
                

         1 

Presentation 22.5.2013, Gothenburg. Antonio Chiarenza 
 

1. Good morning, before starting my presentation, I would like to thank the 
organizers, especially Margarete Kistenson and Juergen Pelikan, for inviting 
me as a plenary speaker to this important conference. My presentation 
focuses on the difficulties that migrant patients face when seeking care and 
the interventions adopted to reduce stress and potential inequalities.  

 
2. In order to understand the challenges that exist and the measures needed to 

deal with them, firstly it’s necessary to briefly describe the latest migration 
trends and their impact on the traditional models of welfare provision.  

 
3. What we notice is that since the early 1990s we have assisted not only to a 

marked rise in migration but also to a diversification in countries of origins.  
 

4. Today, in comparison with the large migrant groups that characterised older 
migrations, we see newer, smaller, more socially stratified, less organised and 
more legally differentiated immigrant groups. If we take one European 
country, we find increasingly smaller groups of migrants from new source 
countries alongside long-standing ethnic groups.  

 
5. The presence of many small national groups is even more evident at local 

level where contact with health and social services takes place. In my town, 
Reggio Emilia alone, there are people from some 140 countries and nearly 
200 spoken languages.  

 
6. Not only are there many different groups that need to be taken into account, 

but also the differences within these groups may be even greater than the 
differences between one group and another. What we notice is that, this new 
migration has brought with it an increased level of diversity and not just in 
terms of involving more ethnicities and countries of origin, but also with 
respect to a number of significant variables that affect exclusion or inclusion 
processes, including differential immigration statuses and their concomitant 
entitlements and restriction of rights. Each affiliation carries quite specific 
conditions, controls and limitations, as in the case of economic workers, 
family members, asylum seekers, refugees and undocumented migrants and 
so forth.  

 
7. This differentiation of rights and the complexity of regulations in European 

countries put service provision under pressure and lead those unable to prove 
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their status at risk of being excluded from care. We can easily understand, 
that being migrant puts extraordinary stress on individuals and their families. 

 
8. Rather then creating an inclusive and responsive environment, the health care 

system risks perpetuating the stress migrants may feel in their everyday life, if 
it fails to address a number of barriers in Patient-provider interaction, such as 
language and communication barriers, lack of Information and low health 
literacy; lack of staff intercultural competence and organisational and service 
delivery barriers. 

 
9. Language barriers have adverse effects on the quality and safety of treatment 

and patient outcomes. For example, during the phase of admission and 
diagnosis clinical interviews can be misleading and only minimal medical 
information may be obtained. During treatment migrant patients may not 
understand explanations, consequently adherence to care is not ensured. 
Finally, at discharge, these patients may leave not well informed regarding 
follow-up treatment and continuity of care. For example, migrants often 
report they don’t trust the doctor with their problems, because of the 
difficulties they have expressing themselves to the medical profession. 

 
10. For these reasons, it is fundamental to ensure that interpreting and 

intercultural mediation services are available throughout the whole care 
process. Relevant information and explanations should be communicated to 
patients in their preferred language, therefore interpreters are critical 
regarding many issues, such as the identification of patient’s medical history, 
in obtaining informed consent, and the provision of discharge instructions 
regarding health behaviours and life style.  

 
11. Patient’s health literacy plays an important role in patient-provider 

interactions. Migrants have difficulty in understanding how the system works, 
and sometime they have no idea where to find help because they don’t have 
access to information. New migrants, in particular, who lack basic literary 
skills, have difficulty locating and making sense of health information, and 
navigating the needed services. Often, written materials only partially reach 
people from migrant groups. As a consequence many migrants and minority 
groups participate less in the care process, health promotion programmes 
and have difficulty in accessing preventive health care services.  

 
12. In order to ensure effectiveness in health care delivery, specific migrant 

health literacy strategies should be developed. Such as Interventions to 
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improve access and utilisation of services, including the use of patient 
navigators and Community Health Educators; providing signage in different 
languages; the provision of migrant friendly food menus and spiritual support 
and issue-focussed education programmes. These interventions not only help 
migrant patients to find their way round hospitals but also create a sense of 
belonging and inclusiveness.  

 
13. Lack of specific staff competence diminishes health providers’ ability to elicit 

patient’s explanation of illness and to identify the patient’s need according to 
individual and family characteristics, and situation. Without of a specific 
education, health providers are often unable to recognise not only the 
patient’s health beliefs and behaviours but also their own beliefs and 
behaviours may impact on effective care. As a consequence health providers 
may not be able to negotiate effective and safe treatment. As in the case of 
refugees and asylum seekers who experience mental health problems relating 
to persecution or discrimination, who often report they are unable to explain 
their symptoms in terms that a doctor could understand.  

