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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 on public policy for the health and the Recommendations of
Adelaide at the Second International Conference on Health Promotion of 1988 are the reference
documents for 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 WHO was launched and the challenge of the
inequality was discussed and addressed at global and European level by WHO and European
Commission (EC).
The European Union (EU) launched a second Program for action on Health in 2007 with the
following objectives:
 To promote Health reducing health inequalities
 To improve citizens’ health security.
 To create and disseminate information and knowledge on health.
The EU Spanish Presidency of the January-June 2010 semester faced the issue of health
inequalities and the monitoring of social determinants of health in the European Union.
Through the adoption of conclusions on “Equity and Health in all policies: solidarity in health” of
the EPSCO Council, EU encouraged all Member States to acknowledge the impact of the social
determinants of health in the development of the health conditions 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
work, income, education and the right to prevention, information, care and cure. There is an
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international “gradient” of inequalities among countries that is much wider within the single
nations. During the First International Conference on Health Promotion held in Canada in 1986,
prerequisites for health were the need to support the cause of health and the opportunity of
“mediating” among the different social, economic and cultural systems, between central and local
levels, and among health structures, social sectors, associations…etc.
The issues that can be investigated for the purpose of defining the profile of the health in a
community are diverse and often related to each other: the social, cultural and recreational
context in a given population, the study of the territory, the living environment, 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 World Health Organization (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.
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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.

2

Characteristics of the immigrant presence: an overall look

2.1 Historical evolution and characteristics of the immigrant presence
The following pages report only some characteristics of migration flows in Europe and Italy, being
these a complex, multifaceted and continuously evolving social phenomenon. Given this premise,
we have here tried to rebuild a basic cognitive picture aimed at better placing the theme of
migration in place, highlighting the main macro-scenarios of migration flows.

2.1.1 Immigration to EU and Italy
Europe, once a main geographical area of emigration in the modern history, has now become a
principal, labor-requesting geographical area.
As of January 2012, foreign citizens living in the 27 countries of the European Union (EU) were
34.3 million, i.e. 6.8% of the total resident population. Of these, 13.6 million were EU citizens living
in a country different from their nationality country, whereas, 20.7 million (4.1%) were citizens
from Third Countries. Of these last ones, 38.5% were from non EU countries of the European
continent, 24.5% from Africa (half of them from Maghreb), 22% from Asia and 14.2% from
Americas.
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More than 75% of foreign citizens residing in EU are living in only 5 EU countries: Germany (7.4
million foreign citizens), Spain (5.5 million), Italy (4.8 million), United Kingdom (4.8 million) and
France (3.8 million). The EU countries with the highest incidence of foreign citizens on the total
population are, in percentage terms, Luxembourg (43.8%, with about 37% of foreign citizens
coming from EU countries), then Austria, Belgium, Estonia, Ireland, Latvia and Spain, with
percentages from 10% to 16%. In the other great European countries, the incidence of foreign
citizens on the total population is as low as less than 10%: in particular in Germany (9%), France
(6%), United Kingdom (7.6%) and Italy (8.1%) (data from Idos-Unar, 2013).
Based on their migration history, EU countries can be classified in three large groups:
-

A first group is composed of Countries that have an historical tradition of immigration, such
as France, Germany, and United Kingdom, characterized by a strong foreign presence, still
significantly bound to post-colonial Past or to agreements on migration signed soon after
the Second World War.

-

A second group is composed of countries of the “Old Europe”, which have a more recent
immigration history, such as Italy, Ireland and Spain, where migration flows have started to
significantly raise only in the last 10-20 years.

-

Lastly, the 12 (now 13) countries after the Euro area enlargement, mainly of Central and
East Europe, where intra-Europe East-to-West migration flows that were substantial during
the post-enlargement phase, are now strongly reducing.

The heterogeneous picture, emerging from analysis of data on migration flows to EU Countries, is
characterized by a constant trend of growth of the migrant population, although with different
dynamics, among Member States. For example, several studies indicate that, other than the
classical immigration target countries, such as Germany and United Kingdom and, more recently,
Spain and Italy, there will be novel scenarios involving Countries right now characterized by an
emigration flow, which will become targets of immigration, such as Poland.
Italy is a country characterized by a migration polycentrism¸ differently from other European
countries. Our country receives immigrants from different geographical areas, although people

2-6

coming from countries recently become new members of the European community have been
increasing during the last years.
According to Istat (Istituto Italiano di Statistica), as of 1st of January 2013 foreign people resident
in Italy were 4,387,7211, about 334,000 more than in the previous year (+8.2%) (Figure 1).

Figure 1 - Foreign people resident in Italy. Years 2011-2013, data expressed in thousands. Source
“Statistiche Report Istat, 26 luglio 2013”

Percentage of foreign citizens on total residents (Italian + foreign people) was 7.4%. The number
of foreign residents has grown mainly for the new immigrations (321,000 units) and, in part, for
the foreign newborns (about 80,000). Foreign newborns were, in 2012, 15% of the total new births
in Italy.
The migration phenomenon is very diversified between North and South of the country, in the
large and small towns, in the cities and rural areas. Foreign residents in Italy are very unevenly
distributed. In fact, 86% of foreign citizens are living in the North and in the Center of our country,
whereas the remaining 14% can be found in the South, although it must be outlined that major

1

Estimates for foreign residents in Italy have been calculated on the basis of data from the 2011 census, adding the number of foreign people as of
9 October 2011 to the number of people moved from 9 October to 31 December 2011, to the number of people moved during all 2012.

2-7

increases of new immigrants during 2012 have been registered in the South (+12%) and the islands
(+10.9%) (Figure 2)

Figure 2 - Foreign resident people for every 100 residents in the Italian municipalities, January
1th 2013. Source “Statistiche Report Istat, 26 luglio 2013”

In fact, just as in Europe it is possible to identify different numbers of foreign citizens when
considering the North of the continent and the Mediterranean countries, Italy is characterized by a
distinct territorial dualism between North and South reflected in migration flows (capacity and
direction of flows, but also how they are composed and their quality of life). The great migration
flows from Italy abroad have involved many Italian regions, but in particular, the Southern regions,
and the new immigration, although present as a phenomenon in all the Italian regions, is more
concentrated in the North of the country.
This picture depends on both the characteristics of the migration phenomenon and the features of
the territory, mainly the labor market access. Incidence of foreign people on the total of Italian
residents is 10.1% at the North East (about one out of ten residents is a foreign) and slightly lower
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in North West (9.7%) and in the Centre (9.1). However, in the Southern is about 3% (3.1% in the
South and 2.6% in the islands) (Table 1).

Table 1- Foreign people resident in Italy by gender and geographical distribution. January 1th
2013. Source “Statistiche Report Istat, 26 luglio 2013”
Changes from 2012

North-West
North-East
Centre
South
Islands
ITALY

Males
737,768
553,391
490,113
195,462
83,019
2,059,753

Females
804,985
615,743
570,786
244,453
92,001
2,327,968

Total
1,542,753
1,169,134
1,060,899
439,915
17,502
4,387,721

In the provincial
capitals
543,711
387,908
465,633
104,707
68,804
1,570,763

%
35.2
26.6
24.2
10.0
4.0
100.0

Incidence %
9.7
10.1
9.1
3.1
2.6
7.4

N
109,193
72,469
87,988
47,300
17,172
334,122

%
7.6
6.6
9.0
12.0
10.9
8.2

The most represented community of immigrants in Italy is the Romanian one with about 82,000
people, followed by the Chinese (20,000), the Moroccan (about 20,000) and the Albanian (14,000)
ones. If compared to 2011, new entries in 2012 of Moldovan, Ukrainian, Peruvian and Ecuadorian
citizens are reducing (-41%, -36%, -35% and -27%, respectively), whereas new entries of African
citizens are slightly increasing (+1.2%). Finally, there is also an increase of entries of citizens from
some Asian countries and from war-torn regions (such as Nigeria, Pakistan, Mali and Ivory Coast).

