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CHAPTER 1. International recommendations and guidelines on migrant’s
integration in health care services
1.1 The most relevant international recommendations on Health integration
The Resolutions of Ottawa Charter at the First International Conference on Health
Promotion of 1986 and in particular the resolution on public policy for health, and the
Recommendations of Adelaide at the Second International Conference on Health Promotion of
1988, are the reference documents specific to the promotion of health where the need to
reinforce the collective action for health is reported. The Charter of Ottawa highlights the
importance of a concrete and effective class action to define priorities for health, take decisions,
plan and put in place strategies for a higher health level.
In 1998 the “Health for all” policy framework of World Health Organization (WHO) was launched
and the challenge of health inequalities was discussed and addressed at global and European level
by WHO and the European Commission (EC).
The European Union (EU) launched a second Program for action on Health in 2007 with the
following objectives:
 To promote Health by reducing health inequalities
 To improve citizens’ health security
 To create and disseminate information and knowledge on health.
The EU Spanish Presidency which took place between January-June 2010 addressed the issue of
health inequalities and the monitoring of social determinants of health in the EU.
Through the adoption of the conclusions made in the report “Equity and Health in all policies:
solidarity in health” of the EPSCO Council (Employment, Social Policy, Health and Consumer
Affairs), the EU encouraged all Member States to acknowledge the impact of social determinants of
health in the development of illness? and the implications of this impact for the Social and Health
Systems of each country.
Inequalities stem from a non-homogeneous distribution of social determinants of health, such as
employment, income, education and access to prevention, information, care and cure. There is an
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international “gradient” of inequalities among countries.
The issues that can be investigated for the purpose of defining the health profile of a community
are diverse and often related to each other: the social, cultural and recreational context in a given
population, the provision of health care and social services, the economy, up to the investigation
on the life style, the morbidity and mortality.
The monitoring of inequalities in health is realized also through the European Observatory on
Health Systems and Policies where it transpires that there is an expansion of inequalities in health
among countries, that are linked to social, economic and environmental problems.
The WHO has recently revised the approach of the Primary Health Care as a possible platform,
already promoted in 1978 and reiterated the key concepts of equity, participation of the
communities, intersectoral approach and use of advanced technologies, which refer to the
"complexity" of the current social and cultural system.
The concept of health is located at the base of an intervention model that meets the definition of
health according to the WHO (Alma High 1978), i.e. health intended as a state of complete
physical, mental and social wellbeing and not merely the absence of the state of disease or illness.
Any program of intervention in order to be effective must be able to acquire the right information
on the state/profile of health of the target population that wants to reach; this is possible using
data that synthesize the main aspects of health and/or the processes in place to promote and
ensure the health itself, or of the "indicators" that will express in a synthetic manner the value or
the measure of an intervention model.
Above all, we must take into account the standard indicators established at international level, and
so constructed as to be included in a context of intersectoral and multidisciplinary collaboration
"open" to the community.
The 66th World Health Assembly has acknowledged the role of the “universal health coverage” in
improving equity in health and a clear perception of the health, as well as the importance in
investing in research and in transferring results to Public Health, can act as a flywheel on socioeconomic progress.
The definition of science-based strategies that must be put in place for the fight to epidemics, such
as HIV/AIDS, tuberculosis and malaria, has been considered a good example.
5

CHAPTER 2. Characteristics of the immigrant presence: an overall look
In this chapter, a description of the historical evolution of the immigrant presence, the
demographic and social characteristics of the migrant populations, the migration policy, and the
distinctive features of the migrant group selected in Spain is provided.
2.1. Historical evolution and characteristics of the immigrant presence
According to the Spanish National Statistics Institute (SNSI, 2014a), in 2013 the total population of
Spain was 46,704,314 inhabitants and the number of migrants during the 2013 was 5,546,238
residents. After the experience of large increases of migrant population in Spain since 2000, where
this population increased nearly 5,000,000 people in 10 years, from 923,879 to 5,747,734 in 2010,
nowadays, for the first time, the immigrant population is decreasing (Permanent Immigration
Observatory, 2013) as represented in the figure 1.
Figure 1: Evolution of migrant people in Spain from 2000 to 2013

Source: Spanish National Statistics Institute (2014a).

According to the Permanent Immigration Observatory (2013), the five principal nationalities,
representing nearly the 50% of the migrant population in Spain, are: Romania (16.80% of the
total), Morocco (16.15%), Ecuador (7.09%), Colombia (4.91%), and the UK (4.63%). Considering the
European Union, the number of European residents reached 2,702,867 inhabitants, representing
the 48.73% of the migrant population, and their nationalities are: Romania (34.23% of the total in
this regime), the UK (9.43%), and Italy (7.33%). For the General Regime, the main nationalities are:
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Morocco (30.35%), Ecuador (12.78%), Colombia (7.75%), China (6.47%), and Bolivia (5.32%).
By age, the migrant population in Spain are from 25 to 39 years old, being the main age group from
30 to 34 years old. Thus, the great bulk of the immigrant population are economically active
population (SNSI, 2014b). Regarding the gender, the immigrant population is balanced: in 2013 the
51% were men and the 49% were women (SNSI, 2014b). Considering the geographical
distribution, the Spanish regions which receive in 2013 major number of migrant people were
(Figure 2): Catalonia Region (1,158,472); Madrid Region (960,121); Valencia Region (863,891) and
Andalucia Region (729,725).
Figure 2: Immigrant people in Spain per regions

Source: Spanish National Statistics Institute (2014b).

The project MEET is developed in Valencia Region. As represented in the previous figure, this
region hosted in 2013 a total of 863,891 migrant people (SNSI, 2014b) that represented around the
16% of migrant population in Spain. Their characteristics are (SNSI, 2014b): they are balanced by
gender (48% women and 52% men); they main come from Europe (64.26%), South America
(14.81%), and Africa (14.10%); and they are, mainly, from 30 to 39 years old, representing only this
age group the 23.15% of the total.
2.2. Background of national social policy of migrant’s integration.
In this section, the background of Spain is described with indicators on principles governing the
migration policy. According to the Articles 1 and 2 of the Organic Law 4/2000 of 11th January on the
rights and freedoms of foreigners in Spain and their social integration1, people who have not
Spanish nationality are considered foreign people in Spain with the exclusion of:
1

This Law has been amended by the Organic Law 8/2000 of the 22th of December, the Organic Law 11/2003 of 29th of September, the Organic Law

of 14/2003 of 20th of November and the Organic Law of 2/2009 of 11th of December.
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 Diplomatic agents and consular officials accredited in Spain, and other members of
permanent or special diplomatic missions and consular offices as well as their families that,
under the rules of international law, are exempt from the obligations relating to its
registration as a foreign and obtaining the residence permit.
 The representatives, delegates and other members of permanent missions or delegations
to inter-governmental organizations in Spain or in international conferences to be held in
Spain, as well as their families.
The Article 29 of the same law states that the foreign people2 in Spain could be in a situation of
stay or residence. The situation of stay has as maximum time period of 90 days. However, there are
some exceptions, as for example, the period of the stays for the purpose of study that will depend
on the duration of the studies. Regarding the residence, the Law distinguishes in the Article 30bis
between long-term and temporary residence (Table 1). In both cases, it is necessary to have
residence permission.
Table 1: Main kinds of residence in Spain and conditions
Kind

Max. period

Temporary Five years

Initial Conditions
 Employment

Conditions to obtain the permission
 Having a contract or not, but have

authorization or sufficient worked for the time required.
financial means.

 Being a beneficiary of unemployment

 Situation of belonging.

benefits or relief aids.

 Humanitarian grounds.

 Meeting the requirements of incomes

of the farm household.
Long-term

Indefinitely

residence

Five continuous years in  Having an employment contract or
temporary residence.

become self-employed, or
 Having an income of 2,130.04€/month

and have a private health insurance.
Source: Own compilation (Ministry of employment and Social Security, 2014).

Therefore, immigrants can be in an illegal residence situation in Spain by two ways: (i) started

2

It refers mainly to Extra-EU migrant.
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illegal residence situation when they entry in the country without the initial requirements; or (ii)
incurred illegal residence when the conditions to renew the residence permission fail. In both
cases, in accordance to the Royal Decree 16/2012, they could not access to the Spanish Healthcare.
In the section 3.1 the limitations of this Royal Decree are defined.
2.3. Characteristic of the immigrant group selected in Spain.
As mentioned previously, migrant people from Europe is the main group of immigrants in Valencia
Region, representing the 64.26% of the total (SNSI, 2014b). The main nationalities are: Romania
(16.46%), UK (16.46%), and Bulgaria (4.33%) (SNSI, 2014b). As consequence, immigrants from
Eastern countries (Romania and Bulgaria) represent the main group of migrant people in Valencia
Region.
The literature reveals that the geographical location of this group depends on the labour
specialization in the area and the presence of relatives in the region as “pull effect”. According to
Domingo, Gil & Maisongrande (2008) the common regions of settlement of Bulgarian and
Romanian are, firstly, Madrid and its surroundings and, secondly, the Mediterranean region where
Valencia Region is located. Between Valencia Region, the town of Xàtiva, where the activities of the
MEET project are being developed, is among the 7 municipalities with more Eastern migrants. In
numbers, from the total migrant population of Xàtiva the 18.36% were from Bulgaria and the
31.30% from Romania in 2012 (SNSI, 2014b).
The flow of migrants from the East Europe became important from 2008, when they got over the
number of Morocco migrants which were the most overrepresented group in Spain since that
moment (Domingo, Gil & Maisongrande, 2008; Viruela, 2009). This fact could be related with two
important milestones that have augmented the arrivals of the Romania and Bulgaria migrants
increasing their legal permission of residence: the important process of migrant flow regulation in
2005 in Spain and the entry of Romania and Bulgaria to the EU in 2007. In fact, their legal
permissions of residence have increased 84.6% in the case of Bulgarian people and 145.6% in the
case of people from Romania in 2005 (Domingo, Gil & Maisongrande, 2008).
The main motivation of East migrants to migrate to Spain is the job search. In fact, the 85% of
Bulgarian and the 90% of Romanian who are living in Spain are at working age. These figures are
relevant because this percentage hardly reaches an 80% in other migrant groups (Domingo, Gil &
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Maisongrande, 2008). In general terms, the literature has highlighted the following characteristics
about this migrant group in Spain (Domingo, Gil & Maisongrande, 2008; Viruela, 2009):
 Their labour inclusion seems to be easier in the small regions; maybe because the “rural
exodus” and the progressive aging of the population.
 Their labour pathways start in precarious jobs or black economy; however, there is a trend
of improving their labour conditions due to their high level of education and their “brand
image”. They are recognised as serious and responsible workers by the Spanish people;
nonetheless, they are considered fewer entrepreneurs than other migrants, probably
because administrative barriers and their recent arrival to Spain.
 These collectives are normally working in low or median skill jobs in sectors such as
construction, industry or handicrafts.
 Regarding to the gender, Bulgarian and Romanian are balanced in Spain. However, there are
differences between the jobs carried: women work frequently in domestic jobs, hotels and
restaurants, while men work usually in sectors like construction, industry or handicrafts.
Previous data about Eastern migrants suppose a challenge to the Spanish Healthcare and Social
System and their health professionals due to several factors that are described along this
document, such as: their great concentration in Valencia Region; the different culture and
healthcare habits; language barriers; and the living and working conditions. In this framework, the
CHE Model could be an effective tool in order to improve the health conditions of people from
Eastern countries. Concretely, the city of Xàtiva has been selected to develop CHE Model due to
the significant concentration of migrant people and the great interest of the healthcare political
representatives who are one of the key actors to involve in the CHE Model.