 
14. Therefore, it is vital that staff training includes best practice guidance on how 

to elicit the patient’s story and explanation on illness. So far health care 
organisations have relied on the cultural competence model for staff training. 
However, no simple knowledge-based training in which providers are taught 
the customs and values of particular ethnic minority cultures can prepare 
professionals to adequately respond to diversity. On the contrary, health staff 
should be encouraged to learn to work across differences and to invest in the 
relationship with the patient in order to produce knowledge. The narrative 
approach has proved to be effective in creating a context where the patient 
participates in the co-production of the meaning of the present illness 
experience. 

 
15. Finally, the overall organisation and provision of services may result 

inadequate to respond to the needs of a highly differentiated population. 
Organisation policies and performance monitoring systems may fail to 
address the needs of migrants, particularly new migrants. Even when health 
services are used by migrant, they may prove to be inappropriate to their 
needs, because services and practices are not adapted to diversity. Health 
services may be difficult to reach for the most marginalised groups or specific 
services may not be available as in the case of asylum seekers or not provided 
at all because of lack of eligibility or insurance as in the case of undocumented 
migrants or failed asylum seekers.  



                

         4 

 
16. Looking at the barriers that migrants face in seeking care, it is evident that the 

existing system of health and welfare provision is unlikely to be effective 
where migrant populations are extremely diverse, small and fragmented.  
We need to change the way we think, discuss and respond to diversity.  In this 
new situation the very idea of diversity, which originally related to small 
numbers of relatively homogeneous ‘ethnic groups’, has radically changed to 
include other dimensions of diversity such as immigration status, gradations 
in rights and entitlements, migration history, religion, and gender or age 
profiles. Consequently, multicultural approaches to health care service 
provision do not seem capable of ensuring equitable care for the most 
vulnerable migrants, such as refugees, asylum seekers, failed asylum seekers 
and family reunion migrants. Nor do they seem able to respond to multiple-
diversity needs, as individual needs are expressed by the intersection of 
differences such as race, ethnicity, gender, age, ability, etc. One contradiction 
is that the health provider, in being sensitive to cultural group differences, 
may end up privileging group rights to the detriment of individual rights. The 
risk is that, the categorisation of ethnic groups using fixed identities may well 
bring with it expected models of belief and behaviours, that could conflict 
with individual autonomy.  

 
17. In the new context it seems that the traditional model of cultural competence 

may no longer prove to be the best strategy for addressing health and 
healthcare inequalities. As the Task Force on Migrant-friendly Hospitals and 
Health Services, we propose an alternative approach at both individual and 
organisational levels, based on the idea of encouraging staff to focus on the 
uniqueness of the individual, transcending ethnic or cultural identity and 
ensuring equity of treatment for all as the major strategy to reduce disparity 
in health care.  

 
18. In order to face this challenging situation we have developed a set of 

standards aiming at allowing healthcare organisations to monitor and 
measure their capacity to provide for equitable access and quality of care for 
different type of migrants and other vulnerable groups. In developing the 
equity standards, we identified 5 main areas that need to be addressed in 
order to ensure the delivery of equitable services in healthcare: Policy and 
planning; access and utilisation; quality of care; participation and promoting 
equity outside the organisation. All five domains are logically interrelated. 
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19. The first standard, Equity in Policy, aims to define how the organisation 
should develop policies, governance and performance monitoring systems, 
which promote equity. The goal of the second standard is to encourage health 
organisations to address barriers, which prevent people from accessing and 
benefiting from health care services. The aim of the third standard is that the 
organisation provides high quality, person-centred care for all, always 
acknowledging the unique characteristics of the individual and acting on these 
to improve individual health and wellbeing. The fourth standard aims to 
ensure equitable opportunity for service users and citizens to participate in 
service planning, delivery and evaluation. The fifth standard, promoting 
equity, wants to promote an understanding with the organization as part of 
the wider system, which means that the principles of equity have to be 
promoted through advocacy activities also outside the organization in order 
to influence other sectors of society.  

 
20. These equity standards have been developed by an international group of 

experts and have been tested in 45 health care organisations in 12 different 
countries.  The pilot-test findings provide important indications for the next 
steps of the project, that is to refine the standards and complete them with 
performance indicators; to develop a glossary with definitions of concepts, to 
strengthen the evidence base of the standards, to produce a manual for 
implementation and to undertake a new pilot-test on implementation in 
order to explore effective uptake and connection with existing policies and 
practices  

 
21. I would like to conclude by summing up the key issues that I trust I have been 

able to put across in my presentation. Accept complexity and avoid over-
simplifications and generalisations, even if that means facing the difficult task 
of providing person-centred care and taking into account the interplay of 
different individual characteristics with other social variables; Invest more in 
identifying and overcoming the obstacles to effective implementation of “well 
known” and necessary policy measures; Strengthen the evidence base of 
policies and interventions, by introducing equity standards that leads to 
continuous improvement; and finally focus on the needs of those at risk of 
exclusion and discrimination. 
Thank you. 

 
 