2.2 Background of national social policy of migrant’s integration
2.2.1 Legal framework: historic and legal overview
1. The first piece of legislation on treatment of the foreign citizen in Italy was the so called
“Testo Unico di Pubblica Sicurezza” (a Consolidation Act of Public Security) in 1931,
followed by its implementing regulation in 1940. It was a total of 20 articles; 7 of these
regarded the expulsion of the foreign people and refusal of their entry. These articles
mainly covered the treatment of foreign citizens who committed offences. The law did not
limit entry, mainly to favor tourism, that was the main reason of entries of foreign people
at that time. The law has been in force for many years in spite of the Italian Constitution,
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effective from January 1, 1948, that is imbued of a completely different ethical values than
the Testo Unico di Pubblica Sicurezza.
2. In the absence of a legislative reform, the phenomenon of migration, changed in its nature
and intensity, has been managed directly by the administrative authorities for about a
decade, by circulars of the Ministry of Interior, Ministry of Labor and Ministry of Foreign
Affairs.
3. Only with the law n. 943 of 30th of December 1986 “Rules for the employment and
treatment of non-EU immigrants and against illegal immigrations” there is an intervention
to regulate some aspects of migration for work purposes.
4. The legislative Decree n. 416 of 30th December 1989, then modified and converted into the
law n.39 of the 28th of February 1990 (known as “Legge Martelli”) foresaw a wider
intervention through “Urgent rules in matter of asylum policy, entry and stay of non-EU
citizens and of regularization of non-EU immigrants already present in Italy”. The law was a
first attempt to provide a wide-ranging regulation, although still not organic, for the
phenomenon of migration. In addition, the law abrogated most of the rules in the Testo
Unico di Pubblica Sicurezza and its implementing regulation in matter of stay and expulsion
of foreigners. Lastly, it is worth to mention that article 1 of this law implemented, for the
first time, the Geneva Convention on the status of refugees.
5. After about a decade during which there have been different regulatory actions, almost all
through a legislative Decree, on March 6, 1998 the Law n.40 on “Regulation of immigration
and rules on condition of the foreign individual” was approved. The law comprehended
and coordinated all rules included those of Law 40/1998 and those still existing from
previously laws that were not repealed, i.e. those remaining from the Testo Unico di
Pubblica Sicurezza and from law n. 143/1986. In 1999, the implementing regulation of the
legislative decree n. 286/1998 (DPR n. 394 of 31st of August 1999 “Regulation document
with implementation rules of the consolidation act of provisions for regulating immigration
and rules on condition of foreign people”) was adopted . The legislative decree n. 286/1998
was the first organic law regarding immigration that regulated the treatment of foreign
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individual from entering to staying to expulsion and to integration measures. The law is
known as “Turco-Napolitano” and pursued the aim to program regular entries of
foreigners, to contrast illegal immigration, and to ensure integration of foreigners with a
regular residence permit. This law is still in place although it has been modified in 2002,
2009 and 2011 through several legislative actions.
6. The law n. 189 of 30th of July 2002 (the so called “Bossi-Fini”) intervened in order to
reinforce measures to combat illegal immigration, without modifying the Consolidation
Act. A number of 27 articles out of 49 are modified, however without intervening in the
last part of the law, i.e. the one concerning measures of integration. In particular, the need
to bind the residence visa to the possession of a previous employment contract, was
emphasized. The requirement of digital fingerprinting was introduced and procedures of
expulsion were radically modified, being these always possible with an immediate
transport of the foreign to the border. New penal concepts were introduced that regard
the non-application of the deportation orders. The law also intervened on the procedures
concerning the recognition of the right to asylum by adopting a new regulation introduced
with the DPR n. 303 of 16th of September 2004 published on the Official Gazette n. 299 of
22nd of December 2004.
7. The next law is known as “Pacchetto di sicurezza”. It was the n. 94, approved on the 15th of
July 2009, which introduced “Rules on Public Security” that have increased the penalties
for those who do not comply with expulsion orders, have extended the period of retention
in detention centers, and have introduced the crime of illegal entry and residence.
8. Lastly, the legislative decree n. 89 of the 23rd of June 2011 intervened to modify on one
side the rules regarding the expulsion in order to comply with the Directive 2008/115/EC
on common rules and procedures to apply for repatriation procedures of citizen from Third
Countries with illegal residence status; on the other side, the decree has modified the rules
for the entry and residence of EU citizens and their families in order to comply with the
Directive 2004/38/EC on entry and residence of EU citizens and their families.
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9. Regarding the right of asylum the legislation framework of the laws 19/1990 and 189/2002
has been radically modified thanks to the implementation of EU directives that have forced
Italy to create a real asylum system, hitherto non-existent.
10. On March 10, 2012, the Integration Agreement, foreseen in the article 4bis of the
Consolidation Act of regulations concerning immigration and rules on condition of the
foreign individual (Legislative Decree 286/1998), has become operative. It was an
agreement between the Italian Govern and the foreign citizen entering Italy for the first
time to stay for at least one year. The agreement foresaw a reciprocal duty: on one side
the Italian Govern provided tools to allow the foreign to learn the Italian language and
understand the Italian culture; on the other side, the foreign individual agreed to abide by
the rules of the Italian civil society and duties reported in the Charter of Values of
Citizenship and Integration, implemented by the Italian Government in 2007. The
agreement is in place for two years and can be done by at least 16 years old people.
However, for people aged 16-18 years the agreement must be countersigned also by the
parents.
11. Within one month from the signature of the agreement, the Italian Govern guarantees the
free participation of the foreign individual to a session of civic education and information
on civil life in Italy, organized by the One-Stop Shop, that will last between 5 and 10 hours.
The foreign citizen receives 16 credits, but 15 of these can be subtracted in case of lack of
non-attendance to the session regarding the civic education. Credits numbers can be
increased if certain knowledge is acquired (i.e. education and training paths, achievement
of qualifications, registration to the Italian Public Health System, entering a lease
agreement for an apartment or buying a house, carrying out voluntary activities). Credits
can be withdrawn in case of criminal conviction, even not final; subjection to personal
security measures, even not definitive; commission of serious illegal tax. If a number of 30
credits are achieved within two years, the agreement is concluded. If 30 credits are not
achieved in the due time, the agreement can be prolonged for one additional year. If all
credits are lost, the agreement is interrupted and the foreign individual must be expelled.
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3 National health policy of migrant’s integration
3.1 Organization of Health System
The Italian Public Health System (PHS) has been introduced with the Law 833/78.
The National Health Plan defines, at the central level, health interventions and guidelines that are
targeted to ensure:
primary health care
hospital support services
emergency
prevention
cancer prevention
vaccinations
care and treatment of HIV/AIDS
mental health
women’s health
health services for those people not registered to the Public Health Service (SSN).
The Conferenza Stato-Regioni shall establish the distribution of financial resources at regional level
and both Regions and Autonomous Provinces shall approve the regional public health legislation
and the regional three-year health plan (PSR), though which reallocation of financial resources at
local level is established; regions have exclusive jurisdiction for public services organization.
The Local Health Units (ASL) shall endeavor to organize the different areas and the plurality of the
stakeholders offering social and health services on the territory: clinics, counselling centers,
hospitals and everything concerning Public Health Care.
The ASL are the first level, through which the single individual, families and the community can
contact the PHS, thus rendering easier health care at the places where people live and work and
therefore being a first element of a continuous flow of health protection.
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The Primary Health Care is oriented to the “active promotion” of the health and to strengthening
the capacity of personal and social resources of each single individual, in particular if he/she has
chronic or disabling diseases.
The National Agency for Health Services (Age.na.s 2010) provides a description of the activities aof
the ASL and the Health Districts, that are the territorial reference structures closer to the needs of
citizens and to which management and the organization of territorial services of primary health
care, either ambulatory or home, the “take on” of the person and the continuity of care, are
demanded.
Therefore, the merging of the social activity with the health activity takes place at both the District
(catchment area: 75,000 inhabitants on average) and ASL (catchment area: 450,000 inhabitants on
average) levels. In this way, participation of local community and of the citizens to programming of
the health services and to evaluation of activities and results on health care, is ensured.
The complex implementation system of the international, national, regional and local indications
and advices is ensured by the ASL and its organizational structure established by both the existing
legislation in order to provide information and guidance services (public services charter, unified
reservation center for medical visits, public information office, social secretariat, counselling,
employers and unions) and specialist services such as Public Services for Drug addiction,
Prevention Services, Mental Health Services, Services for Rehabilitation of Disabled Persons, Child
and Maternal Health Services, Sexual and Reproductive Health Services…etc).
A function of promotion of health and prevention through predictive medical practice, targeted to
the health person, is then added to the described specialist care and treatment activity at the
territorial level, in order to put in evidence possible predisposition to develop a disease. In
addition, other activities regard i) the prevention to diseases for general population with
interventions on both the individual (screening, vaccinations, health education) and living and
working environments; ii) prevention in at-risk population with programs aimed at avoiding
development of diseases or early diagnosis of diseases; iii) prevention of complications and
recurrence of the disease in fragile populations such as old people, people with chronic diseases,
persons with more than one pathology, disabled individuals.
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The bouquet of services is therefore large and complex for both organizational and structural
activities. For this reason it is evident the need to have indications and information in order for the
community to be able to find the right way to the assistance and receive the care intervention,
either for prevention or treatment.

3.2 The law and immigration policy
The law provision governing the establishment of the national health system is thought to warrant
the article 32 of the Italian Constitution where it says: “…the Republic protects the health as a
fundamental right of the person and as interest of the general public, and warrants free care to
people in need…”
The Legislative Decree 286/98, article 35, paragraph 3, determined that foreign citizens on Italian
territory, still not complying with the rules on entry and residence, have the right to out-patient
and in-patient care, either urgent or, in any case, essential at the public accredited centers,
particularly for prophylaxis, diagnosis and treatment of infectious diseases.
Independently of his/her administrative status, the migrant individual has the right to access to
diagnosis and care of HIV infection, according to the Law 40 of March 6, 1998, then merged into
the Legislative Decree n. 286 of July 25, 1998 (Official Gazette n. 59 of March 12, 1998 – Ordinary
Supplement n. 40). Therapy of HIV infection for the migrant people follows the same principles
and guidelines for the autochthonous patients, however its efficacy and toxicity can be strongly
influenced by some peculiar social (access to treatment and early diagnosis) and behavioral issues
(compliance to treatment), other than virus variant characteristics and genetic background of the
host (Ministry of Health’s Guidelines).
http://www.salute.gov.it/imgs/C_17_pubblicazioni_2074_allegato.pdf).

