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INTRODUCTION
At the start of a new millennium, migration – the movement of people
from one area to another for short as well as long periods of time, is
becoming more pronounced than ever before, and is now assuming a
“south-to-south” as well as a more traditional “south-to-north” character.
The pressures to move are also increasing.  Real and relative poverty has
grown in many developing countries, and people are being forced to
move in search of work and a better quality of life.

Opportunities in other parts of the world are being heralded through mass
media that now reach the most remote areas and communities and a
global economy is requiring people to be able to move in much the same
way as materials and goods are moved, namely freely and at short notice.
At the same time, political instability and conflicts in many parts of the
world are forcibly displacing more people than at any other time in
history, and the management of refugee flows has become a political as
well as a public health challenge.  It is thus important that attention be
given to the promotion and protection of the health of migrants and
refugees and their rights as individuals and as people on the move Much
of this is occurring against a backdrop of hardening national attitudes to
migrants and refugees and national policies that are making their entry,
social integration and welfare difficult.  It is thus important that attention
be given to the promotion and protection of the health of migrants and
refugees and their rights as individuals and as people on the move.
Unless it is, there is a high risk that in many settings they will be socially
excluded and unable to benefit from health and health care that is due to
them as world citizens if not necessarily citizens of the states they find
themselves in.  This paper provides a brief preliminary analysis of basic
categories of migrants and their respective vulnerabilities to poor health
status taking into account the relationship between human rights
provision and migrant health.
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MAGNITUDE
According to the World Bank over 125 million people currently live
outside their countries of origin and the number of people on the move
each year may be as many as 2 billion people according to UNAIDS
(2001).  Traditional “receiving” countries such as the USA and Canada
are still receiving over 1 million legal migrants per year and countries in
the Middle East and South East Asia receive or send millions of labour
migrants each year.  In the European Union an estimated 100 million
border crossings take place every year (ICMH 1998).

The real figures are probably much higher, for clandestine or so called
unofficial movement of people has also become far more widespread,
especially where borders are porous and frontiers are not administered in
a way would allows accounting for movement.

Displacement of people as a result of political instability and war has
also become a far larger problem than at any time in history.  Over the
past twenty or so years as many as 60 million people have been uprooted
and forced to flee to other part of their own countries and/or other
countries, and in Africa alone, over 30 million people may have been
displaced over the last 15 years (Carballo, M., et al., 2000).  Growing
political instability coupled with the fact that economic growth is
stagnating, suggests that the problem of uprooting and displacement – be
it for political or economic reasons will continue to be a major challenge.

The reason(s) why people move, the extent to which people can prepare
for the move, the duration and condition of the move, the distance
(geographical and/or socio-cultural) involved, the location of
resettlement, the potential for social integration, the legal status and the
perceived legitimacy of the persons moving, are all likely to determine
health outcomes.
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TYPOLOGY OF MIGRATION
The terms “migration” and “migrants” are general descriptions that
encompass a wide range of population movement, reasons for
movement, “types” of movement and the legal status and “legitimacy” of
migrants with respect to how long they can stay, under what conditions,
and with what implications for their access to services and work.  The
typology proposed here is divided into two groups: (a) voluntary and (b)
forced.

Voluntary migrants are those people who have decided to migrate of
their own accord (although there may also be strong economic and other
pressures on them to move).  Under the overall rubric of “voluntary”
migrants are:
labour migrants,
family members being reunified with relatives,
foreign students, and
retirees going to other countries or returning to their countries of origin.

Forced migrants are people who are forced to move because of
“external compelling factors” such as individual persecution, general
conflict, or natural disasters (Perruchoud, 1992).  This category includes:
refugees,
asylum seekers,
internally displaced persons,
trafficked persons, and
environmental refugees.

Labour migrants are people who move for purposes of paid
remunerative work.  They are thus motivated by wage differences, labour
shortages or surpluses, and other social and individual conditions.  They
cross international borders or simply move to other parts of their own
countries.  Rural-to-urban migration is a common and rapidly growing
form of labour migration especially in developing countries.

ILO estimates that in 2000 there were at least 130 million labour
migrants including at least 10-15 million unofficial or undocumented
migrants (ILO 2000).  These figures probably grossly under-reflect the
true situation, and as immigration policies become more restrictive,
official figures will possibly reflect only a small proportion of the people
who are actually moving between countries in search of work.