CHAPTER 3. National health policy of migrant’s integration
This chapter describes the organisation of the Spanish National Health System (in advance, SNHS),
the law, and the immigration policy.
3.1. Organization of Health System
This first section of the chapter 3 analyses the Spanish context In which activities of the project are
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conducted, the map of services, the key issues and the gaps in local services, the levels of
intervention and the organisational models that will be interacting with the CHE Model.
3.1.1. The Spanish context
The SNHS is configured as a coordinate health system of services between different levels of Public
Administrations. According to the Spanish Constitution of 1978, the General Law 14/1986 of Health,
and the Law 16/2003 of cohesion and quality of the SNHS, the division of competences in health
subject between public authorities is established as show the table 2:
Table 2: Legal competencies of the Spanish Public Administration in the field of Healthcare

Interregional

Council

Central

Basis and health coordination

Administration

Border health

of

Policies of medicaments.
Management of the INGESA3

SNHS
Autonomous

Health Planning

Communities

Public Health
Management of Health services
Healthiness

Local Authorities

Collaboration in the management of public services
Source: Observatory of Health (2011).

Hence, the Central Government has the responsibility of establishing the rules about the minimum
conditions and requirements in the health system in Spain, as well as the means to facilitate the
exchange of information, among others. On the other hand, the Autonomous Communities,
according to their Statute of Autonomy, have assumed health responsibilities. For this reason each
Autonomous Community has its own Healthcare Services (Observatory of Health, 2011).
According to the Article 2 of the Law 16/2003 of the cohesion and quality of the SNHS and its lasted
legislative amendments4, these are the general principles of the system in Spain:
 The provision of services to users in terms of quality and effective equality.
 The guarantee of a universal public insurance by the state.
3

Through the National Institute of Health Management (INGESA), the Central Administration managements the Health in the cities Ceuta y Melilla.

4

Introduced by General Law 33/2011 of Public Health and the Organic Law 3/2007 of the effective equality between women and men.
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 The coordination and cooperation of the public health authorities to overcome health
inequalities.
 The provision of integrate and comprehensive health care.
 The public funding of the National Health System.
 The equality of opportunities and free movement of professionals.
 The collaboration between public and private health services.
 The collaboration of pharmacies with the SNHS in the execution of pharmaceutical services.
The Individual Health Card issued by each of the Healthcare Services gives access to these services
and the condition of insured to citizens. According to latest legislative amendments introduced by
the Royal Decree 16/2012 of the urgent measures to ensure the sustainability of the SNHS and the
Royal Decree 1192/2012, the requisites to have the status of insured are (Article 1):
 Being a worker registered in one of the schemes of the Spanish Social Security System.
 Being a pensioner of the Spanish Social Security System or perceive any other periodic
benefit, including the unemployment benefit.
 Having exhausted the unemployment benefit and to be registered as unemployed in the
Spanish Employment Office.
 Spanish people and people with nationality of some European country or the European
Economic Area or Switzerland who are resident in Spain, and the foreign people who have a
permission to reside on Spain who do not have higher income than one hundred thousand
euros, calculated annually.
 To be a beneficiary of an insured person, that is, the spouse or other similar person, the
economically dependent former spouse of the insured, the descendants under 26 or
descendants with a degree of disability of 65% or more.
 Those who are not insured or do not respond to the criteria to be beneficiaries may pay to
obtain the health care.
Moreover, according to the Article 3 of the Royal Decree 16/2012, the unregistered foreign
residents or not authorized in Spain can only receive health care in the same condition than the
insured people in the following situations:
• Emergency in serious illness or accident.
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• Care for pregnant women, both prenatal and postnatal.
• Minors under eighteen years old.
Therefore, according to the Law, the immigrant people in Spain who are not covered by the SNHS,
and only can receive health care in an urgency situation, are those migrants who are in the
following situation: without legal resident in Spain, over eighteen years, and not pregnant.
Regarding this fact, the European Committee of Social Rights (2014) has warned Spain about the
decline of the healthcare right after the last legislative amendments because this right must be
guaranteed regardless the legal status. Thus, this Committee has highlighted that “Health facilities,
goods and services have to be accessible to everyone without discrimination, within the jurisdiction
of the State party” (European Committee of Social Rights, 2014: 13).
3.1.2. The map of services and local conditions
The Spanish Health System has two level of intervention (Primary Care and Specialized Care) that
will be detailed in the section 3.1.4. The situation of the resources of these levels is delimited by a
demo-geographical area called Health Area. These areas are established in each Autonomous
Community according to different factors and each Health Area has a General Hospital as a
referent for Specialized Care. Moreover, the Health Area is divided into various Basic Zone where
the Primary Care is developed (Ministry of Health and Social Policy, 2010). The aim of this structure
is to guarantee the proximity and accessibility to the users. The following figure (Figure 3) shows
the number of “Health Area” in each Spanish Autonomous Community in the 2011:
Figure 3: Map of Primary Care in Spain.

Source: Own elaborated (Ministry of Health, Social Services and Equality, 2014b).

Regardless the geographical distributions of the health resources, the kind of healthcare services
provided in Spain are (Royal Decree 16/2012):
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A set of basic healthcare services: such as care prevention, diagnosis, treatment and rehabilitation
and the emergency medical transport. These basic healthcare services include: Primary Care,
Specialized Care, Emergency Care, and Public health services (Ministry of Health, Social Services
and Equality, 2014a).
An additional set of services: orthoprosthetic services, provision of dietary products,
pharmaceutical services, and provision of medical transport.
A set of accessory services: it includes all activities, services, and technical issues which are not
provisions and are not considered essential and / or are aids to support for the improvement of a
chronic pathology.
An additional set of services provided by Autonomous Communities: each Autonomous
Community, within their competence, may approve their set of services, which include at least the
set of common services of the SNHS (set of basic healthcare services, additional set of services and
set of accessory services) which should be guaranteed to all users. This fact implies that in Spain
there are as many healthcare systems as Autonomous Communities due to the additional set of
services provided by them.
Regarding to pharmaceutical services, the Article 13 of the Royal Decree 16/2012 has modified the
system of user’s economic contribution. Thus, this Law establishes different levels of economic copayment according to the incomes, degree of sickness criteria or labour situation of patients.
3.1.3. The key issues and gaps in local services
Spain has experienced an increment of migrant population that sets out a new situation for health
services that requires the formulation of creative proposals able to reduce inequalities in the
access to health services as well as relation between professionals and user. In this sense, the
discussion about how to address the health care of otherness is still in force, and it sets out with
major severity when is related to the care of immigrant people who are perceived as “others”
more different by the biomedical system and professionals. This situation proposes unresolved
questions: should immigrant people be treated in a different way? Are the immigrant people who
should accommodate to our dynamic? Or are the professionals who should deal with the interculturally?
It seems that it is still common among health professionals the position that understands
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immigrants from the cultural assimilation and not from multiculturalism. This is reflected, for
example, in the survey made by Martín & Sánchez (2008) where the 73.80% of surveyed
professionals affirmed to be prepared enough to give adequate attention to immigrant population.
However, only the 25.32% recognized to have received specific training in this field, despite that
the 82.46% considered the convenience of receiving this specific training.
The scientific literature in this regard responds to a fundamental theoretical and epistemological
debate. This can be considered as an unresolved dialogue between two different perspectives: an
approach from attention to imported diseases, differential access and reception protocols; and
other that aims to attend to the different cultural systems of health and disease. In this discussion,
some authors as Macipe & Gimeno (2011) defend that the posture of health professionals about
multicultural attention has happened as immigrant population were settled in Spain. Other
authors, as Vázquez, Baraza & Sayed-Ahmad (2007) attempt to integrate these elements in the
same analytical framework, diagnosing the problems that set up the interaction between
immigrants-health professionals- structure of the health system from some fundamental vertices:
capture, care (language barriers, difficulties in diagnosis, difficulties in the elaboration of treatment
and care plans, cultural competence deficit of professionals), and coordination with the social
networks.
1. Attention to immigrants: a matter of differential pathologies and access to health services.
From the first debate perspective mentioned, the difficulties of migrants’ care are determined by
the imported pathologies, sometimes unknown by the health professionals, and sometimes by the
“not appropriated” use of public health services made by this population. Thus, the intention to
reduce these lacks is subjected to: (i) strengthening the health professionals’ knowledge about
diseases and health conditions prevalent among this population; and (ii) the availability of
resources to inform migrants about the functioning of the SNHS.
a) Language barrier. It is considered one of the most hardly questions to overcome by health
professionals (Fuertes et al., 2010). The fact of not sharing the language complicates the care and
the pathologies are not solved (Fernández & Vázquez, 2008). From this idea, Fuertes et al. (2010)
focused on a number of resources that help health professionals to overcome this barrier,
supporting the interaction with guides, booklets and questionnaires translated into different
15

