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• > 267000 health assessments
in 2010, in some 50 countries

Health Assessments and 
Travel Health Assistance

Health Promotion and 
Assistance to Migrants

 212 projects in 2010•
• Research, Dialogue, CB, Services  
• HIV and Mobility
• TB and Mobility
• Pandemic Preparedness, Cholera
• Health And Human Trafficking
•Mental Health and Psycho-social Support
•

• Haiti
• Sri Lanka
• Zimbabwe
• Pakistan 
• Sudan
• MENA Crisis

Migration Health Assistance for 
Crisis-affected Populations

Healthy Migrants in Healthy Communities! 
promoting and delivering quality health care and services

for migrants and host community



Bringing the needs of States, needs of Migrants and Host 
Communities more Closely Together

Vision Statement:      
Migrants and mobile populations benefit from an improved standard of 

physical, mental, and social well-being, which enables them to 
substantially contribute towards the social and economic development

of their home communities and host societies.

Mission Statement:
To promote evidence-informed policies and holistic integrated 

preventive and curative health programmes and services which are 
beneficial, accessible, and equitable for vulnerable migrants and mobile 
populations, and meet the needs of Member States in managing health-

relates aspects of migration. 

Healthy Migrants in Healthy Communities!



MIGRATION HEALTH ASSESMENTS

I) Introduction

Human 
Mobility

and Diseases



History of migration and disease 
control: isolation and alienation

• ‘All the days wherein the plague shall be in him 
he shall be defiled; he is unclean: he shall dwell 
alone; without the camp shall his habitation be’ 
(Leviticus 13.46)

• 4th Century BC spread of Leprosy throughout  
Europe conceded with the Roman conquests.  
Armed guards on roads from affected regions or 
provinces 

• 7th Century  AD leprosy affected travellers 
were required to warn others by sounding a bell. 
‘Lazarettos’  were established.  



Ships Docking at the Lazzaretto Vecchio, 
Venice 14th Century

History of migration 
and disease control: 

the quarantine 

• The second pandemic of 
bubonic plague during the 
great expansion of European 
trade in the early 14th century 

• In 1377 the Great Council of 
the City of Ragusa (modern 
Dubrovnik, Croatia) passed a 
law establishing a trentino, or 
thirty-day isolation period for 
citizens or visitors from plague-
endemic areas



The kind of 'assisted emigrant' we can not afford to admit."
1883 the Puck. Drawing which shows members of the New 
York Board of Health wielding a bottle of carbolic acid, a 

disinfectant, in their attempts to keep cholera at bay.

• Cholera pandemic of the 
mid- nineteenth century



• The Public Health Service Act of 
1944 established the federal 

government's quarantine 
authority with the responsibility 
for preventing the introduction, 

transmission and spread of 
communicable diseases from 
foreign countries into United 

States

US Quarantine Inspectors in Public Health 
Service uniforms,  circa 1912



Immigrants are inspected in ‘the line’ at Ellis Island, circa 1904
(Photo: US National Library of Medicine)



Migration Health Assessments

anyone arriving at the Immigration Station on New York's Ellis Island 
who, after medical inspection, appeared to have a communicable 
disease was immediately segregated. If diagnosis confirmed the 
suspicion, that person was quarantined in a hospital until he or she was 
no longer contagious.

Photo Credit: pbs.org



The IHRs 2005 are a legally binding international 
instrument whose purpose is to "prevent, protect 
against, control and provide a public health response to 
the international spread of disease in ways that are 
commensurate with and restricted to public health 
risks, and which avoid unnecessary interference with 
international traffic and trade".

• 1851 Paris. International Sanitary Conference

• 1951 The International Sanitary Regulations

• 1983 International Health Regulations (WHO)
Art. 84.  Migrants, nomads, seasonal workers or persons 
taking part in periodic mass congregation, and any ship, in 
particular small boats for international coastal traffic, 
aircraft, train, road vehicle or other means of transport 
carrying them , may be subjected to additional health 
measures conforming with the laws and regulations of each 
State concerned, and with any agreement concluded between 
such States concerned... 



A SARS patient receives treatment at a hospital in 
Guangzhou, China, in April 2003. 

Though some countries were slow to implement quarantine 
measures in the face of the world's first SARS outbreak, 
officials ultimately credited quarantine, particularly in Canada, 
with helping to keep the number of global SARS cases to 
about 8,000, with 780 deaths. Photo credit: © Corbis Images

INFECTIOUS DISEASE 
CONTROL IN THE ERA 
OF GLOBALIZATION



“A  21st century “mega-trend”

1 Billion Migrants World Wide
215 million international migrants (UNDESA)

405 million international migrants 
by 2050 (World Bank)

740 million internal migrants (UNDP) 
(includes 15 million refugees (UNHCR)

ca. 50% of migrants women
15% irregular migrants

50% international migrant workers 

Current levels of 
immigration from 
developing to 
developed 
countries are 
paltry compared 
to those that the 
forces of supply 
and demand might 
soon create across 
the world.