Labour migration is increasingly selective in terms of gender and age and
many national immigration and ‘temporary’ labour migration policies
legally proscribe families moving as a unit (Carballo, Divino and Zeric
1998).  Thus although the ILO estimates that women make up about half
(48%) of the global labour migrant pool (ILO 1999) local migration data
often reflect a very different reality.

… “migration” and
“migrants” are general

descriptions that
encompass a wide

range of population
movement, reasons for
movement, “types” of

movement and the legal
status and “legitimacy”

of migrants…

…voluntary migrants
are those people who

have decided to migrate
of their own accord…

…forced migrants are
people who are forced

to move because of
“external compelling

factors”…

…in 2000 there were at
least 130 million labour

migrants including at
least 10-15 million

unofficial or
undocumented

migrants…



ICMH/WHO Health and Human Rights/2001

5

In Indonesia women account for over three quarters (80%) of all the
people leaving to work abroad, and much the same is true for countries
such as the Philippines and Sri Lanka.  In the 1970’s and 80’s the
converse occurred in Western Europe where the demand in northern
industrialised countries was for a male labour force for the construction,
textile and agricultural sectors, and where southern countries such as
Italy, Spain and Portugal provided the manpower.

Temporary contract workers are the most common form of legal
labour migrants.  They are admitted for limited periods with the intention
that they will go back to their home after fulfilling the requirements of
their contracts.  Temporary labour migrants can include high-skilled
workers, but for the most part are low-skilled people recruited to work in
agriculture and construction, both of which are seasonal and in which
market fluctuations can easily dictate changes in demand and
absorbability.  Temporary labour migrants are rarely admitted with
accompanying family members, but in some parts of the world such as
California, it is not unusual for fruit pickers to move (and work) as
family units and for the entire family to be involved in planting or
harvesting tasks.

Undocumented migrants (clandestine, illegal, irregular) are people who
do not have a legal status in the receiving country. They typically enter
host countries illegally or overstay their legal situations as asylum
seekers, temporary contract workers, and/or foreign students.  For
countries that have weak immigration controls, poor border
administration and large rural borders that are difficult to monitor,
undocumented migration is widespread (IOM, 1997).  In 1996 the US
government estimated there were as many as 5 million illegal migrants in
the USA and in 1998 the European Council reported that there might be
up to 3 million in Europe.  Worldwide the number of undocumented
migrants is estimated to be over 30 million (Rodriguez Pizarro, 2000).

Foreign students move to benefit from academic programs and
opportunities offered by countries and educational institutions.  The USA
continues to be the most popular destination and over 500,000 foreign
students were enrolled in US universities during the 1999-2000 academic
year (NAFSA, 2001).  In much the same way as temporary workers,
foreign students are expected to leave once their period of study has been
completed, and can indeed be compelled to do so.

Family Reunification programmes are an integral part of all refugee
programmes but have also been initiated to allow migrant workers to
bring their families with them after a certain time.  The requirements
differ between countries, but can involve as much as four years
separation (with short return visits) before workers are allowed to apply
for the right to bring their families.  Family reunification constitutes a
large portion of all legal immigration into Western countries and in the
US over 70% of all immigrants admitted in 1998 came as part of family
reunification programmes (IOM, 2000).

…temporary labour
migrants are rarely

admitted with
accompanying family

members…

…in 1996 the US
government estimated

there were as many as 5
million illegal migrants
in the USA and in 1998

the European Council
reported that there

might be up to 3 million
in Europe…

…requirements differ
between countries, but

can involve as much as
four years separation

(with short return visits)
before workers are

allowed to apply for the
right to bring their

families…



ICMH/WHO Health and Human Rights/2001

6

Refugees are defined by the 1951 Convention Relating to the Status of
Refugees as people who “owing to well-founded fear of being persecuted
for reasons of race, religion, nationality, membership of a particular
social group or political opinion, is outside the country of his nationality
and is unable or, owing to such fear, is unwilling to avail himself of the
protection of that country” (1951 Convention Relating to the Status of
Refugees).  More recent regional conventions (OAU, Cartagena), on
refugee status have broadened the topic to include individuals and groups
fleeing general conflict, violence and dispossession of land.

UNHCR estimates that at the beginning of 2001 there were some 12
million refugees worldwide (UNHCR, 2001), but de facto, as opposed to
recognised, refugees are frequently undocumented and often find
themselves in similar situations to undocumented labour migrants where
they choose not to “be counted” because of fear of rejection or other
reprisal.  In countries with poorly defined borders and where families
may be living on both sides of borders, refugees may be taken in by
relatives and not even come to the intention of local authorities.