languages or having a 24-hour service of telephone contact with an interpreter. This last resource is
considered a valuable tool especially in the emergency department.
b) The imported pathology. Historically, migration and displacement of human population have
caused the widespread of illnesses from other countries, named “the imported pathology” or
“diseases related to migration”. Although, these diseases have received a great interest, not all of
these diseases should be considered with high potential of infection to the host population
(Moreno & Agudo, 2006). In this context, health professionals should make an effort to be familiar
with different pathologies that are typical among foreign countries (Fuertes et al., 2010). This effort
should be supported with educational and preventive strategies focused on this population (Aretio
& García, 2008).
c) The use of health services. In the study of Martín & Sánchez (2008), the 63.63% of surveyed
health professionals stated that migrants demand more healthcare than the host population. The
perception of health professionals of the non-adequate use of health resources by migrant people
is linked with the undervaluation of access problems. That is, health professionals understand that
the public administration has eliminated the barriers to health access for migrants (Martín &
Sánchez, 2008; Llosada et al., 2012). These conclusions should be assessed nowadays because the
new legal framework that regulates the access and accessibility to Spanish health services. In this
context, Vázquez, Baraza & Sayed-Ahmad (2007) highlighted the importance of collecting opinions
and suggestions from users, social agents, and professionals about how reducing the
administrative, language and cultural barriers. In this sense, Llosada et al. (2012) defined two
elements to understand the use of health services by migrant population: (i) knowing the health
culture of origin countries, and (ii) promoting the participation of users in groups between equals
in the host country.
2. The cultural competence
In this second perspective, the health and illnesses are seen from an anthropological point of view,
considering both as social aspects. This interpretation includes a post-structured vision of identity,
trying to avoid stereotypes of what cultures are. The implications of this perspective for health
systems are relevant because the healthcare provided to migrants should not differ of the services
provided to natives (Allué, 2003). In this sense, health professionals should have cultural
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competences (Fuertes et al., 2010). That means the collective of skills, attitudes and behaviours in
which the health professionals should be trained in order to offer adequate care to migrants
(Betancourt, Green & Carrillo, 2003); it is a kind of care that implies communication focused in the
patient about the health resources and that tries to solve his/her needs. From this perspective, the
barriers that complicate the development of the mentioned cultural competence by health
professionals are:
a) Ethnocentrism. Sometimes migrants awake in health professionals feelings of oppression
and prejudices that make difficult to carry their tasks (Martincano, 2008). In this context,
Martincano (2008) proposed the tools Assessing The Process of Cultural Competence
Among Healthcare Professionals-Revised (IAPCC-R) and the auto-assessment ASKED to help
health professionals to identificate the spectrum of cultural relativism and self-reflection on
their practice.
b) The fear of unknown and the exercise of prejudice. The migration process in Spain detailed
in the chapter 2 has impacted in health professionals and in the general population with an
aptitude of rejection for the fear of unknown. In this line, Martín & Sánchez (2008)
concluded that the majority of health professionals perceived that the migrant population
set higher problems, percentage that increases with the age of migrant population. This
situation is a challenge for health professionals who do not have the skills to treat with
people from different cultures (Baraza, Lafuente & Granados, 2007). Baraza, Lafuente &
Granados (2007) proposed the cultural adaptation of process to existing programmes (not
only the translation of leaflets and questionnaires) and stated the need of improving the
cultural competence of professionals through continuous learning programmes or, as said
by Moreno & Agudo (2006), a previous phase of university training.
The added value of this model is based on identifying the needs of care caused by the
migrant situation (cultural change, language, etc.), produced by their life conditions, and to
identify their positive conditions of health in order to promote them (Baraza, Lafuente &
Granados, 2007).
c) Communication. The language barriers have been mentioned previously in this report.
However, this aspect goes beyond insisting that communication with migrants is based
17

mainly on cultural competence and appropriate systems of clinical interview. In this line,
Macipe & Gimeno (2011) stated the following fundamental principles: professionals should
be aware of cultural and linguistic differences; the model of communication centred on
patient can be very useful in these cases; the interview techniques should be carried
adapting them to the idiosyncrasies of patients; and the knowledge, skills and attitudes
related to all this can be learned.
The literature about ethnic-health offer some tools to develop a clinical interview cultural
suitable. These models enable professionals understand cultural aspects since the patient
has evidences. Marticano (2008) identified the following characteristics to become a good
clinical interviewer: empathy, warmth, respect and fulfilment.
Other recognition from health professionals is the need of health mediators or community agents.
The cultural mediation can be understood as a strategy addressed to vulnerable population groups
trying to improve their access to health services. This figure should be not confused with the
translator because mediators participate in the health relationship between patient and health
professionals making possible the cultural understanding between both (Macipe & Gimeno, 2011).
Thus, the mediators’ role is to establish a line of communication and cooperation between users
and health professionals (Muriel, García & Lasheras, 2007). In response, Vázquez, Baraza & SayedAhmad (2007) insist on paying special attention to socio-health context offering specific training in
health issues and education to community agents and cultural mediators and also devoting effort
to the coordinated work between professionals and organisation/agents that work with migrant
population.
3.1.4. The achievable levels of intervention
As mentioned previously, the SNHS is organized in two levels of care: Primary Care and Specialised
Care. Between these levels there is an inverse relationship between the spontaneous citizen access
and technological complexity. The Primary Care is composed by health centres with
multidisciplinary professionals, such as: family doctors, paediatricians, nurses, administrative staff,
social workers, midwives and physiotherapists. In addition, this service can be provided physically
at the home of patients when it is necessary. Therefore, the Primary Care offers a set of basic
services in a ratio of 15 minutes to the users (Observatory of Health, 2011; Ministry of Health and
18

Social Policy, 2010). The Specialised Care is provided in specialist centres and hospitals, in terms of
an outpatient or inpatient.
As stated before, all the SNHS users may have a Health Card, which allows them the access to both
levels of health intervention. Hence, it is necessary to obtain the insured status or be a beneficiary
of a person with insured status. As well as noted in the previous section, migrant people without
legal residence permission, in general terms, only can access to healthcare by medical emergency.
The following table 3 shows a summary of the two care levels in the SNHS.
Table 3: Primary Care and Specialized Care
Primary Care
Features

Accessibility

Activities

Health

Specialized Care
Technical complexity

promotion

and

disease Diagnosis and therapeutic means

prevention
Access

Spontaneous

By prescription of Primary Care

Establishments

Health centres and local doctor office

Hospital and specialist centres

Regimen

Health centres and users homes

Either in-patient or out-patient

Source: Observatory of Health (2011).

3.1.5. The organization models that will be interacting with CHE
As mentioned previously, in Spain the Autonomous Communities have competences in the field of
health in order to establish an additional set of services and guarantee the common services of the
SNHS. For this reason, each Autonomous Health System is different. Specifically, the activities of
this project are framed within the Health System of the Valencia Region. Therefore, the CHE Model
will be developed according to the services, health benefits, and infrastructures of the Valencia
Region Health System. In this sense, the competences that the CHE Model promotes, such as the
cultural and interpersonal competences of health and social services, should be transversal
competences between health professionals in the two levels of intervention (Primary and
Specialised Care). Although the users of the SNHS usually access to it by the Primary Care centres,
sometimes the migrant population access directly through the Specialised Care when they do not
have the status of insured. Thus, the cultural and interpersonal competences of health are
necessary in the two levels. Specifically, in the Region of Valencia the distribution of the resources
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in the two levels are the following (Table 4):
Table 4: Healthcare resources in Valencia Region
Health centres
Primary Care

281

Local doctor office 599

Specialised Care Hospital

62

Source: Ministry of Health, Social Services and Equality (2014a).

In the case of Xàtiva, these are the resources available: one Health centre, one Hospital, three auxiliary
centres of primary care, and one centre of specialised care (Ministry of Health, Social Services and Equality,
2014a).

3.2. The law and immigration policy
The Article 12 of the Organic Law 4/2000 of the 11th of January about rights and freedoms of foreign people
in Spain and their social integartion regulates the healthcare right to foreign people. However, this right has
been revoked with the entry into force the Royal Decree 16/2012 as noted in the previous section. According
to Observatory of Health (2011), the SNHS is regulated by the following main normative (Table 5):

Table 5: Legal regulations in the Healthcare field
Legal regulations
Spanish Constitution of 1978

Main content
The Article 43 regulates the right to health care (health protection) and the
obligation of public authorities to organize and safeguard public health with
prevention measures and the necessary facilities and services, and to foster
health education, physical education and sport.

Law

14/1986

of

General This Law proposes the creation of a SNHS based on the regulations of the

Health

Article

149.1.16

of

the

Spanish

Constitution,

between

General

Administration and Autonomous Communities.
Law 16/2003 the cohesion and In the Article 7 and followings, a common set of services is established and
quality of SNHS

the Interregional council is recognized as coordinating body.

Law 33/2011 of General Health

It sets a number of bases for the population to reach and maintain the
highest possible level of health and preventing disease.

Royal Decree 16/2012 of the It regulates, among others, the right to health of immigrants in the terms
urgent measures to ensure indicated above.
the sustainability of the SNHS
Source: Own compilation (Observatory of Health, 2011).
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CHARTER 4. Good practices and indicators and g of migrant’s integration
in health care services
This section identifies and describes three good practices at Spanish level in the context of the
MEET project and some indicators that evaluate the health conditions of the target population.
4.1. Good practices in Spain
This section describes three good practices in health management and information in the Spanish
context.
4.1.1. River Project: River of cultures, River of Health
The RIU Project (2013) aims to promote the access and the use of the healthcare services in social
vulnerability fields, following a model tested in others vulnerable contexts such as ethnic minorities
and migrant community or prisons. Currently, this project is carrying out in the

