities commonly experience are also
accompanied with unemployment and poverty and, as a result, may reside in disadvantaged areas where
cheap alcohol is often readily available (Dupont et al., 2005)
Additional factors that have been linked to alcohol consumption are the “killing time” phenomenon and
boredom in camps. “Killing time” is defined as killing memories of trauma in their home country before the
escape, killing time waiting for bureaucratic admission procedures in the host country and, as a
consequence, killing the ennui during the process that sometimes take several years (Kooiman, 2004).
Boredom on the other hand is related to lack of employment as it is impossible for asylum seekers to
perform the occupation they were employed in, in their countries of origin. Especially, those who are highly
skilled professionals, have to spend years and years doing nearly nothing.

5
This document is part of the project ‘738186 / Mig-HealthCare’ which has received funding from the European Union’s Health
Programme (2014-2020).
The content of this document represents the views of the author only and is his/her sole responsibility; it can not be
considered to reflect the views of the European Commission and/or the Consumers, Health, Agriculture and Food Executive
Agency or any other body of the European Union. The European Commission and the Agency do not accept any responsibility
for use that may be made of the information it contains.

migHealthCare.eu

Risk factors for alcohol abuse
Despite the identified vulnerabilities among forced migrants/refugees, the existing evidence is limited as
regards alcohol use and related harms among permanently resettled refugee populations. Available data
state that most common risk factors for harmful alcohol use include male sex, younger age and experiences
of trauma, but there is a relatively limited understanding of the ways in which these factors, and other
experiences associated with forced migration, may influence harmful alcohol use. Despite these risk factors
for hazardous alcohol use among forcibly displaced persons the evidence base is weak on the prevalence
and patterns of alcohol use (Horyniak et al., 2016).
According to field reports, immigrants tend to have healthier lifestyles before they move to Europe (they
walk more, eat homemade meals and use alcohol and substances with moderation) and the longer people
stay in the countries of reception, the more they adjust to Western lifestyles as an acculturation to
mainstream norms and a desire to gain acceptance in their new communities, exposing themselves to
additional social stressors. (Durrant & Takker, 2003; Pfarrwaller & Suris, 2012). Interestingly, it has been
hypothesised that migrants who are highly engaged in the host culture (‘assimilation’) may engage in
substance use in order to adhere to mainstream norms and gain acceptance in their new communities. This
may be a concern particularly in the context of resettlement in Western countries, where alcohol
consumption, is normalised. Although some studies have recorded lower rates of alcohol consumption and
alcohol use disorders among some migrant and refugee groups compared with their host population,
contrasting research has found higher rates of alcohol use and related harms among some ethnic and
cultural minorities (Horyniak, Higgs et al., 2016).
In refugee camp settings it is essential to acknowledge the existence of substance related problems.
Furthermore, availability and access to treatment services for displaced populations is another challenging
issue. Refugees may not be allowed to utilize local treatment services, services can be expensive, or refugees
may not have access to services out of the camps. Cultural and language differences add more complexity to
this situation.
Interventions to minimise harmful use of alcohol and other psychoactive substances can lead to positive
changes but must be customised to the specific needs of each setting. Rapid assessments with appropriate
tools, understanding the situation, partnership with workers and refugees, as well as inclusive approaches
are all essential. It is important to recognize the value that migrants bring to their host countries. It’s also
important to recognize our moral and legal obligations towards people fleeing conflict and unrest.
Tobacco use