Asylum seekers are people who have fled to another country where they
have applied for state protection by claiming refugee status, but have not
received a final decision on their application.  Asylum seekers face
restrictions similar to those confronting all temporary migrants.  In 2000
UNHCR estimated there were close to 1 million asylum seekers world-
wide (UNHCR, 2001).

Internally displaced persons (IDPs), like refugees, IDPs are persons
forced from their original location “owing to well-focused fear of being
persecuted for reasons of race, religion, nationality, membership of a
particular social group or political opinion”.  However, unlike refugees,
they do not cross international borders and remain in the territory of the
state of their nationality (which in many cases may be the reason for their
flight) and under the jurisdiction of their governments.  IDPs do not fall
within UNHCR’s mandate and do not benefit from the protection
afforded to refugees under the 1951 Convention.  In 2000 the U.S.
Committee for Refugees estimated that there were over 21 million
internally displaced persons but this may be a gross underestimate
because there is little if any registration of internally displaced people
and national authorities are usually reluctant to admit to the problem.

Environmental migrants are people who are uprooted as a result of
natural disasters or environmental degradation.  They may be displaced
internally or across national boundaries, sometimes for temporary
periods while at other times more permanently.

Trafficked migrants are a growing problem everywhere.  The UN
General Assembly refers to ‘Trafficking in persons’ as the recruitment,
transportation, transfer, harbouring or receipt of persons, either by the
threat or use of abduction, force, fraud, deception, coercion, or by the
giving or receiving of unlawful payments or benefits to achieve the
consent of a person having the control over another person” (1999).
USAID estimates there are 4 million new victims of international
trafficking each year (USAID, 1998).
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MIGRATION AND HEALTH
Human Rights and migrants
In 1948 the Universal Declaration of Human Rights (UDHR) is based on
the principle of equality and dignity of all individuals and is meant to
empower people to control over their individual lives and resources.
Violations of civil and political rights are the major source of forced
migration but voluntary migration is also all too often a consequence of
people’s inability to enjoy social and economic rights.

The Right to Health
The right to health, as defined in Article 12 of the International
Convention on Economic, Social and Cultural Rights is the right to “the
highest attainable standard of physical and mental heath”.  The right to
health acknowledges the social dimension of health status, namely how
ill health can be socially produced and socially ameliorated (Freedman,
1995), and also addresses the conditions and barriers that limit an
individual’s potential for health.

Health security, a concept developed by the WHO Task Force on Health
and Development (1992), addressed the wider aspects of health and
human rights.  It underscored the factors that influence health status, and
referred to the right to adequate food, housing, health care, proper
working and living conditions, and the right to education and information
on health as well as the freedom of choice and the empowerment of
people so that they can make the right choices, cope with changing
patterns of vulnerability, and keep themselves and their families healthy
(WHO 1998).

Migrants and food.
Food and nutrition are fundamental determinants of health and are yet
the most labile and vulnerable.  Both are closely linked to the economic
capacity of people and in the case of migrants present a number of
complex and inter-related challenges.  In addition to the dramatic
changes migrants are often required to make to their dietary habits in
cross-border movements, the economic nature of migration means that
migrants may have little to spend on food, and even when they do, the
culture clash involved in adapting to new ingredients and habits can be
serious (Carballo, Divino and Zeric, 1997).

Poverty alleviation programmes designed to allow people a more
adequate diet may also not apply to migrants.  For example, in the United
States the 1966 Welfare Reform Law denied undocumented migrants and
even certain legal migrants access to food stamps, and other welfare
benefits, requiring them to provide proof of at least 10 years previous
employment in order to qualify for benefits (Beck, 1998).  Recently
enacted laws in the UK have imposed not too dissimilar constraints on
asylum seekers.
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Migrants and housing.
Housing can be both a determinant of health and an indicator of the
quality of life people enjoy and are allowed to enjoy.  In the case of
migrants, housing is typically problematic, and especially in the case of
people who are undocumented.  Not only do most migrants arrive with
little money but in many cases their official status is temporary and does
not allow them to “invest” – even if they had the money to do so – in
good quality housing.

Social barriers often reinforce this further and allocate only selected
areas of twins and cities to newcomers from abroad (or rural areas in the
case of rural to urban migration).  Where seasonal workers are concerned
the situation is even more problematic.

The frequency with which new migrants are forced to concentrate in
poor areas of towns and cities and in substandard housing where
overcrowding and inadequate sanitation are the norm has been
highlighted by numerous studies (Carballo, Divino and Zeric 1997).  In
post-industrial settings such as the Netherlands, Austria, France, Italy,
and Germany it has become a source of potential morbidity, including
childhood accidents, for migrants of all ages.