neighborhood of

“El Raval” in Algemesí (Valencia) with the collaboration of the Health Centre of the Alzira, the
Algemesí Town Hall, and the project team of health professionals.
The methodology used in the project is based on a participatory action research. Therefore, the
project consists of several continuous stages based on leader community capture and trainingaction. This is the main strategy of the project, in order to develop a group and community
intervention based on the following principles:
 Empowerment.
 Peer education and active and positive health education.
 Intersectorality.
 A top-down process.
 A participatory action research.
Each stage of this project can last between 9 and 12 months and follows these steps:
1. Achieving different agreements at political level between Local and Regional
Administrations in order to support its implementation and have a net of health
professionals.
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2. Capturing and select the participants of the project.
3. Training health agents.
4. Organising workshops and individual, group and community actions.
5. Evaluating the actions.
6. Implementing improvements.
The RIU Project had as results: the increase of the women empowerment, the improvement to the
access and proper use of the healthcare services, and an increase of the approximation between
population who live in vulnerable context and the healthcare services professionals.
This project uses a similar methodology to the CHE Model. However, some of the limitations that
have been highlighted in this project are key points in the Project MEET. Thus, the MEET Project
intents to involve political representatives in order to increase the sustainability of the CHE Model
in the future and to incorporate the tools of CHE Model in the Spanish Healthcare System.
4.1.2. Red-ISIR
Red-ISIR “Immigration and Health net” (Red-ISIR, 2014) is an initiative launched by the Andalucian
School of Public Health (EASP) with the support of the Andalucian Health Counselling. This net is
composed by professionals of Primary and Specialized care, professors and researchers, journalists
and media professionals, directors of health programmes and centres, professionals of healthcare
institutions and professionals of NGO’s. The main objective of the net is to improve the health and
social care among migrant people. Thus, the specific goals are the following:
 Supporting the knowledge of health and migration.
 Generating an interest in creating a health care system which can respond to cultural
diversity.
 Reinforcing the collaboration between institutions.
 Sensitizing and training health and social professional about social, health, cultural and
religious needs of migrant people. In particular about women and children.
 Providing a space of reflexion and dialogue in order to share knowledge and experience
about health and immigration.
 Identifying future trends of intervention in order to improve the intercultural coexistence
in the field of health.
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 Facilitating the communication between the members of the net.
 Identifying the most relevant professionals in the field of health and immigration who are
willing to collaborate.
This Project is mainly focuses on professionals. However, CHE Model works to and with migrant
people, taking into account their health reality. Therefore, the sense of “net or group” between
migrant people and professionals could be stronger and the solutions given could be more
according to real needs.
4.1.3. MIHSALUD
MIHSalud (Paredes-Carbonell et al., 2012) is a programme for promoting health among immigrant
population in the city of Valencia with the collaboration of 8 Primary Care centres. Their central
axes are: the intercultural mediation in health, the re-orientation of health services, the
communitarian action, and the research focused on evaluation and improvements. With these
axis, the programme tries to improve the health of citizens, specially, sexual and reproductive
health of women and children along the immigrant population in Valencia city.
Among their activities, the programme elaborates a community map, information points of health
in the neighbourhoods, workshops between equals about health, and distribution of informative
material.
As de MEET project, the MIHSalud programme trains people to be mediators between immigrants
and health professionals, but the MIHSalud is based only on the needs of the Valencia city and do
not include other potential improvements of the background achieved in other regions and
countries as the CHE model.
4.2. Indicators
This section describes the relevant health indicators that evaluate the health conditions of the
immigrant population in Spain.
The great flow of migrant in Spain causes a variety of complex healthcare problems and fears
between native populations that have attracted great interest between scholars. Mora (2005) and
Burillo-Putze & Balanzó (2010) revealed a great diffusion of the idea of migrants as threat for the
healthcare system. Thus, migrant people are seen as a direct responsible of the saturation of public
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services, the excessive consumption, and the misuse of the health system. Additionally, the
“pathologized” perception is added because the native population considers that migrants are a
source of illness. These ideas are barriers to the health inclusion of migrants and put them down
under a contradictory situation: on one hand, the native population demands their integration and
their adaptation to occidental health ideas and, on the other hand, differences and segregation in
trials that directs them are established. Below some indicators that define the health conditions of
migrants are described:
Self-perceived health and health status:
The complexity of the relationship between health and migration is revealed when the selfperceived health and the health status of migrants is analysed. The arrival in countries with
advanced health systems and high levels of development eliminates many of the effects that
migrants may suffer in their countries of origin. However, the immersion in the destination
customs and the insecurity circumstances widespread among migrants (risk labour, overcrowding,
and adjustment difficulties) may adversely affect their health. These facts make that some authors
consider the process of migration the main risk factor for the health of migrants. In this line, Díaz
(2009) highlighted the risks that migrant people may accumulate during their insertion in the new
life and work habits, such as labour accidents, overcrowded, situations of sexual harassment,
prostitution, alcohol abuse, maladjustment reactions, insomnia, depression, anxiety and other
psychosomatic diseases. All these risks are higher in women than men. In this sense, despite the
studies about migration and health confirm the hypothesis of “healthy migrant”, this “selfperceived health” is eliminated by migrant people due to several reasons during they stay in Spain,
such as: access barriers to healthcare system, the labour condition and the features of the process
of acculturation (Hernández & Jiménez, 2009).
The last National Health Survey of Spain (NHSS, 2011-2012) explored in detail three indicators of
health status: (i) self-perceived health, (ii) the declaration of chronic health problems, and (iii) the
limitations to carry out daily activities between native population and migrant people. In these
three indicators, immigrants have better figures (Table 6). However, the health status tends to
converge when the time of residence in Spain increases. In fact, after ten years of residence, the
levels of self-perceived health are balanced between migrants and natives and the indicators of
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chronic health problems are worse in migrants. In this sense, Rivera, Casal & Currails (2013) have
calculated that an added year of residence in Spain increases the migrant probability of having
chronic illness and having limitations in carrying daily activities in 1.12% and 0.70% respectively.
Table 6: Self-perceived health status of Spanish and migrant people (%)
Very Good

Good

Regular

Bad

Very bad

Chronic

M

W

M

W

M

M

M

W

M

W

M

W

Limitation
to carry
activities of
daily life
M
W

15.1

11.7

52.5

42.5

23

48.5

48.5

11.8

1.6

3.3

48.5

61

20.9

33.2

26.3

19.7

52.9

51.6

17.2

24.8

24.8

5.6

0.6

0.8

24.8

39.6

11.6

18.9

15.4

11.9

52.4

42.6

23

50.6

50.6

11.7

1.6

3.2

50.6

60.6

20.7

32.9

disease

Spanish
people
Migrant
people
Migrant
people
after ten
years

Source: National health Survey of Spain (NHSS, 2011-2012). Ministry of Health and Social Services and Equality (2014c). Note: M means Men and W means Women

The Survey on Income and Living Conditions (SILC) confirms that the self-perceived health is higher
among migrant people (SILC, 2010). However, if these data are desegregated by age, those from 25
to 49 years old have expressed worse health status than Spanish people at the same age group.
García & Oliva (2009) have analysed this age group considering these dimensions: mobility, selfcare, limitations to carry out activities of daily life, pain/discomfort and anxiety/depression. The
results showed worst levels in several dimensions of Health-Related Quality of Life among migrants
at working age. The differences were small in the dimensions of self-care and limitations to
develop activities of daily life, but were significant in the dimension of pain/discomfort and
anxiety/depression, where male migrants reflected a difference of four points and female migrants
showed a difference of six points, respectively, compared to the Spanish people. The results of
García & Oliva (2009) contradicted the healthy immigrant effect that seems accepted in other
studies. In any case, the nuance of this effect shows interesting aspects: it is necessary to consider
the age groups, the nationality, and include more indicators than self-perceived health.
From other side, Ruíz-Ramos & Juárez (2013) contributed to the idea of “healthy migrant” with
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their analysis of crude mortality rates. The migrant age group from 0 to 39 years old have higher
crude mortality rates than native population. The causes for men are external, like occupational
accidents or traffic accidents; for women the reasons are related with reproductive health.
However, in old ages, immigrant people have better results in this figure than Spanish people.
In this context, the over-implementation of urgent services is worsening due to the lack of
preventive programs and the intensive working day of migrants. Despite the integration of Easter
European in Spain is better than other migrant collectives (except Roma), they have a lack of
information about Healthcare System (Huerga, Jiménez & López-Vélez, 2009). In this sense, La
Torre et al. (2010) concluded that East Europeans have a lack of infrastructures and technological
equipment and they are not focused on prevention.
Díaz (2009) and Valdivia (2009) showed that imported diseases do not suppose a danger to public
health in the country of destination. According to the literature, the most important illness which
affected to this immigrant collective are: (i) cardiovascular diseases, linked hypothetically to
environmental pollution, the type of diet, low intake of antioxidants (fruits and vegetables) and
psychosocial stress; (ii) hepatitis B, being endemic in some countries, such as Bulgaria, Albania and
Romania (Huerga, Jiménez & López-Vélez, 2009); and (iii) tuberculosis among Romanian
immigrants (Gil et al., 2011) and migrants from Russia and Ukraine (Huerga, Jiménez & LópezVélez , 2009).
The worse socio-economic conditions in the two last decades in these countries and the weakening
of their healthcare systems could be the main reason of the above high levels of diseases.
Labour Health:
Some experts have highlighted the labour health as inequality key field of the host societies
(Porthé et al., 2009). The National Survey of Working Conditions revealed a set of indicators which
confirm these differences compared to Spanish workers in relation to: prevention of accidents;
hard work; the degrading and humiliating treatment like moral or sexual harassment at work; and
the lack of social support at work (Table 7). These data show the worst conditions that migrants
have at work and their presence in economic sectors that demand high physical conditions and
working days (mainly, construction and services).
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Table 7: Indicators Health and safety at work by nationality (%)
(N=8892; Weighted results)

Spanish nationality

Other nationality

Shift at weekend

31.5%

44.2%

Work alone and isolated

26.2%

36.2%

Manipulate toxic substances or mixtures

14.7%

16.7%

Knowledge of effects of these substances

83.8%

72.8%

Heavy lifting

17.2%

23.1%

Risk burns

10.4%

13.9%

Risk of cuts and punctures

28.6%

35.3%

Risk for falls from heights of people

14.5%

16.7%

Overstraining by manual handling of loads

11.8%

13.3%

Could not perform the same job at age 60

33.0%

45.0%

Feeling lack of support (colleagues and bosses)

10.0%

26.0%

Get help from fellow

58.6%

44.9%

Implement ideas at work

43.5%

33.5%

Sense of doing useful work

63.2%

54.6%

Lear new things at work

48.2%

39.1%

Verbal attacks, rumours or social isolation

21.8%

25.0%

Unwanted sexual desires (sexual harassment)

19.8%

31.7%

Prevention representative in the workplace

62.1%

49.5%

Offer medical examination at company

70.0%

49.0%

Source: VII National Survey of Working Conditions (National Institute for Safety and Health at Work, 2011).