The global tobacco epidemic kills more than 7 million people per year according to World Health Organization
(WHO) becoming one of the most significant public health issues (WHO, 2019). Direct tobacco use and
second-hand smoking cause premature death especially to smokers from low or middle-income countries,
where the burden of tobacco-related illness and death is heavier.
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The effects of tobacco use on health are lethal since it is one of the major risk factors and leading cause of
many non-communicable diseases. Smoking increases the risk for multiple types of cancer such as lung, oral,
pancreatic, colorectal and stomach cancer. It also, causes several cardiovascular diseases such as heart
disease and stroke, atherosclerosis and myocardial infarction ending up to being responsible for 1 in 3 deaths
by cardiovascular disease (CDC, 2018a). Smoking is also the main risk factor for Chronic Obstructive
Pulmonary Disease (COPD) including emphysema, chronic bronchitis and asthma with almost 70% of the
patients reporting as being smokers or ex-smokers.
Tobacco use among migrants and refugees
Little evidence is available regarding tobacco and substance use in particular among migrants/refugees in
Europe. From the available evidence in contrast to the comparatively lower rates of substance abuse among
migrants and refugees, levels of smoking among migrant men were higher, as shown by studies conducted in
France and Finland (Khlat & Guillot, 2017; Salama et al., 2018; WHO, 2018). More specifically, migrant men in
the two countries had significantly higher rates of smoking compared to migrant women from the same
countries of origin and non-migrants, and this higher rate could be attributed to the socioeconomic
disadvantage of migrant men. The gender difference for migrants from the same country of origin could be
due to the influence of their countries of origin on their lifestyles in the host country (Khlat & Guillot, 2017;
WHO, 2018) According to Solé-Auró, smoking behavior in immigrants did not differ significantly from the
native-population (Solé-Auró, 2008). In Europe in particular, studies evaluating smoking behavior in
immigrants are scarce as the majority focuses on the prevalence of communicable and non-communicable
diseases (Khlat, Legleye & Bricard, 2019).
Health behaviors of migrant and refugee populations, including smoking are mainly determined by the place
of origin, cultural background, gender and age (Salama et al., 2018). A significant factor influencing the
prevalence and frequency of smoking among different individuals is acculturation. Acculturation, i.e., the
adoption of the host country’s cultural habits, customs and behaviors by the individual, exerts a significant
role in the change of attitudes regarding health-related issues (Joshi et al., 2014). A study evaluating the
migration-related changes of smoking, uncovered the low pre-migration prevalence and the diversity of postmigration trajectories suggesting that tobacco control programs targeting recently arrived migrants would
contribute to prevent unhealthy assimilation (Khlat et al., 2018). Another study in Turkish immigrants’
smoking behaviour showed that they adapted their behaviour towards the one of the Dutch/German majority
population as the duration of stay was increasing (Reiss, Lehnhardt & Razum, 2015). The new environment
thus exerts a key role on either improving or deteriorating the overall health and well-being of migrant
populations.
Preventing tobacco use among migrants/refugees
Prevention strategies, policies and actions are taken from countries and international organizations with the
World Health Organisation having the leading role in order to improve global public health. According to WHO
report on monitoring tobacco use and prevention policies, tax raise is the most effective measure to reduce
tobacco use, improve health and prevent youth and lower-income groups from starting tobacco use.
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Furthermore, health warnings through the pack warning labels also contribute to raise awareness on the
health risks from the tobacco use and could steer to the cessation of smoking (WHO, 2017a). Anti-tobacco
mass media campaigns and bans on tobacco advertising, promotion and sponsorship increase public
awareness and provide gradually a more effective approach on changing the social norms and attitudes
towards tobacco use.
In reality though, the vast majority of the multiple tobacco use preventive programs and cessation programs
are targeted either at the adult general population or at youth and adolescents. Few programs focus on the
prevention and cessation of tobacco use on migrant and refugee populations. According to a study on
smoking behaviors of migrants in Austria, the existing intercultural differences of people with or without
migrant background define attitudes towards smoking, addictive behaviors and preferences on cessation
programs (Urban et al., 2015). Due to differences between cultural backgrounds, language and attitudes, a
strong demand for tailor made preventive and cessation programs exists and needs to be met.
Nutrition

Prevalence of Malnutrition - Importance of healthy eating habits
According to the World Health Organization (WHO) malnutrition may be present in various forms, including
under-nutrition (wasting, stunting, and underweight), inadequate vitamin or minerals intake, overweight and
obesity, and resulting diet-related Non Communicable Diseases. It should be noted that people facing poverty
are more prone to the different forms of malnutrition (WHO, 2018a).
According to the most recent data, at a global level 1.9 billion adults are overweight or obese and 462 million
are underweight. Furthermore, 52 million children under 5 years of age are wasted, 17 million are severely
wasted and 155 million are stunted, while 41 million are overweight or obese. Furthermore, around 45% of
deaths among children under 5 years of age are linked to under-nutrition, being most prevalent in low- and
middle-income countries. Equally important, as regards the aforementioned countries, rates of childhood
overweight and obesity are rising (WHO, 2018a).
A healthy diet can not only prevent malnutrition in all its forms, but also chronic non-communicable diseases
(NCDs), including diabetes, cardiovascular disease and cancer (WHO, 2018b). WHO Member States have
agreed to take action to reduce the global population’s salt intake by 30% by 2025, as well as to halt the
rising prevalence of diabetes and obesity in adolescents and adults and childhood overweight by 2025
(WHO, 2013; WHO, 2014).
Malnutrition, Diet and Nutrition issues among migrants and refugees
Malnutrition in all its forms, and especially micronutrient malnutrition and under-nutrition are considered of
major importance as regards refugee’s health. The United Nations High Commissioner for Refugees (UNHCR)
recognizes malnutrition not only as a physiological condition but also as a human rights issue (UNHCR/WFP,
2006). Causes of malnutrition include various interrelated factors such as disease, poor caring practices, poor
environmental conditions, as well as lack of access to and availability of nutritious food (UNHCR, 2011).
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Refugee and migrant children tend to be more prone to diet-related health issues, both malnutrition and
overweight/obesity (WHO, 2018c).
According to a Joint UNHCR and World Food Programme (WFP) review (UNHCR/WFP, 2006), among the
most important findings concerning protracted refugee situations were:









High rates of acute malnutrition
High anaemia levels of children and women
Insufficient nutritional technical support and/or expertise
No nutritional surveillance system or growth monitoring in the camps
Appropriate infant feeding practices not being implemented due to insufficient training, lack of
guidelines and/or assessment of the problem
Water quality issues and shortage in camps
Micronutrient quality of the ration below standards
Caloric intake of the ration below standards

Nevertheless, it should be noted that despite the extent of the problem, data describing the situation and
the exact burden of malnutrition among migrants and refugees, and especially children are scarce, and if
present they are not always reliable (UNHCR, 2011).
Malnutrition and micronutrient deficiencies may have a detrimental impact on refugee children’s future.
Thus they require proper screening, short and long-term follow-up to minimize potential health adverse
effects (UNHCR, 2019a, 2019b).
Special focus should also be given on breastfeeding, as breastfeeding helps prevent malnutrition, certain
diseases and mortality among infants and young children. Thus, it is of crucial importance to ensure that
children start breastfeeding within 1 hour of birth, breastfeed exclusively until 6 months of age and continue
breastfeeding with appropriate complementary foods up to 2 years or beyond guidance (WHO/UNICEF,
2013; WHO, 2019). The UNHCR has developed a policy related to the acceptance, distribution and use of
milk products in refugee settings so as to protect and promote breastfeeding (UNHCR, 2006)
Undernutrition (wasting, stunting, underweight)
According to the 2013 International Organization for Migration Nutrition Surveillance Reports evaluating
9,063 refugee children aged 6-59 months (12% of all refugees examined in 2013) medium prevalence of
wasting (5.3%), low prevalence of stunting (17.6%) and low prevalence of underweight (8.3%) were
detected.
Furthermore, findings from a recent study evaluating the nutritional status of 982 refugee children, with the
top countries of origin being Somalia, Iraq and Burma, 44.9% of children had at least one form of
malnutrition. In more detail, children aged 0–10 years were affected by wasting (17.3%) and stunting
(20.1%). Somali children age 0–10 years old had the highest prevalence of wasting (29.2%) and Burmese
children age 0–10 years old had the highest prevalence of stunting (38.3%) (Dawson-Hahn et al., 2016).
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Additionally, according to a pilot study that examined 192 children aged 1-18 years in two refugee centres in
northern Greece, 7.8% of the children were underweight, 4.6% were wasted, 7.3% stunted and 13% suffered
from at least one form of malnutrition. Girls were more affected by malnutrition compared with boys.
Furthermore, as regards adolescents, 21.7% of the girls and 10% of the boys experienced at least one form
of malnutrition (Grammatikopoulou et al., 2019).
Vitamin A, D and B12 Deficiency
Vitamin A and D deficiencies are common in immigrants and refugees, reaching up to 80% (Benson et al.,
2007; Lips & de Jongh, 2018; Chaudhry et al., 2018; Seal et al., 2005; Beukeboom & Arya, 2018).
Furthermore, severe vitamin D deficiency (serum 25-hydroxyvitamin D < 25 nmol/l) may occur in up to half
of children and adults of non-western origin. Various factors contribute to the development of vitamin D
deficiency, including insufficient sunshine exposure, more pigmented skin, wearing skin-covering clothes due
to religious or cultural reasons etc (Benson et al., 2007; Lips & de Jongh, 2018; Chaudhry et al., 2018).
Vitamin B12 deficiency is also common among refugees. This deficiency is mainly attributed to low intake of
animal-source foods and intestinal parasites, such as Helicobacter pylori (Benson et al., 2015; Beukeboom &
Arya, 2018).
Anaemia & Iron Deficiency
Iron deficiency anaemia occurs more often in women and children migrants (Redditt et al., 2015;
Beukeboom & Arya, 2018). Depending on the migrants’ country of origin, rates of anaemia have been
reported to range from 12% to 55% (Tanaka et al., 2018; Pavlopoulou et al., 2017; McCarthy et al., 2013;
Raman et al., 2009; Hayes et al., 1998). According to a recent study in a migrant outpatient clinic, 13.7% of
all immigrant and refugee children (15.2% of immigrant and 12.3% of refugee children) presented with
anaemia. Furthermore, low ferritin levels were observed in 17.3% of the overall sample (Pavlopoulou et al.,
2017).
It should be also noted that anaemia is a major public health problem among refugee children in camps.
Lutfy et al., assessed malnutrition among US-bound refugee children aged 6–59 months, from eight
countries and showed that anaemia prevalence of ≥40% was detected in at least one survey of ten camps
(12 surveys after 2008 of Burmese, Bhutanese, Sudanese and Eritrean children) (Lutfy et al., 2014).
Obesity
Migrants are highly likely to arrive in new countries with a healthy body weight. As duration in the host
country increases, under the influence of socio-economic factors and stress, as well as exposure to different
diet patterns, migrants and refugees appear to have a greater risk of obesity compared to host populations,
approximately 10 to 15 years after migration (WHO, 2018; Murphy et al., 2017). Early prevention and
education concerning healthy nutrition is important in order to halt the spread of the obesity epidemic to
migrants and refugees. Activities to promote healthy weight in migrant/refugee populations should be a
routine service at the community health care level.
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According to a stratified nutrition survey in four Western Sahara refugee camps in Algeria, evaluating 2.005
households, 1.608 children 6–59 months and 1.781 women (15–49 years), 2.4% of children were overweight,
53.7% of women were overweight or obese, and 71.4% had central obesity (Grijalva-Eternod et al., 2012).
Furthermore, findings from the aforementioned study by Dawson-Hahn et al., evaluating the nutritional
status of 982 refugee children, show that 7.6% of children aged 0–10 years were overweight and 5.9% were
obese. Children from Iraq had the highest prevalence of overweight (9.8%) and obesity (9.4%) (DawsonHahn et al., 2016).
Food insecurity
High levels of food insecurity are recorded among resettled refugees due to various reasons including low
language proficiency and limited job skills (Gunell et al., 2015), as well as difficulties adapting to the new
country (FAO and OPM, 2018).
The UNHCR has developed a Handy Guide to UNHCR Emergency Standards and Indicators, including key
emergency standards for nutrition and nutritional screening guidelines (UNHCR, 2019a).
The UNHCR (2019b) has also developed an emergency handbook as regards Nutrition in camps so as to:






Ensure coordination and collaboration between all those involved in a camp's nutrition activities.
Ensure that all refugees in a camp have access to food.
Establish programmes to treat acute malnutrition and effective referral mechanisms
Establish infant and young child feeding programmes.
Within the first 3 months conduct nutrition surveys and screenings to monitor the nutrition situation.

Physical Activity

According to the WHO, physical inactivity is considered the fourth leading risk factor for global mortality (6%
of deaths globally), as well as the main cause for approximately 21–25% of breast and colon cancers, 27% of
diabetes and approximately 30% of ischemic heart disease burden (WHO, 2019).
As mentioned above, migrants and refugees are likely to arrive in new countries healthier than the native
population; however, as duration in the host country increases, their obesity and cardiovascular risks
increase (WHO, 2018; Murphy et al., 2017; Singh & Siahpush, 2001). Regarding physical activity levels in
specific, they are lower than those of the non-immigrant populations and they are associated with increased
health inequalities (Ainsworth, 2000; Sternfeld, Sternfield, Ainsworth & Quesenberry, 1999; Gadd et al.,
2005; Wieland et al., 2013; Fischbacher, Hunt & Alexander 2004; Williams, Stamatakis, Chandola & Hamer,
2011).
Similarities in the perceived barriers of migrants and refugees are revealed, with the most important ones
being cultural differences, lack of familiarity and comfort to engaging in physical activities, as well as
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strength of beliefs in the health benefits of physical activity (Koshoedo, Simkhada & van Teijlingen, 2015;
Koshoedo, Paul-Ebhohimhen, Jepson & Watson, 2015; Devlin et al., 2012; Wieland et al., 2013).