3.3 The law and infectious diseases
The administrative provisions issued by Italy since the onset of the AIDS epidemic have consisted
of ministerial memorandums, which have identified measures for epidemiological surveillance,
3-15

have formulated a case definition for adults and children in accordance with international
indications, and have defined how disease reporting should be carried out, guaranteeing
maximum data privacy.
The Ministerial Decree of 15 December 1990 (published in the Official Gazette of 8 January 1991,
no. 6), with which the infectious-disease surveillance system was established, defines the list of
infectious diseases subject to mandatory reporting in Italy, dividing them into five classes, and it
establishes the means of reporting these data. With regard AIDS reporting, the Decree makes
reference to the Ministerial Memorandums of 13 February 1987 (no. 5) and 13 February 1988 (no.
14). These memorandums were followed by others, in which the case definition was updated and
the right to data privacy was confirmed, specifying that data must refer exclusively to full-blown
and confirmed cases, according to international criteria. Seropositive individuals must be
safeguarded so that they receive adequate care and be referred to Regional reference centres.
Access to testing is defined by Law 135 of 5 June 1990 (published in the Official Gazette of 8 June
1990, no. 132). This law established the “Program of urgent interventions for the prevention of
and fight against AIDS”. In particular, it establishes most of the public health interventions and
health-planning activities necessary for controlling the disease. This law provides for those
surveillance and prevention activities that continue to be valid today, in particular, “interventions
lasting many years regarding prevention, information, research, epidemiological surveillance, and
the support of volunteer activities”; it addresses funding for improving infectious disease units and
laboratories, and the hiring and training of technical and health personnel. With regard to training,
Italy’s Regions and Autonomous Provinces are required to guarantee training in HIV/AIDS to
healthcare and technical personnel working in infectious disease units.
In Article 5 of this law, which regards HIV testing, ethical norms are addressed, with the aim of
avoiding the discrimination and marginalisation of infected persons. In particular, Article 5
indicates that healthcare workers must provide the necessary care to persons with HIV infection
and AIDS and must safeguard their privacy. Article 5 also clearly indicates that testing cannot be
performed without the consent of the individual, unless it is clinically necessary and in the
individual’s best interest. In Article 5, the issue of divulging the results of diagnostic tests, whether
3-16

directly or indirectly, is also addressed; in particular, the result of a test can only be given to the
person tested. With regard to statistical data on HIV infection, testing can only be performed if the
samples to be analysed are anonymous and it is impossible to identify the individual. Finally, it is
specified that HIV infection must not constitute a reason for discrimination in any social or work
environment.

4

Indicators and good practices of migrant’s integration in health care services

Regarding the treatment of HIV infection and AIDS, Italy has adhered to international declarations
regarding the prevention, care, and treatment of HIV/AIDS and has adopted the fundamental
interventions for surveillance and control. With regard to prevention, European authorities have
defined the key points of action in the fight against AIDS, as well as recommendations for
conducting targeted information campaigns, including the specific targets to be reached.
Italy has applied these documents’ indications and measures for prophylaxis and care, also
extending them to the foreign population. In particular, the country is committed to:
•

continuing to provide information on preventing sexual transmission (homosexual and
heterosexual);

•

promoting HIV testing and pre- and post-test counselling;

•

providing information by involving associations for the fight against AIDS and the various
ethnic groups in Italy, as well as through peer education;

•

ensuring the proper training of healthcare workers, also with regard to the psychosociological issues faced by seropositive individuals ;

•

guaranteeing out-of-hospital care for chronic patients, an increasing number of whom are
seeking out-patient and day-hospital care.

At the local level, these actions can be ensured by centres for HIV testing and counselling, which
could contribute to: decreasing the number of persons who do not return for their test results,
increasing the adoption of behaviours for preventing HIV transmission among persons who

4-17

become aware of their seropositivity, developing counselling strategies for preventing HIV
transmission by persons living with HIV, and diagnosing comorbidities.
The administrative provisions issued by Italy since the onset of the AIDS epidemic have consisted
of ministerial memorandums, which have identified measures for epidemiological surveillance,
have formulated a case definition for adults and children in accordance with international
indications, and have defined how disease reporting should be carried out, guaranteeing
maximum data privacy.
Referring to the European guidelines for surveillance and prevention of the most vulnerable
groups, CNAIDS-ISS conducted a pilot study to get the following data among migrants: knowledge
of HIV/AIDS, STD and TB, % of access to HIV test with respect to gender, race, age, education, how
long they have been staying in Italy, social integration, how the test has been proposed, access to
prevention programs and information about HIV/STD/TB, behaviors adopted to prevent infection
(in particular use of condom), HIV prevalence, proportion of recent infections among the new HIV
diagnosis, evaluation of circulating HIV subtypes. This project, in collaboration with the
Associations of the Council for the fight against AIDS, aimed to promote the HIV testing among
migrants. General objective was to monitor some ECDC/UNAIDS indicators for the quantitative
appraisal of HIV/AIDS prevention programs, as well as the adoption of specific information
programs. The spreading of information on access to health services and health care among
foreign persons is a critical point in the work with the communities of migrants on the territory.
The obstacle of the language is surely a major point, however it not the only one. There is also a
large lack of information on infectious diseases (in particular HIV/AIDS) with the communities of
migrants. Among the different critical points, the more serious is the lack of information on
prevention of infection, and of the low knowledge on transmission routes of infection.
In 2009 the Marche Region coordinated a national project2 that has allowed to develop a set of
indicators for the analysis of the main health problems of immigrants to those at regional or

2

"The health of the immigrant population: methodology and analysis" 2009 - Project: promoting the health of the immigrant population in Italy,
financed by the Ministry of Health and co-ordinated by the Marche region (Osservatorio Diseguaglianze/ARS Marche)
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national level are involved in the construction of the profile of health and in the planning of health
services for the immigrant population.
The indicators used were calculated using streams/information sources at the national level
(ISTAT, Card of Hospital Discharge - SDO, voluntary interruption of pregnancy - IVG, spontaneous
abortion - AS, Oncological Screening Flow, Birth Care Certificate - Cedap, Information System
Infectious Diseases, Death Forms, accidents at work). Thus it was possible to have a tool capable of
analyzing in a homogeneous way (and thus comparable) a profile health of immigrants in Italy
both in terms of demand and of response, prepared by the health regional systems.
The project has highlighted the inadequacy of regional information flows in measuring the
conditions of deprivation (level of education, income, occupational status) useful for monitoring
the inequalities in health; another aspect found was an insufficient or discontinuous attention to
their integration in the paths of health.