Jack Goldstone, 
"The New Population Bomb" 

Foreign Affairs

“

”

Global Migration Trends



INTERNATIONAL ORGANIZATION 
FOR MIGRATION

Countries with the highest percentage of international 
migrants, 2010*
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Proportion of migrants

(Source UN: http://www.un.org/esa/population/publications/2009Migration_Chart/ittmig_wallchart09.pdf)

* Among those with at least one million inhabitants
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Source: IOM

Modern Migration patterns 

...but more than 2 million travelers cross international borders every day !



Anti-Migrant Sentiments

Reflected in political campaigns; sensationalist media; new 
national laws; tightened, restrictive visa regimes; 

Stimulates human trafficking; incites menacing public behaviour;   
enhance the risk of marginalization, abusive, exploitative, unsafe 
leaving and  working conditions for migrants, including limited 
access to health care

 Urgent to dispel migrant myths, stereotypes; improve public 
knowledge  of migrant contributions. Develop migrant-inclusive 
health policies

Reflected in political campaigns; sensationalist media; new 
national laws; tightened, restrictive visa regimes; 

Stimulates human trafficking; incites menacing public behaviour;   
enhance the risk of marginalization, abusive, exploitative, unsafe 
leaving and  working conditions for migrants, including limited 
access to health care

 Urgent to dispel migrant myths, stereotypes; improve public 
knowledge  of migrant contributions. Develop migrant-inclusive 
health policies



Migration Health Myths

• Migrants are carriers of diseases
• Migrants are a burden on the health systems

Reality:

• Most migrants are healthy
• Migrants are very diverse – the health profile of a migrant depends 

on the characteristics of the migration process at all stages
• Conditions surrounding the migration process make migrants 

more vulnerable
• Migrants often underutilize services
• Migration bridges disparities



Wealth Year 1900

Source: Global Finance



Wealth Year 2004

Source: Global Finance



Absolute Wealth (<200$/Day)

Source: Global Finance



Absolute Poverty (>2$/Day)

Source: Global Finance



World: Life expectancy at birth 

Source: WHO



Density of physicians per 1000 population, 2011

Source: WHO



Estimated TB Incidence 2010

Source: WHO



II) Evolution of migration 
health assessments



Conflicting Objectives 

Migrants and Refugees

• Hope for a better, more humane or 
safer future

(false positive = high impact)
(false negative = sometime suitable)

Receiving Countries

• Protection of the public

(false positive = low impact)
(false negative = community 
exposed to risks and costs) 

 Do conflicting objectives make it possible to meet the needs 
of both migrants and the receiving country?
 Is it possible a balance between the two?



Factors having influence 
in relevant legislations include: 

• Presence of formal immigration policy
• Existence of national public/health disease 

control legislation (often focus on TB and STIs)
• Social and political imperatives related to the 

desire to monitor, manage and control 
population flows using diseases as a factor 



Health and Immigration Policy
Examples of national immigration policies and laws that 

govern health assessments 

1. The Immigration and Nationality Act (INA) of the United States
2. The Migration Act of 1958 (Section 60) of Australia
3. The Immigration Act of 1971 (Section 4) and corresponding 

Immigration Rule 36 of the United Kingdom
4. The Immigration and Refugee Protection Act (Section 16. 2b) and 

corresponding Immigration and Refugee Protection Regulations 
(Division 3) of Canada, and 

5. The Immigration (Visa, Entry Permission, and Related Matters) 
Regulations of New Zealand (Section 5.3c)



GCC - Expatriate Workers Check-Up  
in the Gulf States

• Aim: Screening for migrant labourers include aspects of 
fitness for work

• Run by the Executive Board of the Health Ministers’ Council 
for Cooperation among the Arab Gulf States (CCG)

• Defines health requirements needed for foreigners to obtain 
working visas in the Gulf states (fitness for work)

• Medical centres charted in applicants’ home countries to 
conduct the specified examination (GAMCA)



Health requirements for migrants 
are usually defined: 

• within national public 
health legislation  >>

or

• within immigration 
legislation >>

Apply to all persons residing 
within that country

Usually apply exclusively 
to migrants



Purpose

• Screening for the purpose of excluding

• Screening for the purpose of integrating

Exclusionary or integrationist approaches (particularly 
in cases of NCDs) often  depends upon the nature of 
the health care system in the receiving country, i.e. 
public social service, vs. private , insurance-based, 

etc.



Universalist  vs. discriminatory
The implementation of health screenings for migrant populations is usually 
generic within national requirements, however the impact of findings may 
vary depending on the status of the migrant:

Refugees:
• waiver of excludability on humanitarian grounds

• Government-sponsored 

• Expanded in scope “ non-standard screenings”. Modern risk-based       
approach based on understanding of the epidemiology of disease patterns.



INTERNATIONAL ORGANIZATION 
FOR MIGRATION

Traditional 
approach:

Exclusion
Security

Disease control

National focus

Modern 
multi-dimensional 

approach:

Inclusion
Reduction of inequities 

Social protection 
in health

Multi country & 
inter-sectoral policy 

development

Paradigm shift



Health assessment activities 
by stage of migration

• Overseas screening of migrants, prior to resettlement  
(admissibility determination) 

• Port-of-entry medical examinations and screening for specific 
signs and symptoms or per category (e.g. asylum seekers)

• Upon arrival at community level:  health assessments and     
medical referrals in destination country (often voluntary)