4.

Important steps for the Health care sector

Health promotion in the Ottawa Charter was defined by the WHO (WHO, 1986) broadly as ‘the process of
enabling people to increase control over and improve their health’. Health is seen as a resource for everyday
life, not the objective of living.
Health promotion is not just the responsibility of the health sector, but goes beyond healthy lifestyles to
wellbeing. Five priority areas for action were pinpointed which remain relevant today. These involve: Building
healthy public policy. This has spawned health in all policies (HiAP) with its emphasis on intersectoral action
between branches of government and public services. Creating supportive environments: this is well
illustrated by the health cities movement. Strengthening community actions: this notably will involve NGOs
and civil society. Developing personal skills: this links well with the health literacy approach. Reorienting
health services: this is based on the recognition that many of the answers to health lie outside the bounds of
the health sector and that the health sector itself should incorporate health promotion approaches to a
greater extent. Lastly moving into the future affirms that socio-ecological approaches allied to gender equality
at all phases of policy development are key to effective and just health promotion.
Recently the WHO has put forward 8 guiding principles for framing migrant health promotion (WHO, 2017).
These include:
-

The right to the enjoyment of the highest attainable standard of physical and mental health. 1
Equality and non-discrimination.
Equitable access to health services.
People centred, refugee and migrant and gender sensitive health systems.
Non-restrictive health practices based on health conditions.
Whole-of-government and whole-of-society approaches.
Participation and social inclusion of refugees and migrants.
Partnership and cooperation.

1 This right is enshrined in many international agreements and treaties e.g. The International Covenant on Economic, Social and Cultural Rights (1966); as
declared in the preamble to the Constitution of the World Health Organization. Also, the International Covenant on Economic, Social and Cultural Rights,
Article 2.2 and Article12, recognizes the right of everyone to the enjoyment of the highest attainable standard of physical and mental health without
discrimination of any kind as to race, colour, sex, language, religion, political or other opinion, national or social origin, property, birth or other status;
status resolutions; resolutions WHA61.17 (2008) and WHA70.15 on promoting the health of refugees and migrants. Migrant Workers (Supplementary
Provisions) Convention, 1975 (No. 143) provide that migrant workers should enjoy equal Occupational Safety and Health rights as any other worker. See
Framework of priorities and guiding principles to promote the health of refugees and migrants
http://www.who.int/migrants/about/framework_refugees-migrants.pdf
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These principles informed by research on health inequities offer an ideal to aim for, and may provide moral
and legal grounds for improving the health of migrants. However many of them (like the IUPHE health
definition) would seem to poorly match the on-the-ground realities in which newly arrived migrants find
themselves. Recent debate in political philosophy, suggests that it may be more pragmatic to seek small
definite measurable and achievable improvements without necessarily having and promoting a clear ideal
vision of just provision for migrants (Valentini, 2011, 2012).
A recent rapid review of the health promotion literature (Laverack, 2018) has analyzed different strategies
that have been used with migrants. These may be divided into a) general non-specific strategies and
interventions based on universal health promotion principles and b) tailor–made interventions for specific
migrant groups and for addressing specific health and prevention issues. Complementary strategies include
health literacy, peer education and community health educator models in which members of the migrant
community now having established their roots in the host country may play a key role acting as linguistic
interpreters and cultural mediators. In general it was considered that tailor-made interventions, especially
those engaging with the community-based organizations using culturally appropriate messages and methods
were likely to be more effective than non-specific programs. Similarly (Netto et al., 2010) have advocated “the
use of community resources to increase awareness of the interventions and facilitate recruitment” (…) as
fundamental2 to adapting interventions for minority ethnic communities”. This will imply the identifying and
overcoming of barriers to participation, engaging with the community and adaptation with regard to religious
values, culture, communication, information dissemination and language requirements. A range of
interventions to raise awareness and develop skills have been explored. These include communication
activities using the mass and social media, health literacy, participatory methods, peer education, printed
materials in various languages, counseling and self-help groups. Emphasis has been placed on the importance
of providing cultural competence training for health professionals which seemed too often lacking. In addition
it was pointed out that there is a lack of evidence on key issues of how “to effectively engage with refugees
and migrants in a culturally competent way; address fear and violence; and apply health literacy in the
everyday working lives of health professionals”(Laverack, 2018). Mladovsky, Ingleby, McKee & Rechel (2012),
in relation to health professionals also stress the importance of cultural competency in training to “overcome
language, social and cultural barriers.”
Strategies and their associated tools can be broadly-based or specific to disease conditions or public health
problems. They may also be typically based on standard needs analysis driven by expert opinion and
management OR alternatively highlight the strengths of individuals within a community group and the
recovery of their ownership of their own life concerns and hopes.