A survey of seasonal migrant workers and their living conditions in
southern Spain found that in one site 85% were living in makeshift
accommodations that were grossly overcrowded and juxtaposed to the
greenhouses and warehouses where pesticides were routinely used and
stored.  In migrant shanty towns in Portugal over 75% of the
accommodations had no running water; 75% had no toilet facilities, 70%
no electricity; 95% no heating or air conditioning; and 65% no refuse
collection (Carballo, Divino and Zeric, 1997).

Studies of migrant workers in various parts of Africa also report a
combination of poor housing, hazardous working conditions and serious
social disruption.  They refer to chronic alcohol abuse and patterns of
sexual behaviour that are conducive to the rapid spread of sexually
transmitted infections (Girdler-Brown, 1998).  Decosas (1995) reports
that employers often organise visits by sex workers into migrant worker
barracks at the weekends to ensure that workers do not leave the “work
area” and to compensate for the fact that local policies and industry rules
prohibit migrant workers bringing their partners and spouses.
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Migrants and working conditions
The Committee on Social, Economic, and Cultural Rights refers to the
right to healthy work environments and preventive measures in respect of
occupational accidents and diseases, prevention and reduction of
populations’ exposure to harmful substances, and to the environmental
conditions that impact on health.

In the case of migrants, especially but not only seasonal migrants, the
risk of their being placed in high-risk, low paid and poorly supervised
situations is high.  They are typically asked to take and accept jobs that
local workers refuse, and are frequently oriented to mining, construction,
heavy manufacturing, and agricultural tasks that can expose them to a
range of occupational risks, including toxic agents, long hours “in the
field” and little if any protection in terms of clothing and other
equipment.  Linguistic obstacles, poor communication, lack of
familiarity with modern machinery, and different attitudes to safety are
all possible factors that increase the work related risks (Carballo and
Siem 1996; Carballo, Divino and Zeric 1997).  Employers often view the
migrants as too temporary to commit to resources for training, and
communication problems often reduce the possibility even further.
Migrant workers are often willing to accept these conditions for fear of
bringing attention to themselves and losing their jobs or being deported.
Lack of familiarity with the country, the culture and the language also
means that they are typically unaware of their rights.

Reviews of work associated health problems and accidents have referred
to the “higher than usual” incidence of depression, chronic headaches,
neurological and pregnancy-related disorders including miscarriages
among migrant workers employed in the agricultural sector, and
muscular disease, dehydration and heart complaints are frequently
reported problems as well as electrical burns and other injuries among
greenhouse workers (Parron, T. et al., 1992; Castello, 1992).  In general
occupational accident rates are about twice as high for immigrant
workers as native workers in Europe (Bollini & Siem, 1995; Carballo
and Siem, 1996)), and there is no reason to believe the situation is not
similar in other parts of the world.
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Migrants and access to health care services
The UN Committee on Economic, Social, and Cultural Rights
characterises access to health facilities, goods and services as having four
critical dimensions: non-discrimination in physical access, economic
access, and informational access.  Access to and use of health care
services is a function of many factors.  First of all people have to want to
seek health care; they also need to know that services exist, where they
are and how to reach them.  They then need to be able to actually reach
them and know how to use them.  A variety of potential barriers emerge
in this respect.

Health care seeking behaviour is a highly cultural phenomenon and
people coming from countries or regions of countries where services may
have been traditionally lacking will have developed coping strategies that
make them more fatalistic about disease, more tolerant of pain and less
likely to readily seek help when they are ill.

Language constraints and unfamiliarity with the presence, location and
structure local health services often limit the capacity of migrants to
make optimal use of services.  In addition, however, some governments
have been criticised for using discrimination to services as a tool to
dissuade migration.  Imposing special taxes or resident fees on
“foreigners” (IOM, 2000), or requiring that they have given number of
years of residence, are some of the ways in which access to services can
be constrained if not denied.

National health care plans tend to discriminate against temporary
migrants (most fall under this category for a time) and especially
undocumented ones, by making only emergency care available for non-
citizens (UNAIDS, 2001), thus forcing migrants to wait until, they feel
their condition is sufficiently hazardous as to justify going to emergency
clinics.  The imposition on emergency care services and the consequent
poor and non-rational use of health services has not dissuaded policy
makers from this.