4.1 HIV Infection and AIDS: Best practices
The working group of the Health Branch of Caritas in Rome carried out a study (in the framework
of the project “Migration and Health”, promoted and financed by the Ministry of Health – CCM,
whose scientific responsible and coordinator was the Istituto Superiore di Sanità), that ended in
2010, showing that attention of health policies in Italy to immigrants is, in general, at a medium to
high level, however with strong differences at regional level that are not related to a different
concentration of migrant population in a given territory. As outlined in the study, the innovative
aspect was “the setup of a methodology of analysis that allowed to indicate two synthetic indexes
for both the progress and the impact levels of the policies, through the identification and
combination of key indicators (analysis of the needs, prevention and health promotion, formation)
that characterize the health policies”. Authors of the study also outline that “the high
heterogeneity among the guideline acts can indicate the presence of inequalities either in the
access to services, or in the health profile of immigrant population on a territorial basis.
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Often the Hospital is the first contact point of the immigrant with the health system, in place of
the structures dedicated to primary care and prevention.
This has been well stressed out in the Declaration of Amsterdam in 2004, when results of the
World Health Organization project “MFH – Migrant Friendly Hospitals, a European initiative for
the promotion of health and health literacy of migrants and ethnic minorities”, have been
presented.
In this declaration, the features that are typical of a “Migrant friendly” Local Health Unit are
identified. These are to recognize main principles of the migrant populations, to be promptly
responsive to the health and social needs of populations with different cultural and ethnical
backgrounds, to build up competences and interpersonal skills of the health workers towards the
patients and migrant communities expectations.
The comparative analysis of the needs of both the immigrant patients and the health personnel of
the 12 European hospitals participating to the project has identified three priority areas as targets
of intervention through specific actions:
communication and linguistic mediation area;
empowerment and health literacy area;
cultural competence;
A competent hospital, open to cultural differences should have the following characteristics:
to have personnel reflecting the ethnic composition and background of the community
attending the structure;
to take advantage of cultural mediators;
to train its own personnel and make it aware of the differ culture of the migrant
population;
to provide signs and information material in different languages;
to create adequate setting.
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The European Commission (EC) has defined intervention guidelines for the fight against HIV/AIDS
in the European Union and neighboring countries for the 2009-2013 period, by merging and
integrating the different international declarations already present in the literature.
In particular, EC recommends the full integration of minorities, marginalized, social disadvantaged
and most vulnerable groups, for prevention, treatment and care and for their introduction to
health and social services, in a non-discriminatory legal environment.
Effective measures to contrast HIV and AIDS consist of: targeted prevention programs, adequate
communication, access to HIV test (anonymous and free) for the early diagnosis of infection and
adequate care and treatment.
Among the minorities there is also the migrant population, to which the intervention measures
above reported must be targeted after their improvement.
For prevention, European authorities identified specific key points of the program of action to
fight AIDS and disseminated recommendations for the conduct of targeted information
campaigns, also specifying the specific targets to achieve (declarations of Dublin, Vilnius and
Bremen).
Italy welcomed these indications and measures for prevention and treatment of HIV infection, also
extended to migrant population. In particular:
to continue to inform on methods to prevent sexual transmission (both homosexual and
heterosexual)
to promote HIV testing and adequate pre- and post-test counselling
to promote an effective information which should foresee involvement of Regions,
Autonomous Provinces, Non-Governmental Organizations against AIDS, the many ethnic
groups living on the national territory and the peer education
to ensure training of health workers, with special attention to psych and social-related
problems of the seropositive individual
to warrant support, outside the hospital, of patients with chronic diseases, that are
increasingly taking advantage of medical practice services and day-hospital care
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The European Centre for Disease Prevention and Control (ECDC) recommend areas of actions for
research and intervention in Public Health against HIV/AIDS, tuberculosis and vaccine-preventable
diseases. In particular:
monitoring access of migrants to Care and Treatment Services and to prevention programs
studying inequalities in Health and Health determinants in specific groups of migrants
developing programs of prevention based on evidence and targeted to migrants
investigating factors limiting access to social and health services
developing “migrant-friendly” health services
developing strategies to disseminate information on possibility to take advantage of the
services by involving the communities of migrants
implementing professional training and update courses of health workers, targeted to
increase their knowledge on specific health needs of migrants in order to provide
“culturally-competent” services.
Still, ECDC provide indications to put in place “good practice” actions. Among these:
to implement the creation of “networks” between organizations and professional people,
physicians, international organizations, social and health workers, human rights
organizations and organizations of migrants (networking activity)
to implement and monitor studies on at-risk behavior of vulnerable groups of persons
to prepare multilingual material for information
to implement information campaigns to promote access to HIV testing
to improve the information on services, how these are organized, and on access modes to
them
to implement prevention interventions, according to the “peer education” model
to involve community of migrants in the above reported issues.
Within the activities of the ARTEMIS Project (promoted and financed by the Ministry of Interior
and EU whose scientific responsible and coordinator was the Istituto Superiore di Sanità), we
applied a model of intervention for the promotion of health of migrants. The model foresees the
associations of migrants as a body for promotion of health and as a tool to stay close to the
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community, understand its needs and favor its introduction to health services. The role of
“Community Health Educator” (CHE), that operates starting from the community and the territory,
can be an effective system to support cultural mediation, which, however, still retains its own role
of strengthening the access of migrants to services within the social and health structures. The
Operation Units for care, diagnosis and treatment of HIV infection and AIDS are among the health
services structures involved.
The activities to apply the CHE model have been thought taking into account the above described
indications.
According to a methodological order, the model was developed in steps, integrating the different
actions targeted to prevention of HIV infection and AIDS:
creation of the Network of associations of migrants
preparation of a training course also on HIV infection and AIDS
hands-on practice on planning initiatives of promotion of health and HIV prevention
hands-on practice on issues and problems related to health and to needs for information
hands-on practice to favor access of migrants to services for HIV testing for the diagnosis of
HIV infection
guided tours to health services and to voluntary services committed on issues related to
HIV infection and AIDS.
Summarizing, testing of the ARTEMIS intervention model in the frame of prevention of HIV
infection and AIDS and the discussion on the several related issues generated a pathway of
increasing awareness and information of the “Community Health Educator”, integrated by the
joining of some health structures in the territories of Prato, Florence and Rome, that not only
recognized and appreciated the activation of consultation procedures and guided tours within the
structures, but also, and particularly, acknowledged the willingness to activate partnerships and
patronages for the sustainability of the model beyond the project.
Comments and thoughts, emerged from the meetings, report many of the problem issues,
collected in an interesting research conducted several years ago in Italy, by a consortium including
the Veneto Region and other 5 countries of European Union (Austria, Germany, Greece, Italy and
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Spain). The research brought to several conclusions and indications providing demonstration of
the fundamental role of cultural mediation. However, as also stated by the authors, the need to
work closely and jointly with communities of the migrants was the main result highlighted by the
study on a better re-direction of the services, on the legal status, on the cultural competence, on
strategies of information and on how to reach vulnerable groups of persons.
The “Psycho-social and behavioral research, Communication, Formation” Operating Unit (UO RCG)
within the Department of “Infectious, Parasitic and Immune-mediated Diseases” of the Istituto
Superiore di Sanità, is coordinating the Italian National Focal Point “Infectious Diseases and
Migrant” since 1997. The network is composed of more than 70 experts belonging to public
structures and to Non-Governmental Organizations operating in several Italian regions and focuses
on health of migrant individuals with a particular attention to infectious diseases.
The UO RCF has set up and experienced a Communication and Relational Model 3, in collaboration
with several members of the Italian National Focal Point “Infectious Diseases and Migrant”.
The Model is a concept map for people operating in the field. It provides to the social and health
worker a help for the process of preparing the internal and external setting and for the different
phases of diagnosis and care of migrant individuals with an infectious pathology.
The different phases are the following:
Reception
Communication of the diagnosis
Take on the patient
Sharing of therapeutic strategy.

3

The Communication and Relational Model has been set up in the framework of two projects (“Promotion and maintenance of
health of the migrant person through the identification and testing of a methodology of intervention against the infectious
diseases” and “Implementation of the Operational Model to promote plans of prevention of HIV infection and Tuberculosis in
groups of migrant populations”) promoted and funded by the Italian Ministry of Health during 2008-2013 period.
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Standard procedures have been defined for each phase. These procedure are, however, also
tailored to each single individual, his/her health condition, the social and cultural environment and
the needed social and health intervention.
The systematic application of the Operational Model is also a testing tool of the way to work of the
health worker and of the achieved results. In this way, other than on the migrant individual
needing care (illness), the focus is also on the social and health worker, on his/her technical and
scientific skills and his/her view of the disease according to biomedical canons (disease). The
professional relationship between the social and health worker and the migrant individual is
therefore enhanced and becomes part of a real intercultural dimension.
During the October 2011 – April 2013 period, the Communication and Relational Model has been
tested in four Health structures of the Lazio Region. It was evidenced that a major strength of the
Model is the possibility to use a standardized and in the same time flexible methodology that can
be applied in the different specificities of the diverse health structures were migrant people are
referring to. In fact, in the professional relationship with the migrant individual suffering of a
contagious infectious disease, the standard of “health worker-migrant individual relationship” can
have many constraints, such as language differences that, sometime, bring to a misunderstanding
of the real health needs of the migrant person, favoring a risk to delay diagnosis or even miss the
diagnosis.
In the same way, cultural differences on aspects regarding sexuality or a possible discriminant
disease, such as Tuberculosis or HIV infection, can represent an obstacle for the take on the
migrant individual and his/her care. Therefore, there is a strong need to implement the skills of
the social and health worker in his/her communication and relational field. These skills must
complement the technical-scientific skills in order to favor appropriate and effective answers to
migrant person health needs. In this light, the intervention of the social and health worker, if
conducted according to procedures, actions and temporal phases within a standardized
communication and relational protocol, can constitute a key element for a global approach to
prevention of infectious pathologies that can be avoided through appropriate behavioral styles.
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4.2 Voluntary interruptions of pregnancy (VIP): a case study
The research presented here was carried out under the project "Research on the prevention of
voluntary interruptions of pregnancy by the Romanian women" promoted by the NGO Oxfam Italy
and co-financed by the USL 8 of Arezzo.
The starting point of this research was to deal with the high degree of reliance by the foreign
women to abortion going to investigate and, if possible, to show its relationship with the social
dimension of the phenomenon and its not being only and unquestionably an individual action. The
health of migrants, taking also the findings in the scientific debate on the issue of social
inequalities in health4, is observed, in the present study, from a perspective that goes beyond the
reductionist of the exclusively biological or behavioral theories, opening to observe the health
inequalities as "the sedimentation in the bodies of a diverse set of social experiences that pass
through the biographies of individuals and bind them - to each other - in the specific contexts of
interaction "(Cardano, 2008, p.133). The attention is then turned to the intermingling between the
individual and social elements, which become particularly meaningful referring to the profound
changes related to migration experience.
The central question investigated was the following: what are the complex motivations that drive
the Romanian women to resort to abortion in such a high percentage? What social and individual
factors have the greatest impact?
The research design is structured according to a model of multi-dimensional analysis, which takes
into account the different elements that have an influence on the studied phenomenon. The
research inquires on: departure and arrival contexts; trend of the abortion phenomenon in the
province of Arezzo; socio-demographic profile (marital status, age, employment status, level of
education); migration project, length of migration; relationship between motherhood and
abortion; contraceptive behavior; local clinics operation.