2

Our emphasis
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5.

Examples of best practices

The Mig-HealthCare project reviewed and evaluated relevant interventions offered to migrants and refuges.
We include in this roadmap some examples that can be used in different settings based on the evaluation
process of the systematic review that was conducted by the Mig-HealthCare partners. More information
about these and other promising practices can be found on the project’s website
http://www.mighealthcare.eu/ by accessing the report titled ‘D5.1: Report on models of community health
and social care and best practices’.
Tools based on the universal principle that health is a basic human right have been developed and have been
used with migrant populations. They allow small groups to explore what health is and what are its
determinants. Since the health of migrants is largely determined by the same factors that affect the host
population, both populations being subject to similar risks, it may be argued that this offers a sound
foundation for designing and building health promotion projects with migrants. Recently the ‘Circle of health’
(Beattie-Huggan, Harsch & Steinhausen, 2016) has been used with migrant populations. This allows health
promoters and groups to explore health and its interactions with different Logic style framework plans which
may be adopted and permit the creation of indicators for evaluation purposes
(http://www.circleofhealth.net/). The ‘Circle of health’ and similar universal tools incorporating the social
determinants of health may be used by and with migrants or non-migrants alike. Nevertheless it will be
necessary to take into account the specific characteristics of the migrants involved particularly their origins,
culture, language, educational background and the migrant journey and experience. Furthermore, health
professionals using such universal tools will undoubtedly benefit from engaging with communities and
community based organizations, involving peer mediators and cultural brokers with intimate knowledge of
the migrant group. Since no particular adaptations in principle will be made to the tool itself it will be all the
more necessary to consider issues of accessibility and how health promoters may use and adapt their
practices with sensitivity inclusively to engage with migrants. This may entail accepting that one’s
expectations and values as a Western health promoter may be in tension with the expectations and means
envisaged by the migrant community itself. In a Dutch study on promoting health with migrant seniors (Abma
& Heijsman, 2015), cited by Laverack (2018) the professionals’ expectations highlighted the values of
independence and personal control which were very different from the expectation to receive information
which the migrants had in mind.
The SALT (Stimulate, Appreciate, Link and Learn, and Transfer and Trust) approach originally developed in
community programmes for tackling HIV/AIDS. This has recently been used with migrant communities in the
Netherlands and Vilvoorde, Brussels to address civic participation in urban development. (See
https://www.communitylifecompetence.org/ for further details)
In terms of using health promotion tools one must keep in mind that the use of most tools need adequate
training and experience when used by groups. When in doubt choose the simpler tools. Always have in mind
whether it will be suitable for your target audience. Have clear aims. Do not be afraid to adapt the tool
according to circumstances, time and resources available and aims. Be sure you are happy with it and are
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capable of dealing with questions that may arise from both a knowledge and emotional perspective. Be ready
for emotional difficulties. Arguably from a psychological perspective migrants potentially will suffer from
several losses or grieves. Loss of their home country, loss of family and friends, loss of social status, possible
loss of power, loss of control over their lives, possible loss of language and communication skills and, loss of
identity (Belarouci, 2018). These are painful grieves which may be long and difficult to accept. It may be
necessary to take these into account when pursuing health promotion goals. Living in a new country and new
culture with different social and sexual mores can also offer new opportunities, personal freedoms and risks.
Nevertheless in the case of migrant health, although cultures may differ and this may be taken into account,
all problems that may arise and their solutions are not necessarily related to intercultural differences. Above
all listen carefully and deeply to migrant participants as persons with unique histories.
Breast & cervical cancer screening