Rubiales-Gutiérrez et al. (2010) determined a higher prevalence of labour accidents among
migrant man workers (12.7% versus 10.3% of Spanish people) and for women (11.1% among
migrant vs 8.1%). These authors highlighted the worst situation of migrant women and young
people, who suffer greater irregularity of labour conditions and under protective measures.
Migrants from Eastern Europe are working in sectors where these problems are accumulated:
hospitality and service industry, for women; and the sectors of construction, industry and
transport, and agricultural work for men (Domingo, Gil & Mainsongrande, 2008). In particular,
Bulgarians work in industry, transport and agriculture while the Romanians work, mainly, in
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construction. In this context, the probability of permanent disability is lower for immigrants;
however, this result tends to be equalising when the time of residence in Spain increases (Solé &
Rodríguez, 2010).
Finally, Gálvez, Guitiérrez & Zapico (2011) analysed the psychosocial dimension of occupational
risks. They highlighted features of racial discrimination, related mainly to the gender of the
workers, which is shown as a variable clearly related to job stress. This variable is also related to
the lack of support from colleagues and bosses. Their conclusions reflected the “migrant
syndrome” with chronic and multiple stress expressed in depressive, anxious, and confused
psychosomatic symptoms of migrant workers.
Mental health:
Some studies have noted that differences between migrant and native people in relation to mental
health are not relevant. Pérez-Sales (2009) noted that the small differences could be due to lower
attendance of the migrant people to the health centres. For different experts, these results are
questionable due to the existence of a context of difficulties for the migrant people. As stated by
Sayed-Ahmad, Garcí & González (2008), the "Ulysses syndrome" is not expressed with equal
intensity in each of the national groups. Among Eastern Europe migrants, dominated behaviours
auto/hetero aggressive, their response to sedative drugs is irregular, with a greater prolongation of
treatment and higher doses compared to Spanish people and other migrant groups. It also notes
that mental health services are under-utilized by them and in their own country because these
services are perceived as services focused on high-income people.
Reproductive health:
Among migrants in Spain there is a predominance of young adults at reproductive age. In fact, in
the last decade, migrant mothers have raised the number of births in Spain, slowing the aging
process of the Spanish population. Consequently, the obstetrics and gynaecology care services
have become the first cause of healthcare action for this population, and the childbirth is the main
reason for their hospitalizations (González, Rodríguez & Lomas, 2013).
Some general observations on diseases of women from Eastern Europe indicate that they suffer
high rates of cardiovascular disease, due to the type of diet and low intakes of antioxidants. The
presence of cervical cancer is significant. However, breast cancer shows a very low incidence and
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Hepatitis B is spread above the rates of the native population (Fabré, 2010). In this context, there is
a hypothesis that infections occur due to the high proportion of single male migrants. In the initial
moments of the current migration process they are infected by prostitutes and later they
contaminate their partners (Fabré, 2010). Although it is difficult to determine, according to the
data of Civil Guard reports, about the 30% of prostitutes were from East Europe in 2008 (Technical
Unit of the Judicial Police and the Civil Guard, 2008). The experts emphasize the need of attention
to these women in their physical and mental health, with emphasis on the preventive aspects
(Fabré, 2010). Although only the 3% of new HIV cases in 2012 corresponded to the collective from
Eastern Europe, most of them are caused by injection drug use and heterosexual sex risk. In
addition, in the case of the Romanian group, the cases of paediatric HIV by use of non-disposable
equipment or blood products are underlined (Institute of Health Carlos III, 2013). In other sexually
transmitted diseases, the number of consultations for this reason in women of Eastern Europe is
the highest of all immigrants, with the Latin American.
Many of the problems that women from Eastern Europe presented in different areas of health are
for the same cause: the weakness of a preventive health culture. Professionals in the field of
obstetrics and gynaecology indicated that the problems regarding these group of women are also
language, periodic compliance reviews, including controls during pregnancy; the acceptance of
health patterns of the host country, and compliance with prescribed treatment (Fabré, 2010). In
connection with this, they presented high rates of premature births and low birth weight (Río et
al., 2010). Similarly, the Voluntary Interruption of Pregnancy (VIP) is higher in women from Eastern
Europe, presenting the highest rates in the study of Fabré (2010). In many of these cases, abortion
acts as a method of family planning, not making use of contraceptive methods. In the case of
Romanian women, the rejection of use contraceptive systems is related to cultural reasons. The
characteristics of women who undergo VIP are (ACAI, 2006 and 2008): the 50% are in irregular
situation and the 73% are living less than three years in Spain; the 21% had an unwanted
pregnancy in the 12 months following their arrival to Spain; the 50% did not use any contraceptive
method and a high percentage is using only natural methods; and the 50% stated that it did not
arise attend a planning centre.
These data indicated the cultural models of origin with a lack of family planning that increases the
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risk of an unwanted pregnancy and the difficulties of information after the arrival to Spain. From
other side, Rio et al. (2010) indicated that the prevalence of births to teenager mothers was
between 3 and 5 times higher in migrants than in Spanish women, presenting East European the
higher levels.
Healthy habits:
Finally, several experts underline the need of increase the prevention and promotion of healthy
habits among migrant people. Regarding to Eastern migrants, a high consumption of tobacco and
alcohol is noted. Rodríguez et al. (2008b) have showed that Maghrebi people are the higher
consumers of tobacco. Regarding to alcohol, the 32% of Eastern migrants declared to be “regular
drinker", this percentage is the higher among the whole migrant collective. Moreover, Tordable et
al. (2010) detected other relevant consumptions like drugs or heroin. In their study, the Easter
Europeans migrants are who have the higher consumption of heroin.
On the other hand, the self-medication is higher in this collective (Jiménez & Hernández, 2010) and
the migrants from Easter Europeans represented higher use of medical urgencies, after the
Maghrebi people and native people (Rodríguez et al. 2008a; Ben Cheikha et al., 2011). In the case
of women, their major frequency of hepatic pathologies is related to the alcohol consume (Fabré,
2010). From other side, the percentage of smokers is very high, having increased very significantly
in recent years. High prevalence of tuberculosis in Russia, Ukraine, Belarus and Romania and
hepatitis B in Bulgaria, Albania and Romania is observed (Fabré, 2010).
Despite the observations provided, women from Eastern Europe fit well and do not create
administrative problems and care in hospitals. The problems of culture of prevention mentioned
are not only due to cultural or religious differences, or lack of family freedom. Perhaps other
aspects are relevant such us: language barriers; health systems which do not enhance prevention;
the working day; the recommendation of prevention and training in the health field, particularly
among young people and the newcomers, that is performed between experts.
In summary, the alcohol and tobacco consume seems the more extended practices among the
Easter Europe migrants, and consequently, it is recommended the promotion of strategies of
prevention and the knowledge of migrant lifestyles.
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CHAPTER 5. Need analysis’ methodology
The methodology used for the preparation of this report follows the steps given in the documents
generated since the beginning of the project by ISS and OXFAM. This methodology, designed to
cover the objectives outlined in the analysis of the needs, aims to gather information for the
subsequent CHE Model adaptation. The objectives of the analysis seek:
-

Broadly typify the state of health of immigrants and their main health problems.

-

To define the services: organisations’ aids, services offered, geographical coverage.

-

To evaluate and identify the health professional skills.

-

To identify immigrants needs and their health knowledge.

Firstly, to meet these objectives an extensive search in databases of scientific literature has
conducted. It has allowed a literature review with the best guarantees of completeness. The focus
was in collecting information about Spanish migration and the integration in the health system.
This search has been conducted in general databases, as Dialnet (database of the Spanish
university libraries, with access to a large virtual library) and in specialized databases, as Cuiden
(Index Foundation database, which compiles scientific publication of Spanish and Latin American
nursing), Infosaludlaboral (website created by the National School of Occupational Medicine which
collects information resources on Health and Safety at Work preferably in the Hispanic sphere);
Lilacs (scientific and technical literature in health in Latin America and Caribbean). The Keywords
used were: health and migration; immigration and health, multiculturalism. Likewise, international
databases were consulted, as Cinahl or Medline, in order to include other relevant publications in
English that could have not found in the Spanish literature. Separate sections of the report have
used data sources developed by the SNHS and other official agencies. Among other sources, the
Municipal Register (population data), Labour Force Survey (social and labour data), National
Health Survey (health data), National Survey on Working Conditions (occupational health data),
and Eurostat have been used. Likewise, two portals of particular interest to the Spanish case have
been consulted: Salud-inmigrantes [Immigrants-health] and Red inmigrantes y salud [Immigrant
and health network]. Both of them provide access to documents, information and other resources
such as multimedia resources or direct communication facilitators, informational and materials for
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health promotion among migrants, intercultural awareness and training materials for health
workers on intercultural communication. The results of the literature search are shown along
chapters 2, 3 and 4, in which the characteristics of the immigrant population in Spain are detailed.
Also the characteristic of the selected group and the SNHS are described, and three good practices
are discussed in relation to the field of study.
Secondly, for further information collection that would enable the best orientation for the MEET
project, two focus groups and an interview with a social worker have been conducted. These
qualitative methods have served to identify the needs of the immigrant population, healthcare
workers and social workers involved in the promotion of intercultural health in Spain. Through
these techniques, reviews and critical views of potential participants in the project were collected.
This enabled to find tools and identify the most relevant training topics.
The first focus group involved healthcare professionals (medical and nursing staff). Participants
were contacted by Health Councillor and the health centre coordinator, both of Xàtiva. Initially, 8
participants belonging to the public health system were selflessly invited because of their contact
with immigrant population. Finally, six women attended the focus group whose professional
profiles were the following: paediatrician, midwife, family physician, emergency professional of
Luis Alcanyís Hospital, public health technical and nurse (more information in the minutes of the
focus groups). For group dynamics, a script with questions and discussion topics was used which
was provided by ISS, containing the following issues:
-

Access to care and services of prevention programs.

-

Factors that limit access to social and medical services.

-

Suggestions to expand the information to access to health services through the
participation of migrant communities.

-

Presence of training and professional updating courses for health workers aimed at
expanding the knowledge of specific needs of immigrants and to promote a “cultural
competence” services.

-

Suggestions to the implementation of "networks" of professional associations, physicians,
international organization, social and health workers and human rights and immigrants
organizations.
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-

Knowledge of prevention programs.

-

Knowledge in the organization of information campaigns to promote health.

-

Knowledge about risk behaviours on vulnerable groups.

-

Knowledge of multilingual material with useful information.

-

Information about health services, the organisation and how to access.

The second focus group involved immigrants who representing the main migrants association of
the locality in which the project is being developed (Xàtiva). The immigrants were invited to
participate through an association that was contacted thanks to the participation of the
Department of Social Welfare of Xàtiva. This association principally take care of immigrants from
East of Europe (Bulgarians and Romanians mainly) on which the Spanish partner will focus its
attention throughout the project. Eight people were convened, but finally four Bulgarian women
attended with these characteristics: between 22 and 50 years all, medium levels of education, and
different employment situations (more information in the minutes of the focus group). This focus
group was developed using the same list of questions that in the previous one, selecting the most
relevant questions for the immigrant group:
-

To characterize the health status of immigrants: identifying the gaps between migrants and
providers of health, the main challenges and barriers, and potential areas of intervention
of the CHE model.

-

To characterize the health services towards immigrants: identifying the aid organisations,
services offered, geographical coverage.

-

To identify the training needs among immigrants: evaluation of their knowledge and skill in
health, and potential areas of intervention.