4

For a discussion on health issues of immigrants in our country please see the work of Bordogna Tognetti (in particular 2004 and 2008); for a first
sociological study of the relationships between social inequalities and health we refer to the recent work of Mascagni (Mascagni, 2010).
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For an initial assessment of the phenomenon of VIP among the Romanian women in the USL 8 of
Arezzo the study group carried out focusing on three dimensions. The first dimension concerns the
context of departure that is the internalized cultural patterns related to reproductive health in
Romania. The second dimension concerns the living conditions of Romanian women in Italy, the
third dimension concerns the individual and social aspects of the women that require VIP:
1) A past characterized by alternation of prohibition and the opportunity to practice
abortions, together with the absence of information on family planning and contraceptive
methods; a present marked by a generally low level of knowledge on reproductive health
and on contraceptives (RHS, 2005). Regarding the phenomenon of VIP repetition a possible
reading resides in a not widespread practice of safe contraception and in an elapsed
marked by a rigid schedule of birth.
2) The migrant status complicates the process of acquiring certain contraceptives models
because women collide with different reproductive behaviors, with the excessive
medicalization, and the chance of experiencing occasional and/or unstable emotional
relationships increases.
3) The reason for the voluntary interruption of pregnancy mostly reported and deducted are:
economic problems, problems with partners and the achievement of the desired or
possible number of children.
For all these reasons it is necessary to adopt a perspective that takes into account the
interlacing between individual and social elements able to understand the social significance of
the phenomenon and to avoid stigmatization of the group.
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5

Need analysis’ methodology

5.1 State of the art (HIV/AIDS)
The European Parliament Resolution of 20 November 2008 on HIV/AIDS addresses the issue of
early diagnosis and timely care. In particular, it invites the Council and the European Commission
to:
•

promote early diagnosis;

•

guarantee timely treatment and provide information on its benefits;

•

guarantee the close surveillance on the part of the European Centre for Disease Prevention
and Control, including accurate estimates of the undiagnosed population (e.g., quantity,
characteristics), respecting privacy and the protecting personal data; and

•

guarantee access to testing, which must remain free of charge and anonymous.

In Italy, at the local level, these actions can be ensured by centres for HIV testing and counselling,
which could contribute to: decreasing the number of persons who do not return for their test
results, increasing the adoption of behaviours for preventing HIV transmission among persons who
become aware of their seropositivity, developing counselling strategies for preventing HIV
transmission by persons living with HIV, and diagnosing comorbidities.
The new strategy of the 5-year 2009-20013 plan to fight AIDS, suggested by the European Union,
contains principles and general measures to contrast HIV/AIDS spreading and suggests specific
strategies of intervention in Member Countries.
In particular, in the frame of interventions to fight HIV in the European Union and neighboring
countries, the 5-year 2009-2013 plan of the European Commission advices to target vulnerable
groups within the general population, where to put in place interventions with targeted programs
and new, effective, adequate and ethical tools for prevention of infection. The monitoring activity
performed by the European Centre for Disease Prevention and Control to verify if indications in
the Declaration of Dublin are put in place in the in the Member Countries has revealed the need to
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promote and monitor intervention programs targeted to migrant population through the
standardization of specific indicators for prevention and fight against HIV infection.
There exists a great heterogeneity in the proportion of HIV infected people among the diverse
populations of migrants in the different European Countries. This is due to a clear difficulty to
determine HIV prevalence and to the high heterogeneity of cultures of the European countries
where each population of migrants is living.

Monitoring HIV infection
Heterosexual transmission of HIV among migrants takes account of about 40% of new HIV
infections in the European Union. In Italy, according to the Centro Operativo AIDS of the Istituto
Superiore di Sanità (COA-ISS), in 2012, 3,853 new diagnoses were reported, equivalent to a total
incidence of 6,5 per 100,000 residents: 5,0 new cases x 100,000 in Italian residents and 22,3 x
100.000 among foreign residents (Figure 3).

Figure 3 - New diagnosis incidence rates among Italians and foreign people residents, Istituto
Superiore di Sanità - COA, 2012
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In Italy, there is an increase of proportion of foreign people among all new diagnoses of HIV
infection from 11% in 1992 to 25,7% in 2012; heterosexual contacts are the most common route
of infection (29,7% heterosexual men; 33,0% heterosexual women; 18,2% man who have sex with
man - MSM). A percentage of 59,9% of the cases in foreigners were constituted by males: 17% in
the class of age 30-34 years; 18,3% of female were in the class of age 25-29 years (Figure 4).

Figure 4 - Percentage distribution of new diagnoses of HIV infection by nationality and year of
diagnosis, Istituto Superiore di Sanità - COA, 2012
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Other data provided by the COA-ISS regard the increase of proportion of foreign individuals with
TB-AIDS, from 10.8% in 1993 to 76.9% in 2009. About half of these cases are from individuals of
African origin. This proportion is constant over time. However, in the same period, proportion of
AIDS-TB cases in individuals from East Europe is almost doubled (8.6% vs 14.3%).
The early identification of HIV infection and the evaluation of recent infections can allow an early
treatment of infection, in particular in pregnant women to effectively prevent vertical
transmission of infection. This is particularly important when we consider that proportion of
foreign patients with AIDS that are diagnosed HIV infected is particularly high (25,9%). In addition,
the identification of the different HIV subtypes circulating within the population of migrants can
allow adoption of specific treatment strategies limiting the spreading of HIV variants with drugresistance mutations.
The social and economic conditions, the different cultural approaches to infectious diseases and
the difficulties to access to HIV treatment are all factors that further tend to isolate the migrant
individual with HIV infection.
In line with the above reported data and the European indications on surveillance and prevention
in most vulnerable groups, the ARTEMIS epidemiological study has been directed to migrant
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population in order to evaluate access to HIV test rate according to gender, ethnic group, age,
instruction, time of residence in Italy, social integration, how the test has been offered, access to
HIV prevention and information programs, behaviors to prevent infection, in particular the
condom use, HIV prevalence, proportion of recent infections among HIV diagnoses, circulating HIV
subtypes.
Through the Multiple Correspondence Analysis (MCA), the study has considered different profiles
within the sample taken in exam, and put in correlation the geographical area of origin, social and
demographic factors, years of staying in Italy and integration degree in the Italian Health Services.
Particularly, the study has evidenced a specific group of migrants that would be “better integrated
and well informed”. The group included persons from East Europe and Africa, with a greater need
to be informed on HIV infection, according to ECDC and UNGASS indicators.
In an interesting research carried out by the Veneto Region (in collaboration with other 4
countries of the European Union: Austria, Germany, Greece and Spain) several indications and
advices have emerged, acknowledging the fundamental role of cultural mediation. However, as
summarized by the authors of the research, the principal need emerged was the need to work in
close contact with the communities of migrants, in terms of reorientation of the services, legal
status, cultural competence, information strategies and how to reach vulnerable groups.
The joint work of health workers with the cultural mediators makes it possible to determine and
select specific local needs, enhance experiences, both ongoing and previous, “orientate” the
formation and the upgrade of health and social workers, qualifying the intervention of personnel
that works in close contact with migrants.
In the same time it is possible to train the cultural mediator, who, in turn, will be able to operate
using an approach to inform and raise awareness of the community with a particular attention to
younger generations.
The MEET project has, therefore, provided the possibility to address some of the previously
reported issues and to develop them during the need analysis process.
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5.2 Methodological tools
Focus groups (FG) organization
One of the steps of the MEET Project foresees the completion of a study, conducted by Focus groups,
aimed at providing useful information for the set up and conduction of training courses. Through Focus
groups it was possible to identify the needs of migrant population and of the social and health workers
involved in the promotion and protection of Health in the intercultural mediation. In fact the main aim of
Focus groups was to collect opinions and viewpoints of those who are involved on their own behalf; in
particular it was important to detect major critical points, key value points, elements of satisfaction from
the different people involved, in order to find those tools that are more appropriate for the improvement
of the access to care by the migrant individuals.

Participants to FG
In order to achieve the objective two different Focus groups were organized:
Group 1
Social and health care workers in structures involved in prevention, diagnosis and
care of infectious diseases (8 participants, all females)
Group 2

migrant individuals and linguistic-cultural mediators from East Europe (9

participants, all females)
Each group was made of adult (> 18 years of age) participants; Focus groups on HIV and Sexual Transmitted
Infections (STI) are composed of females.
Focus group meetings on HIV and STI were held at the “Aula Marotta” of the Istituto Superiore di Sanità on
March 18, 2014 from 2 pm to 6 pm. Each meeting lasted about 90 minutes and was recorded as video
format. Contents were later reported in writing on a data storage device and analyzed.
Each Focus group was chaired by a facilitator. Attendance of an external observer was foreseen, who has to
hear and take notes of the meeting issues without intervening.
All the participants who adhered to the study had to undersign an already prepared informed consent
(Annex 1).
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Addressed topics
Introduction of Project and objectives of the Focus groups. A poster was inserted showing
the project objectives, structure and methodology of the Focus group (10 minutes)
Introduction of the chairperson, the external observer and the participants (10 minutes)
Discussion/questions to bring to attention of participants to Focus group meeting in order
to collect information on following points (60 minutes)

The arguments on health discussed during the Focus groups meetings were useful in order to
collect information on:
1. Access level to care and cure services to prevention programs.
2. Possible factors limiting access to social and medical services.
3. Suggestions on how to widen up the information on possibility to access health services,
through the involvement of the communities of migrants.
4. Presence of formation and professional updating courses for healthcare workers, aimed at
expanding the knowledge on specific needs for health of migrants and at favoring a
“culturally competent” service.
5. Suggestions directed at the implementation of “networks” made of associations of
professionals, physicians, international organizations, social and health workers,
organizations for human rights and of migrants (networking activity).
6. Knowledge on the prevention programs.
7. Knowledge on organization of information campaigns for health promotion.
8. Knowledge on the at risk behaviors of vulnerable groups.
9. Knowledge on the multilingual material useful for information.
10. Knowledge on information on services and their organization and the ways of access to
them.
Closure remarks (10 minutes)
On the basis of the 10 points, above reported, it was possible to identify three areas for questions to be
used in conducting the focus group:
-

What do you think are the factors limiting access to health care services for HIV and STIs?
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-

What are the factors enhancing access to health care services for HIV and STI?

-

What is your knowledge about prevention programs, information and services?