In several Member States, intercultural mediators act as a bridge between patients and health care
professionals. Intercultural mediators help to facilitate effective, respectful and culturally aware dialogue
between health care providers and users, support patients in navigating themselves through the health
system and ensure that the patient receives appropriate follow-up services within the health system and
with other key welfare, social and legal services. In Malmö, Sweden, for example, health advisors with a
refugee or migrant background perform a similar role to intercultural mediators. They are refugees and
migrants who had a medical background prior to their arrival in Sweden and so are well situated to engage
with refugees and migrants in discussions about health topics.
Another interesting model is the Community Health Educator or Navigators (CHE or CHN) which have been
recognized as an evidence-based approach to address health inequalities (Natale-Pereira, Enard, Nevarez &
Jones, 2011), especially among the most vulnerable population groups, including migrant/refugee women.
Involving bi-/multi-lingual lay members of the migrants and minority ethnic communities to participate in
health promotion activities challenges traditional didactic health education practice as it transforms the
form, content and mode of delivery of health promotion programmes in public health. CHEs, interpreters,
cultural mediators and volunteers in the communities through the CHE or CHNs programme can act as
advisors, providing information on the cultural beliefs of their respective communities, as collaborators in
the planning, design and production of health literacy curriculum and materials, and as out-reach to
vulnerable members of communities (Chiu, 2003). They form a critical link to community capacity building.
There is a growing body of evidence to suggest that they are effective in reducing inequalities through
empowerment and promoting the utilisation of preventive services (Travers, 1996). Increasing active
outreach to those communities and assessing the needs of the women to make systems more culturally
sensitive would help to ensure that migrant women take advantage of the existing surveillance programmes
for breast cancer (WHO, 2018).
Other promising practices identified include:
 Strategies to increase breast cancer screening uptake (Subramanian, Oranye, Masri, Taib & Ahmad, 2013)
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The study focused on South Asian migrant women. In this qualitative study three dominant themes were
identified: (1) 'Target and Tailor' focused on awareness raising through multiple direct and indirect modes
or approaches with underlying shared processes of involving men and the whole family, use of first
language and learning from peers; (2) 'Enhancing Access to Services' included a focus on 'adding ancillary
services' and 'reinforcement of existing services' including expansion to a one-stop model; and (3) 'MetaCharacteristics' centred on providing 'multi-pronged' approaches to reach the community, and
'sustainability' of initiatives by addressing structural barriers of adequate funding, healthcare provider mix,
intersectoral collaboration and community voice. The outcome was relevant to increase uptake of breast
cancer screening.
 Pictograph-enhanced instructions for breast cancer prevention (Choi, 2012). The study was conducted
with immigrant women and participants perceived that the drawings were engaging and enhanced clarity
of the intended healthcare messages. The black and white simple line drawings were well received by
participants of varying race and ethnicity.
 Patient-target healthcare interventions to promote cancer screening programmes (Escribà-Agüir,
Rodríguez-Gómez & Ruiz-Pérez, 2016). The results of this literature review showed that culturally adapted
interventions appear to increase the rate of participation in cancer screening. The effectiveness of the
interventions seems to be related to the use of small media, one-on-one interactions, small group
education sessions, reminder strategies, and strategies for reducing structural barriers and out-of-pocket
costs.
 Culturally tailored, narrative educational videos to increase cervical cancer screening uptake (Ornelas et
al., 2018). In this pilot study refugee women were significantly more likely to report having heard of a test
for cervical cancer and indicated significantly greater intentions to be screened after watching the video.
Their knowledge on cervical cancer and screening also improved significantly, and they reported high
levels of acceptability with the video. Our results suggest that the videos were acceptable to the target
audiences and may be effective in increasing cervical cancer screening uptake among refugee women.
 Culturally-sensitive, faith-based education to promote breast cancer screening (Shirazi, Shirazi & Bloom,
2013). The qualitative study was conducted with Afghan immigrant women. Recommendations following
from results of interviews: 1) Training of “grass roots” bilingual members of the community in all aspects
of the program including planning, design, implementation, and evaluation; (2) incorporation of malespecific educational sessions led by male health advisors; (3) use of narrative communication consistent
with the Afghan oral culture where storytelling is used to relate information and cultural/religious values;
and (4) inclusion of Islamic faith components that are inspirational and relevant to the lives of the women
and their male gatekeepers (e.g., husbands, brothers) and that will influence these men to understand the
women’s needs and support them.
Colorectal cancer