Both groups have followed the protocol recommended by the project coordinator with a previous
introduction of the project objectives and the dynamics of the focus group by the moderator; also
a presentation of the participants and a wide span of time for questions and discussion based on
the script provided. Both focus groups were performed in the Cultural Centre of Xàtiva. Both
groups have lasted around 80 minutes and have been coordinated by members of Polibienestar
research team. The sessions were recorded and transcribed to facilitate further analysis,
supported by Atlas.ti, and the elaboration of the results report.
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Finally, an extensive interview with the social worker of the main health centre in Xàtiva was
conducted in order to achieve a higher level of knowledge about the health problems among the
selected group of immigrants. This has enabled to determine more precisely the issues that can be
addressed with the CHE model. Despite that this technique has been used in a supplementary way
to the focus groups which are prescribed by the project coordination and its content has been
included in the chapter of results.

CHAPTER 6. Results
This chapter presents the results of the focus groups and the interview developed in the city of
Xàtiva (Valencia) in the Spanish context of the MEET project.
6.1. Results of the focus groups with health professionals
In this section, the results of the focus groups with health professionals and the interview with the
social worker are described.
6. 1.1. Features of the target population from the perception of health professionals
The data from the Local Government of Xàtiva (2013) show that the population from Bulgaria and
Romania are one of the largest migrant communities in Xàtiva. Therefore, it would be expect that
the health professionals had some knowledge about this group. However, great part of the
consulted identified that Bulgaria and Romania people as a group which is decreasing. From this
perspective, the professionals underlined as a turning point of the crisis, which has caused
migratory flows of return to the countries of origin. The whole of the professionals did not have
the same perception. For this reason a comparative analysis of the speech by medical specialty had
been suggested:
The representation of the size of the group of Eastern European is directly related to the medical
specialty. While the midwife, the paediatrician, the nurse (which runs programs of promotion and
prevention of health) and social worker insisted that this population is decreasing; the doctor of
Primary Care and the professional of medical urgencies thought otherwise. This disagreement
could be explained by an inverse correlation according to the use of medical services by Rumania
and Bulgaria people. This population has a similar pattern of childbearing to the native population
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(1 or 2 children by woman). This fact constrains their contact with the mother-infant preventive
attention, and they are not users of programs of preventive and health promotion. They are
progressively integrated into society and, therefore, they know and use the public resources and
do not use the social worker services. By the contrast, they are becoming familiar with the care
pathways. For that reason they access to health services thought Primary Care. However, they
suffer intensive days of work that also causes the frequent use of hospital emergencies.
Nevertheless, from other level of the analysis, an explanatory hypothesis of decoupling between
figures and social perceptions would affirm the following: is not that they are decreasing, but they
are undergoing a process of invisibility under the idea of integration. This conception is exemplified
in the speech of the professionals with the idea of people from the Bulgaria and Romania as a
similar to native population.
“A: but I think they make fewer groups between them.
UH: I don’t know.
A: It gives me .... gives me that feeling.
PR: Because they feel more integrated into our culture maybe.
A: Maybe more similar, maybe
PR: Eastern women are more like us. I think they are…more integrated. Then maybe don’t have much
need for groups, as you were saying…”.5

However, this perception is not stable but it has been creating while the migrant population has
been integrated into the society. With the aim of drawing the social representation that health
professionals have of this group, some features highlighted in the focus group have been collected.
These data offer the following profile of migrant: youth women with high culture; working in jobs
that are not according to their skills (women are mainly carers of older people and men work in
agriculture or construction sector); with not extensive family; no contacting with peer groups but
using support networks, for instance, in order to access to health services.
Regarding to prevalent diseases, the professionals highlighted no important differences with the
native population:
“The same of here, at least the Bulgarians. Back pain, the musculoskeletal pain and then, a certain age,
the same, hypertension, diabetes…” (Doctor of Primary Care; GDP6).

5

In this dialogue: A is the midwife and PR the primary care nurse.

6

GDP: focus group with health professionals
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It have been stressed the back pain caused by jobs which required constant weight load and the
consumption of tobacco, but more the alcohol, as harmful health habits. This consumption is
explained by cultural reasons because they are used to drinking more alcohol.
6.1.2. The access and the accessibility, two dimensions to be analysed
The Spanish Royal Decree 16/2012 amended the universal and the free access to healthcare
services which was regulated the General Health Law of 1986, as mentioned in the chapter 3. This
Royal Decree restricts the access to public health services to migrant and native population who, in
general terms, do not contribute to Social Security System. Through the analysis of the
professionals’ speech, we could differentiate between the access and the accessibility. When we
are referring to access in the framework of this research, we are focusing in the usability of public
health resources by legal status of residence. However, when we refer to accessibility, we concern
to those barriers, tangible and intangible, which constrain the real situation of the right to use the
SNHS.
Access to healthcare services:
As mentioned in the chapter 3, for accessing to the SNHS it is necessary to have the health
insurance card. This fact contributes to the expulsion of the Primary and Specialized Care of an
important migrant group and their concentration in medical urgencies, as recognized the
professionals. The implementation of the mentioned Royal Decree has complicated the pathways
of access and the experience of insecurities by health professionals when they are providing
information to migrant people:
“Bureaucratic part is very complicated and all the people do the same: talk to the social worker”
(Nurse: GDP).

The social worker of Xàtiva confirmed that a great part of her work is to help migrant people to
process the insurance health card and to inform them about the care levels and healthcare
pathways. However, our target population should not have problems with the access to healthcare
services due to the fact that people from Bulgaria and Romania are Europeans from 2007 and they
may have insurance health card. However, the new Law regulates that the healthcare services are
funded, by public funds, by the condition of insurance status. This implies that, in some cases, the
healthcare right could be diminished. The professionals identify these situations among population
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attended and recognise that they do not have the necessary information to respond. For this
reason they delegate this task to the administrative staff or to the social worker. This complex
situation implies: the development of strategies by the migrant people to overcome the barriers
(for example, they try to access to healthcare services with the insured health card of other
person); the lack of the sickness tracking, as was explained by the professional working in the
medical urgencies service who care people and then they cannot track them later; and a delay in
access as the midwife explains:
“yes, it is possible that some amount of pregnant women come late to visit you. While they find out if
they have or do not have right and what is the person who they are going to come with” (Midwife: GDP).

Other important constraint factor is their economic situation because the pharmaceutical copayment. This economic barrier is, therefore, an added difficulty to the availability of health
insurance card:
“Well, currently my perception, about I know it, is that it shows those without access to health insured
card and they have no money. They do not buy medicines. Maybe they come but they do not have money
to medicines (Doctor of Primary Care: GDP).
“And then, what you were saying about medicines…eh, I see chronic patients who are hypertensive or
diabetic and they have stopped to take medicines and then yes, I see acute complications "(Nurse: GDP).

Accessibility to healthcare services:
The professionals have highlighted several factors which can be considered as healthcare
accessibility barriers to Romania and Bulgaria people as described below:
1) Language and culture:
When they arrived to Xàtiva, people from Romania and Bulgaria did not speak Spanish. This
ignorance hinders the access to the information about healthcare and breaks the relationship
between professionals and this community. However, one feature of Eastern population is their
ability to learn quickly Spanish, making the first situation of ignorance a temporary situation. On
the other hand, as it has been recognized by the social worker of the Healthcare Centre, they are
people who use support networks and they use the people from the community as a “language
and cultural bridge” between professionals and the newcomers. However, according to the speech
of the professionals, the situations of the idiomatic misunderstanding could be understood as a
cultural mismatch. Thus, is not that the Romanian or Bulgarian people do not understand the
professionals, but they are not able to decode culturally what health professionals suggest or
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prescribe them.
Regarding to the participation in health prevention and promotion programs, some professionals
have underlined no contact with this population in this programs (diabetes, breast cancer,
hypertension…). This lack of participation is often justified by the language barriers or problems
related to the lack of information. However, they consider that the importance of the prevention
and promotion aspect is a feature of the Spanish system and others communities do not share this
view:
“And they have others priorities. We are interested to have prevention and promotion, but the priority to
them is to stay: stay here, keep the child who has here or in the origin country or to maintain all the
family” (Technical of Public Health: GDP).

It is something that the social worker has underlined: Romania and Bulgaria people link healthcare
services with illness. They use the system when they have severe discomfort; this perspective is
the basis of the epistemology of health promotion as suggests the 1986 Ottawa Charter:
“They do not have the perception of promotion and prevention. They came when they have a severe
discomfort and they want you resolve it now. You do not speak to them about prevention. It is the severe
discomfort and it is sufficient” (Doctor of Primary Care: GDP).

2) The bureaucratic issues and the lack of information:
The professionals accuse to highly bureaucratized process as a one of the main barrier of
accessibility. This situation leads to a situation of lack of information and the migrant people go out
of the healthcare pathways, regardless if the person could o not could access to healthcare
services. Therefore, they do not try it and they do not know where they have to go (Doctor of
Primary Care: GDP).
3) Labour conditions:
The professionals have underlined the labour conditions of migrant people as a barrier to access to
healthcare services in different occasions during the focus group. The care work and the jobs in
agriculture and construction sectors are characterized by hard working days. These aspects
constraint the free time to care their health and to go to Primary Care in opening hours. This
particularity implies that even though it is a population that, in principle, has the access to
healthcare services, finally, they use the medical urgencies as a way to solve their health problems.
6.1.3 Resources used to support the accessibility of migrant people
In the focus group the professionals were asked about the resources used to support the
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accessibility of migrant people. The responses have as a core the idea of how to save language
barriers between professionals and migrant people. The professionals manifested that they do not
have sufficient resources to guarantee a correct communication. Their language skills are not
adequate to have a conversation with therapeutically objectives. Thus, they should demand to the
users that they attend to the consultations accompanied with a person who can speak Spanish.
According to them, this is a common practice between the target group.
Some professional use some tools which are found in the scientific literature, such as
questionnaires, translated materials and translators. The professional of medical urgencies uses a
attention telephone in different languages to facilitate translation of messages transmitted. On the
other hand, following Baraza, Lafuente & Granados (2007) and the theoretical framework, the
professionals of Xàtiva confirm to have little training in what has been called cultural competence.
It seems that there is not available supply of training activities that cover this area. Moreover,
there are certain barriers like: the lack of time, the concentration of training activities in specific
periods of the year, the limited power of attraction and the mismatch between the contents
programmed and taught.
6.1.4. Exploring the start of CHEs model
The professionals greatly appreciate the support of peer group, highlighting it as a measure to
promote better accessibility of the migrant people to health services:
“all the access to programs and test are not accessible to them. I think that it should have mediators or
whatnot, whatever. Something, someone who might accompany them, because that was their culture,
because a little someone who could facilitate that. The access is complicated but if they can understand
and they Know that they can call me or whatever, or if they have a mediator or someone they can
approach that level of access to both language and, for that, someone who can cover a little why they
cannot” (Nurse: GDP).