-

Proposals to improve access to health and social services.

Elements and information emerging from meetings and discussion held in the two Focus groups were
divided into categories and analyzed.
Participation to the study was anonymous and subordinated to signature of the informed consent, in
compliance with current legislation on processing of personal data. Video shootings were analyzed by
personnel of the Istituto Superiore di Sanità and there has been no way in which they could be
disseminated without prior authorization from the interested individual. At the end of the Focus group,
participants have been asked to answer a short anonymous questionnaire (Annex 2).

Qualitative analysis of focus groups
The qualitative analysis of the material collected through the Focus Groups, held in Rome at the
Istituto Superiore di Sanità, revealed that the two different targets that were part of the Focus
Groups had provided similar answers to the following issues:
-

factors that are an obstacle to access social and health services for HIV and Sexually
transmitted infections (STIs)

-

factors that favoring the access social and health services for HIV and Sexually-Transmitted
Infections (STIs)

-

suggestions to improve access to services.

The material collected by video recording has been studied through a qualitative analysis.
At a later stage, the major points of emphasis emerged in each focus group were summarized.
The most important points have been shown in a diagram, following the same order of
development of the discussion in the two focus groups.
The contents emerged in the two focus groups were compared. The same content found in the
focus groups of both health workers and foreign people/linguistic-cultural mediators has been
indicated with an asterisk *.
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Finally, the keywords highlighted in the two focus groups have been reported. These
words/concepts were repeatedly reported and highlighted as priorities by the participants in the
focus groups of both health workers and foreign people/linguistic-cultural mediators.
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Results: relief contents through qualitative analysis emerged in the two Focus groups
Tables 2: HEALTH WORKERS FOCUS GROUP (n. 8 participants)
Factors that may
prevet the access to
health and social
services for HIV and
STI

In general
- Cultural/religious aspects depending on the Country of origin
- Moral /stigma/denial aspects of the problem
- Different conception of health and DISEASE
- Barriers in the migrant person:
- language differences and communication difficulties *
- mobility of migrant
- lack of knowledge about their rights to care
- lack of clear information about the tests that must be
performed
- low risk perception
- delayed diagnosis
Barriers in the supply of health services:
- access mode: STP /ENI card
- opening hours
- time of response*
- free test
- difficulty in verifying the window period
- critical sending to care centers and taking charge
- relational difficulties of operators and insufficient training programs
- lack of linguistic-cultural mediator *
- lack of knowledge
- fear of being evaluated/cataloged/identified by the service
Specifically for Eastern Europe people
- delegation of your health outside (State)
- lack of awareness in the management of personal health
free Sexuality/ high risk of sexually transmitted infections. Psycho-social
problems in women (loneliness, remoteness from origin places and family)poor
access to services for diagnosis and treatment of STIsseveral returns home even
for health treatment -> difficulties to follow the person over
timecultural/religious educational aspectslack of prevention interventions in
neighborhoods
Other hindering factors emerged during the focus group:
Incorrect identification of "at risk groups": heterosexual people do not perceive
themselves at risk

favorenti

5-37

Factors favoring
access to social and
health services for
HIV and STIs

Knowledge about
prevention
programs
Proposals to improve
access to health
services by the
migrant population

- Favoring aspects in the migrant person:
- pregnancy
- pediatric age
- Favoring aspects in the organization of health services:involvement of
community leaders; opening of local services counsellingmultidisciplinary
approachpromoting privacyanonymity *interventions in schools – students’
involvement *effectiveness of the professional relationship established at the
delivery stage of diagnosis
- identifying effective communication channels conforming to the culture of
the person’s Country of origin
- lack of specific programs
- road unit in Latina
- health workers in the area *
- interventions within the different neighborhoods (small communities) to raise
awareness of access to services
- bureaucracy simplification
- to create a network among different regions
- to raise awareness/involve general practitioners*
- multidisciplinary team (nurses, MD specialized in infectious disease; linguisticcultural mediator, educator )
- increased integration among different health and social services
- re-organization of health and social services with the identification of
- unique points of reception
- health workers and administration personnel training
- flexible hours and days of opening of HIV testing services*
- interventions for preventing repeated over time *
- networks creation
- counselling involvement

Other proposals emerged during the focus group
- health educational programs
- identification of a figure of warmth/acceptance in the ER

- -extending STI prevention interventions
- -dedicated prevention service
- -creation of collaboration networks between the different ASL to
implement effective prevention interventions and experiences
- -involvement of community leaders
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TABLES 3: FOREIGN PEOPLE OPERATORS / CULTURAL LANGUAGE MEDIATORS FOCUS
GROUP
(n. 9 participants)
Factors that
may prevent
the access to
health and
social services
for HIV and STI

Factors favoring
access to social
and health
services for HIV
and STIs

Knowledge
about
prevention
programs

- Lack of the figure of linguistic-cultural mediator *Lack of sex education in the
schools of Eastern Europe
- Refusal of condoms/shame
- Migrant people barriers:
- Language differences and communication difficulties *

- Lack of information about what facilities turn to for help
- Barriers in the health services offer:
- Problem of enrollment at the National Health Service
- STP/ENI card
- Evaluation criteria for the ENI card release
- Closure of some services used to the release of the
ENI Members Card
- Bureaucratic/administrative aspects that are likely to prevent access
to the Services * -> removal of migrant person from the Service
- Prejudice to believe that the healthy-looking person cannot have HIV
- The information will reach some immigrants, operators, but often do
not come to those who would need
- Favoring aspects in the migrant person::
- Anonymity*
- Test performance without the treating physician
prescription
- Possibility to perform the test without being enrolled
in the National Health Service
- Awareness increasing not only in health contexts Interventions in
schools
– students’ involvement *
- The Asso-Moldovan Association organizes meetings on health issues
- Informative meetings related to health facilities in the area are
organized at the San Camillo/Forlanini Hospital, for the people of
Eastern Europe
- Meetings on health issues conducted by people with HIV at the Gay
Village
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Proposals to
improve access
to health
services by the
migrant
population

- Involvement of immigrants and linguistic-cultural mediators in the
development of European projects
- Networks creation*
- Presence of the linguistic-cultural mediator
- Health education through the promotion of healthy eating, hygiene,
use of condoms
- General practitioners involvement *
- Practical guide with information about welcoming facilities
- Counselling involvement*
- Health workers* training to improve their interpersonal
communication skills and to overcome prejudices
- Waiting time for the withdrawal of diagnostic tests reduction
Other proposals emerged during the focus group
- Use of the press to provide information in multiple languages
- More information to be delivered throughout the year *
Interventions in the area*(Use of campers to perform HIV testing)Use of
salivary HIV testing as a less invasive tool

Keywords
Linguistic differences – Communication difficulties - Training - Counselings‘ involvement – MMG’s Involvement Networks activation- Involvement of community leaders - Anonymity HIV test - Hospitality - Bureaucracy - linguisticcultural mediator

Two main issues have emerged from the analysis of the results on the work on focus groups: the
low risk-perception and the need of more information. The figure reported below summarizes the
main elements bound to the two issues. (Figure 5).
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Figure 5 - Concept Maps
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Regarding the factors that are an obstacle, four elements, particularly, are emerging, i.e. the low
risk-perception, the language and communication differences, the absence of the culturallinguistic mediator and the lack of clear information on medical examinations to be carried out.
Regarding the favoring factors, the analysis has put in evidence the importance to involve
community leaders and the need to use the counselling intervention to activate effective
intercultural relations and the awareness of young people through the intervention in the schools.
In addition, anonymity seems to be a key factor able to favor access to Services.
Participants to Focus Groups also provided useful operative suggestions, such as the activation of
networks, interventions of prevention repeated over time, the presence of multidisciplinary teams
which include also Medical Practitioners and interventions on the territory.
These relevant aspects can be considered as key points for the activation of targeted formation
pathways which involve the different professional profiles, the administrative personnel of the
Services and the referent people of the community of migrants.
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5.3 State of the art (Voluntary Interruptions of Pregnancy)
Trends of the abortion phenomenon and women's profiles
According to data collected by the System of Epidemiological Surveillance of abortions 5 in Italy 116
933 abortions were carried out in 2009 with a decrease of 3.6% compared to 2008 (121 301 cases)
and a decrease of 50.2% compared to 1982, the year in which the highest recourse to abortion
was recorded (234 801 cases).
At national level, the analysis of the characteristics of women who performed the abortion,
referring to the final data for 2008, confirms that the number of operations carried out by women
with non-Italian citizenship has been increasing over the years, reaching, in 2008, 33% of all
abortions, while in 2007 the percentage was 32.2% and 10.1% in 1998. We see a slight increase in
recent years for the delicate issue of repeated abortions, due to the increasing contribution of
foreign women which percentages of previous abortions are significantly higher than those of the
Italian women: 37.4% compared to 21.6%, respectively (Ministry of Health, 2010).
The reasons why foreign women come to social and health services mainly relate to aspects of the
reproductive health, particularly, pregnancy, child birth, abortion and contraception. Immigrant
women are using local institutions for these needs more and more frequently. This raises new
questions to social and health care structures on capacity of these structures to ensure adequate
care to a growing number of women who have complex and diversified needs (Tognetti Bordogna
2012).
Based on results of a study conducted in 2012 by the Management and Health Laboratory in
Tuscany, almost one out four foreign women delays her access to care during pregnancy. In
addition, foreign women (but also all women with a low educational level) often do not take
5