 The burden of colorectal cancer can be reduced through organised colorectal cancer screening
activities. According to the New Model of Primary Care Delivery which proposes a shift from hospitalbased care delivery to primary care (Klabunde et al., 2007), this shift is promising to lead to an
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increased uptake of participation in colorectal cancer screening activities. As such, this best practice
includes a) team approach, b) use of information systems, c) patient involvement in decision-making in
their own care, d) monitoring practice performance in order to identify at increased risk or social
disadvantage, e) reimbursement for cancer screening delivery and f) training opportunities in
communication and cultural competence that will enhance screening effectiveness in vulnerable
populations such as migrants and refugees.
 Colorectal cancer screening programmes should address the target population in a manner that takes
into account any specific needs and vulnerabilities in order to maintain high participation rates. Such
needs could be attitudes and beliefs; lack of knowledge, access barriers, gender differences, income
disparities and others, many of which are prevalent is migrant and refugee groups (Aragones et al.,
2009, Kiran et al., 2017).
Smoking

Only few tobacco use prevention or cessation programs directly focusing on migrant/refugee populations
exist. Nevertheless important practices on the field of migrant health that act upon filling that gap are
mentioned below, since they recognize tobacco use as major risk factor for their health.
More specifically:
 The project “CARE – Common Approach for REfugees and other migrants’ health” aims to promote a
better understanding of refugees and migrants’ health condition and to support the adaptation of the
appropriate clinical attitude towards refugees and migrants’ health needs. Regarding healthy lifestyle
promotion, the project suggests that tobacco cessation is an important target for community health
education and primary care among recently-arrived refugees. Education about cancer and its risk factors
with the provision of cancer screening are high priorities for this population. Different strategies for men
and women should be developed to further decrease smoking prevalence and key persons from
immigrant communities should be involved.
 The development of a smoking cessation program for Turkish-speaking migrants in Switzerland due to the
high prevalence of smoking in this population had great results as the follow up showed. A speciﬁc group
treatment for Turkish-speaking migrants was developed and tested in order to provide the migrant
population with equal access to smoking cessation programs and to improve the migration-sensitive
quality of such programs by sociocultural targeting (Schnoz et al., 2011). The program is now targeted and
implemented on Turkish-speaking and Albanian-speaking migrant population as a regular service of the
Swiss Public Health Program for Tobacco Prevention by the Swiss Association for Smoking Prevention.
 The study on the reach and effectiveness of a community program to reduce smoking among ethnic
Turkish residents in Rotterdam, the Netherlands with a quasi-experimental design demonstrated that
community interventions can provide great results in either quitting smoking or at least perceive the
benefits of quitting, as it happened with the Turkish population in the intervention group (Nierkens et al.,
2013).
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Nutrition

 U.S. Committee for Refugees and Immigrants (USCRI); Healthy Living Toolkit & Nutrition Resources
(https://refugees.org/research-reports/). The U.S. Committee for Refugees and Immigrants has
developed a toolkit for refugees/migrants, so as to educate and assist them on how to adopt healthier
habits, as well as a handout regarding Nutrition Resources.
 Queensland
Government;
Multicultural
Nutrition
Resources
(https://metrosouth.health.qld.gov.au/multicultural-nutrition-resources).
The
Queensland
Government has developed various multicultural nutrition resources targeting both health
professionals and refugees/migrants, covering various thematic areas, as well as countries of origin.
 Supplemental Nutrition Assistance Program Education (SNAP-Ed). This study evaluated a) integrating
Supplemental Nutrition Assistance Program Education (SNAP-Ed) into English as Second Language (ESL)
classes taught at a worksite- training program for recently resettled refugees and b) the feasibility of
using food purchase receipts. Resettled refugees (from 17 countries) participated in one hour SNAP-Ed
for 12 weeks during ESL classes (50% completed 12 lessons). 59 participants turned in receipts and
93% used SNAP funds (Gunell et al., 2015). Furthermore SNAP-Ed has also improved food security
among low-income Indiana households with children (Rivera et al., 2016).
 Healthy Immigrant Families. This randomized controlled trial evaluated a healthy eating and physical
activity intervention for immigrant families recruited from Hispanic, Somali, and Sudanese
communities. 6 healthy eating, 4 physical activity and 2 synthesizing information modules were
delivered in 12 home visits (60–90 minutes) within first 6 months. Sustained diet quality improvement
was achieved among adults but not adolescents (Wieland et al., 2018).

6. Toolbox
Please access our toolbox for examples of tools used with migrants/refugees concerning health promotion as
well as the prevention of smoking and safe alcohol use, promotion of healthy nutrition and promotion of
cervical and breast cancer screening.
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