The professionals who participated in the focus group expressed some interest and awareness of
the proposed networking “professionals-migrant people”. However, some professionals have an
idea of networking as a professional resource, or training-information tool for migrant people. This
conception is close to a unidirectional dialogue of expert much more than the “Network
conversation”. In fact, the professionals expressed not having contact with the migrant local
associations and unknowing the figure of “trained health worker". However, others professionals
have a clear idea of this kind of network and the features of this work:
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“No, because…let me see, it supposes that networking is not only to meet us in order to speak about my
problems, is to do things too, isn’t it? It is to do something, ok? It is to detect something and do
something” (Public Health Technical: GDP).

The professionals have underlined questions such as: different realities in the different centres of
Valencia; it was highlighted as a need “the local character” in order to have an effective working
network; on the other hand, it was pointed out the need of having professionals trained in the
subject.
6.2. Results of the focus groups with immigrants
In this section the main results of the focus group with immigrants are showed, highlighting the
aspect of the social integration because the importance given by them and the interest of this
approach for the MEET project.
6.2.1. Integration
During the conversations with the Eastern European Associations it was detected that the migrant
people expressed a critical and ambivalent attitudes towards the term immigrant integration. The
institutional responsible and the main part of the group considered the term as short term to
explain: on the one hand, the currently reality of the migrations and, and on the other hand, their
own reality. The critical attitudes were maintained by the responsible of the Association insomuch
as she opined that the term of “integration” has negative and discriminatory connotations:
“the migrant associations have the feeling that when the administrations and the people, in general,
speak about integration they make us responsible, and this is not the way (MDFG7)”.

Moreover, she expressed that this term silences the previous ideas and the discriminations about
migrant, acquits the native population, and exempts their responsibility in the implication in the
migrant process:
“As much as I want to be integrate, if you do not want to accept me, I could be the most polite, trained,
capable, intelligent person. I wish to be integrated in this society, work, contribute with my knowledge but
if you have these previous ideas of my own integration and not with a ideas about mutual integration, this
is no longer possible. So, the word of integration has to be out of the official vocabulary” (MDFG).

In addition, she proposed other attitude as alternative of the integration approach based on the
coexistence approach:

7

MDFG: Migrants' Discussion Focus Group
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“So, starting of this point of view, we don’t speak about integration, we speak about coexistence because
the integration it supposes that was successful in the first years, in the first decade of XXI century”. […]
“Integration problems, in general, technical do not exist. The integration problems are inside of each one
of us, which are those explained in the studies” (MDFG).

However, despite the idea expressed above from the institutional responsible, which is widely
shared in the migrant collective, it is necessary to point out some discrepancies between the
members of the focus group. Part of them stated that there is still a problem of integration.
Therefore, this problem is not yet solved, as was argued from an institutional position. This migrant
people showed a less diplomatic and neutral opinion, seeking to establish clearer responsibilities in
the area of integration, which remains controversial for some. This conflict is reflected to them in
the look of the native people which expressed discrimination:
“Sometimes, you need only the look, they are looking at you as foreigner, not like one of them and,
moreover, we are more than 12, 13 y 15 years working here, we are not living expecting that they could
give something to us, working and paying all you pay, the same. But the look…”(MDFG).

The look is the most typical metonymical image in order to detect discrimination, integration
problems, also showed as indicator in the literature. In this case, this argument emerged strongly
in the first steps of the focus group. Thus, migrant people state the need of coexistence expressed
by the institution, but the look of the native people is still reflecting the integration problem.
The confrontation between responsible and migrants was smoothed, reaching a consensus about
the idea of the integration is a matter of all. It was accepted the idea about coexistence as a longterm idea:
“It is clear that speaking in political terms, we could say a lot of things and express our wishes about joint
lives, balanced, without racism, without xenophobia and without previous ideas, but until you go from
words to deeds…
- It will take time
- …it will take time"(MDFG).

6.2.2. The main problems regarding to healthcare services
When the topic of health problems was proposed, the first ideas that emerged were the healthcare
services and the problems of documentation. The documentation required by the SNHS and the
administrative process is a preoccupation for the migrant people:
“If my brother comes, for instance, if he comes here, he takes the European card, and this is supposed to
come here and something happens, if you go to the hospital, they will give all he needs, but when you go
with this card, they say: this is worthless” (MDFG).

41

The crisis and the process of consolidation of Bulgarian people as European citizens show doubts
and gaps in the cases of the relatives that come to Spain and they were not attended or they were
to the medical urgencies.
The second issue mentioned is the language. In the group a migrant who has large linguistic
domain usually accompanies other migrants to the healthcare services. She said:
“I am three years accompanying people to the medical centre and the main cause is the language, they
cannot speak, they do not understand what the doctor is telling them and is mainly about analytical
results. [...] they are afraid to say something wrong and the doctor did not understand them" (MDFG).

Consequently, despite these migrants are able to speak daily Spanish, there is a gap in the
communication in the field of health. The discussion about language opens up various proposals by
migrants, such as hiring translators, which also would encourage the labour integration of migrant
people. In addition, it was mentioned the need of translation in the urgencies services, where the
accuracy of the information may be required it.
The third problem mentioned was the waiting lists. The issue is defined as a general problem that
affects everyone, migrant and native population, but according to the previous ideas showed
above, it pushed some opinions. Their perception about the use of medical urgencies contradicts
the vision of them as users cluttering services. The responsible of association stated that the issue
of emergency is a minor problem, reduced to 10% of people who go "too wide", the rest are
people who feel bad and make proper use of the service:
"It is clear that 10% of foreigners, I think, but 10% of the people who go to the medical urgencies, they go
very wide, but others do not misconduct, they go because they really have a problem and they need to
solve it, like all other people, not with the intention to sneak anyone or have better serve or earlier than
anyone, it is because they really need the help of a doctor"(MDFG).

The small percentage of people abusing the medical urgencies is characterized as an educational
problem:
"It is just the profile, the mentality of each one. The training and education of each one".

There is an effort to remove the migrants from the stereotypical of the abuser:
"People who steal, people who go and work without quote, who earn money in black ... these people exist
and will always exist. They exist everywhere. People who want to take advantage of, this is not
nationality, is not a profile of nation, is a profile of education, and this is all"(MDFG).

Beyond this position, appear in the group other motivations for using this service that is not
related to a lack of education but with management problems:
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"I live in Anna, Xàtiva is near here, doctors are only until 2, then where do you go if something happens
from 2, then you have to go to the medical urgencies and many people go, and you have to wait long. If
there is any doctor in the afternoon, it would not be of this manner, you will go where you live, not to
medical urgencies in Xàtiva, I say” (MDFG).

Finally, it is relevant to mention the great satisfaction of the healthcare services in Spain showed by
migrant people:
"The people are happy, first because they come from a very bad system where they have to pay for
everything, but everything that they can access. An operation is ... and you die, you die... so here, both
Bulgarians and Romanians have free access, even what they have to pay, they take it and they appreciate
it, as a thing that they cannot have it in their respective countries. And complaints, few” (MDFG).

6.2.3. Health status features of migrant
The main diseases among immigrants are, in their own words:
“Smoking first, second cancer, and we do not specify breast cancer because we know several cases, many
cases of Bulgarian women. Then problems with the system...with bones "(MDFG).

Members of the group completed the list with health problems associated with the jobs they
carried like construction and truckers. Regarding smoking, some opinions were linked:
“What the Bulgarians are living in the last 30 years. The life has changed, people are living in crisis for
many years, seeing out, without seeing light in the tunnel and the stress is very large, and people find
comfort in anything they can..." (MDFG).

These external sociological causes are mentioned without going into much more about it. The
theme derives in reasons of psychological nature:
"Habit, is a habit of much time. I smoke a long time ago, and I think I will not stop. But, personally, my
problem is that I do not want to stop it. It is something different not being able and not willing. I don’t
want. The truth is that I don’t want to stop it "(MDFG).

This sphere is presented by migrants as an unchangeable habit due to it is necessary high
willpower. Another aspect about healthy habits is the consumption of alcohol, although inside
their collective it is not recognised as a problem. However, the cultural factor was identified as a
determinant of the high rates of consumption:
"Alcohol maybe, yes, but compared to the measures that the Spanish people have, because in Bulgaria
has always been drunk otherwise. For you 100 grams of alcohol are a lot of alcohol, but for us that is
nothing... [...] It is an appetizer"(MDFG).

This character of "snack" trivializes the evils that high alcohol consumption can bring and
reinforces the cultural image of alcohol as something unimportant. However, despite this view of
alcohol as something cultural, the group argued that this is a single problem rooted linked to “the
mentality and the lifestyle of each one". As in the case of consumption of tobacco, it turned to
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individual factors and personal habits: “A person drink or not drink. It is true". Maybe these
individual reasons of alcohol consumption are related with the psychologizing problems point of
view. However, without neglecting the individual sphere as the source of problems, we consider
the social sphere (crisis and ways of life) are preferred areas of intervention in order to intervene in
the consumption of tobacco and alcohol. Although social and cultural factors among migrants were
mentioned, it seems that individual aspects and good habits will determine a reduction of the
consumption of tobacco and alcohol. The presence of these contradictions among migrants about
their consumption of tobacco or alcohol makes the topic a field of reflection, action and
prevention needed. This reflection is the great interest for the purposes of MEET.
When we asked about other types of drug consumption, strong expressions of disengagement and
outright refusal were obtained. This exculpatory tone are linked to the stereotype that migrants in
Spain are linked with drug trafficking and consumption. This criminological dimension may
interfere in the recognition of problems in the health dimension.
In the literature review, reflected in the chapter 4, some problems with Eastern Europe migrants
are linked with sexual and reproductive health (with higher rates of VIP or sexually transmitted
diseases). Even in the focus group of health professionals were mentioned these problems.
However, in this focus group these topics were no perceived as problems and they stressed the
existence of mixed marriages as symptom of standardizing, which is interpreted as an indicator of
full equality between migrants and native people. Added to this, it was mentioned that, perhaps,
this could be a problem in older women but not in the young women.
The labour health is one of the areas where most migrants clearly manifest health problems. The
labour accidents in the construction and road transport were widely known because these are
professions where many migrants from Eastern Europe are concentrated. A critical position about
this issue was showed by migrant people due to the labour insecurity conditions in the companies
and the immoral behaviour of them, trying to dismiss the injured workers in order to save the
compensation.
The mention of mental health caused looks, smiles and reactions of complicity between the group.
On the one hand, they said that there is a normal situation, but on the other hand, they said the
otherwise:
44

"We suppose that we are normal but… not (laughs) [ ... ] there are no statistically depressions but we are
all more depressive..." (MDFG).