The Epidemiology Surveillance System is composed by the Istituto Superiore di Sanità (ISS), the Ministry of Health, Istat, the Regions and the
Autonomous Provinces. Data derived from monitoring the compilation of individual models for a declaration of voluntary interruption of pregnancy
(Istat D.12), which must be completed by the doctor who proceeds to the interruption. Information on the woman (socio-demographic
characteristics), on the services involved in the issue of the document/certification and implementation of abortion and its methods are required in
the model.
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advantage of the post-natal services because they are unaware of their existence. It also emerged
that foreign women are frequently gaining access to voluntary interruptions of pregnancy (VIPs),
both at national and local level. In 2011, in Italy, almost one third (34.3%) of total VIPs regarded
foreign women.
The abortions in Tuscany were 7,819 in 2009. The first observation is that, in the last ten years,
there has been a steady reduction of abortions in Tuscany and in Italy. In addition to this overall
reduction, however, there has been a steady increase, in absolute terms, of the abortion rate
among foreign women. As we can see from the graph below, the 2,002 abortions in 2002 were
done by women from foreign countries with strong migratory pressure (PFPM, 24.7% of the total);
in 2005 the abortion rate rised to 3,137 (36.1%) and in 2009 to 3,292 (more than 40% of the total).
This increase is due to the increase of the foreign female population of childbearing age.
In fact, if we juxtapose the absolute datum to the abortion rate, there is a decrease in the
incidence of abortions in foreign women in higher proportion than in Italian women, while
remaining consistently higher than the latter. In the last three years there has been a sharp
reduction of the abortion rate in foreign women (from 43.7 per 1,000 resident women of
childbearing age in 2006 to 30.4 per 1,000 in 2009), confirming that the appeal to abortion occurs
more frequently in the early years of immigration, and then decreases as a result of the
stabilization in the new country of residence (Casotto, Dubini, Puglia, 2011). The study by the
Tuscany Regional Health Agency points out that in 2009 the largest share of abortions is carried
out by Romanian women (27.1%), followed by the Chinese (14.7%), the Albanian (11%) and
Peruvian (8.4%). The most worrying fact that emerges from the study of the Regional Agency
relates to repeated abortions: 25% of foreign PFPM women has already had recourse to voluntary
interruption of pregnancy compared to 16.7% of the native. Even 16.1% PFPM of migrants had VIP
two or more times. With regard to the countries of origin, we find the highest proportions of
repeated abortions among women in Peru, Nigeria and Romania. These evidences corroborate the
need for a rethinking and a new active thrust of counseling in the promotion of contraception.
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Figure 6 - Trends of the abortion phenomenon, Tuscany Regional Health Agency

On the basis of these data we decided to go into the matter of VIPs a little more in depth by
creating a focus group with social and health workers who are in the advisory and hospital centers
in Tuscany. In addition, the focus group enriches the results of the research reported at chapter 4,
since it includes the point of view of several different health workers.
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5.4 Methodological tools
Focus Groups (FG) organization
On March 21, 2014, an FG meeting was held at the Centro di Salute Globale/AUO Meyer in
Florence during the afternoon. The FG meeting lasted about 2 and half hours. Selection of
participants was done by the Oxfam team in collaboration with the Centro di Salute Globale and
the Tuscany Region. A written notice was sent to all General Directors of the Local Health Units in
Tuscany, asking them to identify a reference person for VIPs for each Unit. Choice criteria should
have been based on availability of the person to participate to FG and on some preference criteria
(such as persons affiliated to both the Unit and a Hospital, territorial coverage…etc).
Participants to FG meetings
FG meeting were attended by 16 health workers (obstetricians and gynecologists) women coming
from all provinces of Tuscany Region and affiliated to either territorial services (mainly counselling
centers) or the university hospital centers of Careggi (Firenze), Siena and Pisa.
Addressed topics
One addressed topic regarded VIPs and repeated VIPs within the population of migrant women
from East Europe.
Objectives:
-

To deepen information on VIPs among migrant women from East Europe.

-

To collect opinions and points of view of all people involved in women’s health care.

-

To detect critical points, strengths, elements of satisfaction from each different participant
involved in the project in order to identify most adequate tools to address issues that are
following reported as questions:
 Starting from your everyday experience, which is your point of view regarding the
VIPs and repeated VIPs issues (are they changing, increasing, decreasing…etc)?
 Which factors can be of obstacle to access to care services? Which are the critical
points?
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 In your services (counselling centers and/or hospital centers), have specific
initiatives on this issues been carried ahead?
 Which suggestion would you have to improve access to social and health services
and strengthen prevention?

The FG meeting were video recorded and reported for research purposes after written consent
from all participants.
The reasons why foreign women come to social and health services mainly relate to aspects of the
reproductive health, particularly, pregnancy, child birth, abortion and contraception. Immigrant
women are using local institutions for these needs more and more frequently. This raises new
questions to social and health care structures on capacity of these structures to ensure adequate
care to a growing number of women who have complex and diversified needs (Tognetti Bordogna
2012). Based on results of a study conducted in 2012 by the Management and Health Laboratory
in Tuscany, almost one out four foreign women delays her access to care during pregnancy. In
addition, foreign women (but also all women with a low educational level) often do not take
advantage of the post-natal services because they are unaware of their existence. It also emerged
that foreign women are frequently gaining access to voluntary interruptions of pregnancy (VIPs),
both at national and local level. In 2011, in Italy, almost one third (34.3%) of total VIPs regarded
foreign women.
On the basis of these data we decided to go into the matter of VIPs a little more in depth by
creating a focus group with social and health workers who are in the advisory and hospital centers
in Tuscany. In addition, the focus group enriches the results of the research reported at chapter 4,
since it includes the point of view of several different health workers.
Keeping in mind the literature and descriptive picture of VIPs among foreign women, the FG went
to identify and share both strength and weak points of the needs and the suggestions to improve
access to social and health services. In particular, ideas, overall views and opinions of all the
participants were compared.
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The FG was warmly welcomed and the overall participation of the workers was good. The FG was
held in a cooperative, collaborative and proactive environment, with moments of intense and
lively debate. The FG was an opportunity for exchange, sharing and thorough discussion, that all
participants were willing to have by far, as repeatedly said during the FG.
Results: the most significant achievements and suggestions are reported in the following pages.

The perceived changes
First of all, changes happened during the years in the complex issue of VIPs and repeated VIPs
have been addressed.
Participants to FG were fully aware of these changes, mainly those related to evolution and
dynamics of migration flows and to specifics of the territorial reference context. There are areas
where VIPs number among women from East Europe is constant, others where it is decreasing and
others, such as Prato, where VIPs are mostly among women from China.
The warring fact is that many recidivist women “still use abortion as a method of contraception”
(P7). In the main time, participant women showed an intrinsic aptitude to rethink and reformulate
their work considering a catchment area that has needs and characteristics that are changing
overtime. To change internal conditions according to external social changes (such as the
migration phenomenon) needs a deep self-diagnosis and a flexible management, that, in this case
was still weak.
The barriers
The second aspect was related just to those aspects that are an obstacle to services access. Critical
points coming out from the FG could be grouped into two subgroups: i) one includes those
problems that are related with aspects that are closely linked to management of health services;
ii) the other one regards the critical points of the community of migrants, its features and
vulnerability.
Regarding the first subgroup (i) the following aspects were addressed.
Firstly, a main problem is the absence of collaboration between the territorial services, such as
counselling centers, and hospital services. Also where there exists a formal collaboration (such as
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protocols) results are not satisfactory. Closely linked to this aspect, is the difficulty to engage the
general practitioners, who, instead could be a driving force to improve access to counselling
services and prevention.
The reduction of human professional resources, including linguistic and cultural mediators and a
weak intercommunication between administrative and social and health sections of the structure
are key element that are an obstacle to services access.
“Sometime, the fault lies with us, as workers in the service, because when foreign persons ,
including those that have an illegal status, can have access to services, workers of the service are
not able to fix appointments. In addition, the same medical practitioners do not know how and
where to address patients […]. We tried to organized meeting with medical practitioners but did
not succeed” (P14).
“This lack of communication between administrative and social and health sections of the
structures is evident. We have on one side an improper access, on the other side, persons do not
go to the general practitioner and are unaware of the existence of the services” (P7).
Still regarding human resources, it is important to pay attention to involvement of the social
worker (as it is happening in some counselling centers) in the issues related to VIPs. A participant
woman says: “let’s dispel the myth of the social worker. To offer an appointment with a social
worker as a first step, can be a counterproductive action, because women are afraid of the social
worker. Starting speaking of social workers instills to these women fear of the minors courts, or of
more controls on their families. Also health workers think to avoid to involve social workers soon”
(P11).
A third critical element pointed out to the low skills of the intercultural operators. This recalls us
the need to invest more in intercultural training as one of the participants said: “my formation
cannot be more only in the health field, but must be also multicultural. Thus, it is not possible for
me to focus on the issue of VIP in Just in one way, since I have to understand how this is seen by a
Chinese or Albanian or Rumanian woman. By just focusing of the VIP issue, I risk of condemning
the person that makes her choice to have an abortion without understanding that her choice is a
reflection of her culture or her past. For example, at beginning of my experience as health worker,
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when I asked Chinese women why they were going to terminate the pregnancy, they laughed at
me. That attitude bothered me much. However, I didn’t evaluated the fact that laughing, for their
culture, is expression of a strong awkwardness” (P1).
In conclusion, if one is asked to highlight a common trait among all suggestions and critical points,
it should be identified among the organization and communication issues towards women asking a
VIP. Communication is often not easy and put in evidence the need to promote not only advertise
on the service, but also the use of abortion among women from East Europe (and from other
countries). On one side, the structural and institutional constraints, on the other side the limited
economic and professional resources – together with a low attitude to work in a network, create
synergies among territorial and hospital structures – make the work of health operators difficult,
complex and hard.