Profiling migrants according to their health status is common practice.
Some governments use screening as a way of obtaining information
necessary for referral of migrants for health care; others tend to use it to
block entry.  Official temporary workers, for example are screened on
entry into Switzerland and before work contracts are issued.  In 1998 the
United Arab Emirates screened their entire population and repatriated all
migrant workers who tested positive for HIV/AIDS.  Practices such as
these can easily discourage migrant populations from attending health
facilities for fear of being deportation.

Culturally appropriate health care services are usually limited, and
requires resources and a mentality of support to and complicity with
migrants.  In fact few steps are taken to explicitly tailor services to the
needs of migrants (Carballo and Siem 1996) and in many situations leads
to wrong diagnoses, inappropriate treatment and poor compliance on the
part of patients (Carballo, Divino and Zeric 1998).
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Location, distance and timing of opening hours of services are all
additional problems for migrants.  For a variety of reasons migrant
workers are less able to request time off to seek health care during the
day.  Indeed in many countries, they need to take two or more jobs to
survive economically and are thus even unable to access care in the
evenings.  In addition they often live and work in areas of towns and
cities (or agricultural areas) where services tend not to be physically
located.  In the United States it is estimated that less than 20% of all
migrant farm workers have access to quality health care (Beck, 1998).

Economic constraints to migrant access to health care services include
insurance coverage and the “high” cost of private care.  Many public
services and benefits are restricted to citizens who in addition to being
nationals, have contributed to social security and insurance schemes.
Migrants do not meet the citizenship requirement and may not have been
covered by employment insurance programmes.  In addition they may
not be earning enough to pay for care (Decosas, J. et al,, 1995).

Information about health services, care, preventive methods, and
potential ill health is an important ingredient as well as a right.  Lack of
information about what is available or about health matters in general is
one of the most reasons migrants most often give for not using health
services effectively and for not taking action themselves to prevent
illness.  ICMH in 1997 reported that in Europe migrants are
systematically ill-informed; they come from different backgrounds, have
linguistic barriers, and many of them have poor educational backgrounds
(Carballo, Divino and Zeric 1997).

Language provides an important barrier to better health care and many
migrants simply cannot communicate with health providers in a
meaningful way.  Few countries have considered routinely using
interpreters in health care facilities and the chances of misdiagnosis and
inappropriate treatment have been and continue to be high as result.
Nowhere is this more evident than in the field of mental health where
communication between patient and health care provider is of
fundamental importance.  The government of Sweden has sought to
alleviate this problem, especially in the area of mother and child health
where adverse pregnancy outcomes in immigrant groups have proved to
be as culturally influenced as they are biologically determined.
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Right to life, liberty and security of person
The right to life, liberty and security of person (UDHR) is fundamental
to all human rights.  Along with numerous other International Human
Rights instruments and documents including the Prohibition of Slavery
or Servitude (UDHR, the Prohibition of Torture or Inhuman or
Degrading Treatment or Punishment (UDHR), the Right to Life, Survival
and Development (CRC) and the Prohibition of Sexual Exploitation and
Gender-based Violence (CEDAW), forms an international structure of
protection from abuse, neglect, exploitation, and violence for all
individuals including migrants.

In her 1999 report on Human Rights of Migrants, Ms. Gabriela
Rodriguez Pizarro highlights the problem faced by female migrant
workers including: “withholding of wages, acts of physical and sexual
violence, under-nourishment, the seizure of passports, and the lack of
medical and health care.” (Rodriguez Pizzaro, 2000: 13).  A report on
trafficking also refers to the high number of Ethiopian women who die
while working in Arab states as temporary workers and mentions that
women returning home often arrive with “broken limbs and back, acid
burns and other physical abuse” (IOM, 2001).  Commercial exploitation
of children, illicit seizure of possessions, food, and documents, along
with other forms of violence highlights the risks of migrants everywhere
(Girdler–Brown, 1998; Rodriguez Pizarro, 2000).
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Conclusion
The ability to enjoy basic human rights, including the right to health and
protection, freedom from all forms of discrimination, access to
information and adequate health services, risks being restricted in all
migrant worker and migrant situations.

Governments and international bodies have to date paid little attention to
the problem for a variety of reasons.  Conflict between human rights and
national sovereignty and the role of international assistance within this is
one of those reasons.

The fact that migration is such a politically sensitive and socially
emotive issue in world that is increasingly convinced that there is no
longer any real need for migration and the movement of people between
economies is another major source of constraint.

There can be no doubt either that because migrants typically are poor and
have little or no political representation in their countries of origin or in
the countries they go to, they are easily exploited and neglected.
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