These contradictory attitudes limited the study of this subject. Finally, two ideas were expressed:
(i) The idea that the crisis causes mental suffering that can affect natives and migrants; however,
migrant highlighted a greater impact of the crisis than in native people:
"Here, every second, Spanish people are depressed. You are in your country, you live with your parents,
and you are 25 and ... are you depressed? ... and if you pass the things that we pass…will you die?"
(MDFG).

(ii) This overload maintained by migrants is completed with the second of the ideas based on the
migratory grief:
“Just putting yourself in the shoes of a foreign, go through what they have lived or not, is like the proverb
-wearing their shoes and walk their way or tripping over the stones that they have stumbled, only in this
way you will understand the truth-, only a part of the person, not the whole. Every foreign person has an
added burden, everyone and that it is unavoidable, because like it or not happens (MDFG).

The mention of migratory pain, mental burden generator, leads to the recognition of more
psychological problems which also involve connections with other diseases.
6.2.4. Reviews about training needs and prevention
With a view on the immigrants training needs, they believe that age is a significant limitation.
Young people are more open-minded and have fewer needs; instead the adults have serious
difficulties in this regard:
“Young people is not like that, they are not, but people over 30 are absolutely not, we cannot inculcate
them any training issue, not even about health, none. Because they usually have an instinctive rejection of
that issue” (MDFG).

The adjective “instinctive” is full of meaning about the difficulties in this regard of those who:
“have already lived 30 years in a way and now it is so hard to change that person into a healthy lifestyle,
that would be difficult, although of course, it could get it. However Bulgarians are not willing to have a
training and neither to take an advice about prevention” (MDFG).

Asking the group for the better way to break down the resistances described, the answers tended
to an individual approach for the training and prevention processes. The greatest progress will be
achieved disseminating the information individually; big results on processes involving meetings or
discussion groups cannot be expected, which will be a waste of resources and even a
counterproductive method:
“When you tell them they have to meet, it doesn’t work, if we want to spread information it should be
individually, each one separately.” […] At the end, they will come, and 35 out of 150 people will
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understand something but the others not. Even with the risk they go worse off than they were” (MDFG).

In this context, the chances of success of a prevention and health education program based on
equal education were proposed to the group. The answers were very positive, considering the
information from a nearby compatriot could be an effective way of intervention. The immigrants
know and have already participated in other prevention projects, about which they feel very
pleased and even proud:
“We have done a few projects in health, two about drugs prevention and two about general prevention
through Xàtiva Town Hall. And we have got results in health projects, and in my opinion, better than in
other areas” (MDFG).

We consider that the participation in previous prevention projects, together with the detected
suitability of peer education model expands the probability of success in an intervention based on
CHE model, specifically in this group of immigrants from Eastern Europe. Reducing the
consumption of tobacco and alcohol through the promotion of healthy habits may be the focus of
the project.

CHAPTER 7. Conclusions
Spain had experienced an increase of migrant people since 2000. However, this trend has been
interrupted due to the crisis effects in the Spanish economy in the last years. The migrant people
from East European countries are the main nationalities of migrant people from European Union in
Spain and in the Region of Valencia where the project is being developed. The statistical
representation of these migrant collectives is reflected in Xàtiva, town where the focus groups
were carried out and the training will be developed. In fact, the migrant people from Bulgaria and
Romania represent the 50% of the total of migrants in the city of Xàtiva.
Although the main motivation of the migrant flows in the whole of the migrant collectives is the
labour reason in Spain, the literature has identified some different patterns of integration in each
one. Thereby, the high level of education of the Bulgaria and Romania people and their easier
labour inclusion due to their “brand image” in Spain, have been highlighted by the scholars
(Domingo, Gil & Mainsongrande, 2008; Viruela, 2009). However, regarding to the health field, the
inclusion of this group is still a challenge for the SNHS.
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Thus, difficulties such as the different culture and health habits, the language barriers and their
living conditions in our country are elements that must be faced in order to achieve their
healthcare inclusion. In addition, the last legislative amendment undertaken by the Royal Decree
16/2012 of the urgent measures to ensure the sustainability of the SNHS constrains seriously the
health rights of migrants in Spain.
In order to deepen into the migrant health needs and their reality and the multicultural
competencies of the health professional in this regard, two focus groups and an interview with the
social worker of the health centre of Xàtiva have been carried out in the present research.
The results of the focus group with professionals have showed that the professionals understand
the relationship with migrant people under the concept of integration as assimilation, fact which
has been criticized by the migrant people from Bulgaria and Romania. The professionals expect of
them an effort in being like native people, restricting their cultural competence and promoting the
invisibility of people from Bulgaria and Romania as “no problematic community”. Therefore, the
perception is that this migrant group does not present differences with Spanish people regarding
to diseases. However, the labour condition of migrant people was pointed out as a conditional to
have chronic diseases. Moreover, the cultural habits have an important role. Thus, alcohol is
identified by professionals as a cultural element that can lead to specific diseases, such as cirrhosis,
or addictive behaviours such as alcoholism. In this line, the literature has showed that one of the
main health problems among migrants from Eastern Europe is their high consumption of tobacco
and alcohol. Rodríguez et al. (2008b) estimated that this group is leading the smoking rates.
Regarding to the alcohol, the 32% of respondents of Eastern Europe in his study declared
themselves as habitual drinkers, being the highest percentage of all migrant groups. At the same
time, the latest edition of the Atlas of Snuff, published by the American Cancer Society (Eriksen,
Mackay and Ross, 2012) illustrates that the countries of Eastern Europe have the highest rates of
consumption. In addition, similar results have been reached by the World Health Organisation
(2013).
Hence, it seems to be certain consumer behaviours that are backed by their culture which could be
consider as no normal from our health paradigm for the health professionals. Moreover, the
analysis of the migrant focus group has coincided with this last aspect showed in the literature and
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the results of focus group with professionals. Thus, migrants from Rumania and Bulgaria have
referred to alcohol and smoking as the main health problem. According to them, the crisis, the
existential problems and the difficulties faced by immigrants are causes of this high consumption.
Moreover, the persistence of these bad habits and the culture have an important role, as showed
above.
According to these data an intervention addressed to improve these habits could have a significant
impact in the levels of migrants’ health. Therefore, it can be concluded that the health and
migration binomial converge in varied and highly complex problems as cultural aspect or living
conditions that could not confirm the hypothesis of "healthy migrant".
Thereby, the migration flows and its impact in the field of health remains an unknown
phenomenon for the professionals, where an insufficient investment in multicultural skills training
courses addressed to the health professionals has been detected. The results of the focus groups
have showed that the migrant people and the professionals has developed “survival strategies” like
the use of translators or the accompaniment of the migrant members that can speak Spanish to
the healthcare services.
In this sense, the professional have showed an interest in CHE Model due to the importance of
Cultural mediation services in the field of health beyond to the mere translations in order to
understand the “meaning of culture”. This fact reflects the need to take on this reality and
undertake initiatives in order to minimize this gap. Some projects related with this health gap have
been developed in Spain as MIHSALUD, Red-ISIR and the River Project. However, these projects fail
their attempts to involve the main actors. Thus, these initiatives are focused only in the
professionals or not include the political representatives.
The guarantee of the right of health for migrants in the same conditions as native people is a
complex objective that requires the contribution of the whole parties involved in order to give a
holistic response based on a real diagnostic of situation and under the consensus of the actors. For
this reason we consider that CHE Model is a perfect tool to achieve these objectives and to
guarantee the real health right for migrant people.
As a result of the literature review and the qualitative methodology developed, these are the
characteristics of the CHE Model that is going to be developed in Spain:
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-

The target group to address the CHE Model is composed by East European migrants.

-

The topic to be addressed in the training is healthy lifestyles in order to reduce their
consumption of alcohol and tobacco and to promote among them preventive programmes.

Glossary:
The investigation underlying the formation training phase of the MEET project was directed to the following
concepts: health promotion, inequalities in health, integration in health services, health of the communities
(World Health Organization [1998] Health Promotion Glossary. WHO, Geneva, and its subsequent
amendments).

Following, the list of the most used terms in accordance with the EMN – European Migration
Network (2012) Asylum and Migration Glossary 2.0.
Integration: in the EU context, Integration is a dynamic, two-way process of mutual accommodation by all
immigrants and residents of Member States. The promotion of fundamental rights, non discrimination and
equal opportunities for all people are the key issues of Integration. Source: COM (2005) 389: A Common
Agenda for Integration Framework for the Integration of Third-Country Nationals in the European Union
Social inclusion: in the EU context, a framework for national strategy development, as well as for policy
coordination between the Member States, on issues relating to tackling poverty and social exclusion
Social exclusion: it can be defined as a situation whereby a person is prevented (or excluded) from
contributing to and benefiting from economic and social progress
Emigration: in the EU context, the actions by which a person, having previously been usually resident in the
territory of a Member State, ceases to have his or her usual residence in that Member State for a period
that is, or is expected to be, of at least twelve months.
In a global context, the act of departing or exiting from one State with a view to settle in another.
Immigration: is a process of moving, either across an international border, or within a State. It is a
population movement, encompassing any kind of movement of people, whatever its length, composition
and causes; it includes migration of refugees, displaced persons, uprooted people, and economic migrants.
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Migration: in the EU context, a broader-term of an immigration and emigration, i.e. the action by which a
person either:
(i)

establishes his or her usual residence in the territory of a Member State for a period that is,
or is expected to be, of at least twelve months, having previously been usually resident in
another Member State or a third country; or

(ii)

having previously been usually resident in the territory of a Member State, ceases to have
his or her usual residence in that Member State for a period that is, or is expected to be, of
at least twelve months.

In a global context, the movement of a person or a group of persons, either across an international border
(international migration), or within a State (internal migration). It is a population movement, encompassing
any kind of movement of people, whatever its length, composition and causes; it includes migration of
refugees, displaced persons, economic migrants and persons moving for other purposes, including family
reunification.
Migrant:
A broader-term of an immigrant and emigrant, referring to a person who leaves one country or region to
settle in another.In EU asylum and migration policy context, this is understood to refer to a Third-Country
National entering (or within) the EU.

Migrant (irregular): in the EU context, a third-country national who does not fulfil, or no longer
fulfils the conditions of entry as set out in Article 5 of the Schengen Borders Codeor other
conditions for entry, stay or residence in that Member State.
In a global context, someone who, owing to illegal entry or the expiry of his or her legal basis for
entering and residing, lacks legal status in a transit or host country. (Synonym: insufficiently
documented/undocumented/illegal/clandestine/unauthorised migrant).
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