Factors favoring access and opportunities for work
We asked participants to FG which factors could facilitate access and which suggestions could they
make in order to improve access and prevention. Answers mainly agreed on the need of a greater
exchange and interaction between the health structures and the health worker.
Firstly, it is necessary to involve communities and associations of migrants and of the territory, as
a place where to project and realize common actions of health promotion. To this regard, the
operators report some examples of interventions:
“It’s now 4 years since we started with the “Spring Festival” together with women from Rumania.
The festival takes place on each first week of March. We participate as counselling center and go
to their community to stay together with them, sing and dance. In this way they are beginning to
trust us more. Doctors and obstetricians also began to approach to communities of foreigners.
They went also into the Mosque and participated to the party for the end of Ramadan” (P15).
“The lack of information on what is the counselling and what can be done led us to organize
courses for formation in collaboration with voluntary association and the Municipality. We
organize meeting in places where people meet. Persons are divided in groups according to the
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spoken language. It’s now 2 years we are organizing these meetings. We go, to together the
associations, to the places that immigrants indicate to us and there we make counselling” (P12).
In addition, there is a large need to improve information and communication, both on services and
on birth control. To this regard, participants indicated the school as a strategic place where to
enable actions and promote a “trustable” information, also using the “word of mouth”. In the
same way participants pointed out the need of the stable presence of cultural and linguistic
mediators as help and support.
Summarizing, participants concluded that information and knowledge, although imperative are
not enough, but it is fundamental that knowledge turns into awareness. This need time, ability to
listen and a reorganization of services that includes: training paths for operators on current
regulations and the interculture; more user-friendly services (diversified opening and closing
hours; presence of gynecologist women; stable presence of cultural mediators); new ways of
working, based on active offer (to go to the places where frequently immigrant women meet and
use all contact and meeting opportunities, such as post-birth visits, pap-test campaigns…etc);
lastly the development of communication and interaction models involving participation of
communities of foreign women and peer education.
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6

Conclusions

At the global level, the theme of inequality has been addressed by the WHO and the European
Commission with the aim of improving the health and safety of citizens, promote health, even
reducing the health disparities, generate and disseminate health information and knowledge. In
2010, the EU has urged all Member States to recognize the impact of social determinants of health
in the formation of the state of health and the implications of the impact of these for their health
systems. We can say that, even in the presence of health-care systems marked by the guarantee of
service and care, there is a constant inequality in access to health care and, often, the inequality to
health occurs at the time of access to health services.
Italian law determined that foreign citizens on Italian territory, still not complying with the rules
on entry and residence, have the right to out-patient and in-patient care, either urgent or, in any
case, essential at the public accredited centers, particularly for prophylaxis, diagnosis and
treatment of infectious diseases.
In Italy the offer of services is therefore large and complex for both organizational and structural
activities. For this reason, it is clear the need to have indications and information in order for the
community to be able to find the right way to the assistance and receive the care intervention,
either for prevention or treatment.
In 2009, the European Centre for Disease Prevention and Control (ECDC) has indicated the areas of
action for interventions in public health as well as "good practice" and not only on the infectious
diseases.
Regarding the treatment of HIV infection and AIDS, Italy has adhered to international declarations
regarding the prevention, care, and treatment of HIV/AIDS and has adopted the fundamental
interventions for surveillance and control. Italy has applied these documents’ indications and
measures for prophylaxis and care, also extending them to the foreign population.
All the studies and examples of “good practice” described above have highlighted the fundamental
role of cultural mediation and the need of more user-friendly services. The need to work closely
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and jointly with communities of migrants was the main result highlighted by the studies on a
better re-direction of the services, on the legal status, on the cultural competence, on strategies of
information and on how to reach vulnerable groups of persons. Regarding human resources, it is
important to pay attention to involvement of the social worker (as it is happening in some
counselling centers) in the issues related to HIV infection and VIPs. The results of Focus Groups
conduced indicate the opportunity to adopt the figure of the Educator to Health of the Community
as a true “catalyst" of the various initiatives in the social-health field by acting in a bidirectional
manner by and vs the community, by and vs the public structure through programmable actions.
At the local level, a program of integration, aimed at the public health intervention, is constituted
through the Plan for the Health; it represents a crucial point for the coordination, the comparison
and the interaction between different administrative realities with impact on health and social
policy. The "construction" of a Plan of Health in the activities of the local government must include
an assessment of impact on health (Health Impact Assessment (HIA)) for monitoring the impact of
the plan in terms of improvement of the status/profile of health of the community; also in this
context the figure of the Educator to Health of the Community can play a primary role.
Taking into account the obtained results and the examples of good practice, in order to put in
place optimal formation and training, it is necessary, to our opinion, to work to an intervention
model targeted to make the prevention activity and the access to care services easier and to
promote health through the improvement of participation of target communities, according to
indication of the 1999 Health Care Reform regarding the issue of social and health integration at
the regional and local levels.
It is necessary to provide useful elements in order to “allow” community people to reach their
own potential of health, regarding HIV/AIDS infection and STDs. In addition useful elements must
be provided on the VIPs issue, also allowing a better information and the development of
“personal skills”, according to human resources and tools provided by the same communities.
In addition, it would be appropriate to formally create a “network” of community health
educators, that are trained in order to sustain the model and advise the network existence to
regions and/or local services that are competent on this issue.
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Finally, we do not have to forget the role of “CHE” and how it can be included in the overall picture
above described. It is also useful to remind that CHE model is created according to the
intervention strategy that must be adopted and that the model in itself recognizes and tests the
power and the efficacy of the intervention and indicates possible limitations or critical points,
regarding its applicability to the target community. In conclusion, CHE can integrate and guide the
intervention model and select professional and civil society figures able to support in conducting
the model of intervention.

7 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
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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.
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.
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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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Annex 1
PROJECT “MEET”
FORM FOR THE PARTICIPATON TO THE FOCUS GROUP ORGANIZED BY THE ISTITUTO SUPERIORE DI SANITA’ IN
ROME FOR THE COLLECTION OF VIEWS REGARDING ACCESS TO CARE FOR MIGRANT INDIVIDUALS

INFORMED CONSENT
Under the Article 13 of the Personal Data Protection Policy (Ex. Order 196/03) we inform you for the following:
1.
2.
3.
4.
5.
6.
7.

Your personal data will be used exclusively within the activities of the project
Personal data may be processed with or without automated means
Your response is optional. A refusal to answer will not have any consequence
You, as available participant, will be able to benefit from the rights referred to Article 13 of the Personal Data
Protection Policy (Ex. Order 196/03)
Project research data will be disseminated exclusively in an aggregate form and in a way that your identity
cannot be revealed
In case of video shootings, they will be exclusively utilized for the purposes of the research project and images
will be not disseminated in any way.
The responsible person of data processing is Dr……………………….

I, the undersigned (name and surname, in capital letters)
_____________________________________________________
DECLARE
To have received the information related to the Article 13 of the Personal Data Protection Policy (Ex. Order
196/03)
CONSENT
To the processing of my personal data, in anonymous and aggregate form, by the Istituto Superiore di Sanità,
Viale Regina Elena, 299, 00161 - Roma (I), Tel: +39 06 4990 1
It is understood that such a consent is conditional to the compliance with provisions of the current legislation.
I agree to video shooting  yes

 no

Date ___________________________

Signature _____________________________
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Annex 2
Focus group 1 (Social and health care workers)

1. Gender

 F

 M

2. Year of birth |__|__|__|__|

3. Your workplace (Governmental and Private Health Service / Department):
________________________________________________________________________

4. Professional profile: _____________________________________________________

5. Activities in the Public Service: _____________________________________________

________________________________________________________________________

6. Over the past 12 months have you a training on issues related to migrants' access to health care?

 YES  NO
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Focus group 2 (migrant individuals and linguistic-cultural mediators from East Europe)

1.Gender

 F

 M

2 Year of birth |__|__|__|__|

3. Country of birth ____________________

4. When did you arrive in Italy? |__|__| |__|__|__|__|

month

year

5. Marital status
 Unmarried

 Married

 Separated

 Divorced

 Widow/widower

 Cohabiting

6. How many years of formal education have you had?
 0 years

 1-5 years

 6-8 years

 9-13 years

 >14 years

7. What has been your main type of employment in the past six months?
 Subordinate work

 Irregular work

 Autonomous work

 Seasonal work

 Housewife

 Student

 Unemployed

 Other (specify) ____________________

8. Where have you lived for the past six months, for most of the time?
 Owned home

 At a relative's home

 Rented home

 At your employer's home

 Shelter

 In a community

 In prison

 Homeless

 At a friend's or acquaintance's home

 Hotel or pension

 Other (specify) _____________________

9. With whom have you lived in the past six months, for most of the time?
 Alone

 With relatives (parents, siblings, cousins, aunts/uncles, etc.)

 With a partner

 With non-family members

 With friends

 With your children

 Other (specify) _____________________
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