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Background: Data on the health of migrants, including on health determinants and access
to health services, are an essential pre-condition for providing appropriate and accessible
health services to this population group. This article reviews how far current data collection
systems in the European Union (EU) allow to monitor migrant health.
Methods: We searched the academic literature using PubMed and reviewed the results of
: recent EU-funded research projects on migrant health.
Keywords: . . . .
Migration Results: Most EU member states lack information on the health of migrants, limiting the
Migrant possibility for monitoring and improving migrant health. National death registers allow
for disaggregation according to migrant status in 24 of 27 EU member states. Registry data
on health care utilization by migrant status are available in only 11 of 27 member states,
although in most cases this only covers secondary and not primary care. Only few countries
collect large-scale survey data on migrant health and health care utilization.
Conclusion: Many EU countries need to step up their organizational and regulatory efforts
to monitor migrant health if the current lack of data on migrant health should be overcome.
This could be done through the inclusion of improved questions on migration in existing
data collection processes.
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Health information
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1. Introduction

Accurate data on the health of migrants, including
on health determinants and use of health services, are
an essential pre-condition for monitoring and improving
health and providing appropriate and accessible health ser-
vices to this population group. The need for better data
on migrant health has been recognized for some time.
Already in 1983, a consultation of the World Health Organi-
zation (WHO) on health and migration recommended more
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in-depth studies on differences in mortality and morbidity
[1]. This was further underlined by the 2008 WHO res-
olution on the health of migrants [2] and the European
Union (EU) level consultation on “Migration Health - Bet-
ter Health for All” in 2009 [3], as well as by the Council of
Europe [4-6]. This article reviews current data information
systems and recent research activities in the EU and how
far they make it possible to assess and monitor migrant
health.

2. Material and methods

This paper forms part of a wider study on “Migration and
healthin the European Union”, undertaken by the European


dx.doi.org/10.1016/j.healthpol.2012.01.003
http://www.sciencedirect.com/science/journal/01688510
http://www.elsevier.com/locate/healthpol
mailto:Bernd.Rechel@lshtm.ac.uk
mailto:p.mladovsky@lse.ac.uk
mailto:w.deville@nivel.nl
dx.doi.org/10.1016/j.healthpol.2012.01.003

B. Rechel et al. / Health Policy 105 (2012) 10-16 11

Observatory on Health Systems and Policies, the Interna-
tional Organization for Migration, and the EUPHA Section
on Migrant and Ethnic Minority Health in 2010-2011 [7].
The study aimed to draw together available evidence on
key aspects of health and migration in the European Union
through a series of comprehensive literature reviews.

In this paper we present findings related to data infor-
mation systems and research activities on monitoring
migrant health. Our concern was with data collection sys-
tems that elicited migrant status and thus allowed to
distinguish between the migrant and non-migrant popula-
tion. We opted for a narrative review approach, aiming to
critically summarize the literature on the topic and to iden-
tify options for improving data collection on migrant health
[8]. We searched PubMed using the terms “migrant(s)”
AND “data”/“information”/“monitoring” in the title, the
terms “asylum-seeker” and “victims of trafficking” in all
fields, and the MeSH terms “transients and migrants” AND
“Europe”/“European Union” in all fields. We included those
hits relevant to our topic and published in English since
2000 and excluded papers not specifically concerned with
monitoring migrant health, published in other languages
or before 2000.

We complemented this search with a review of pub-
licly available reports from recent EU-funded research
projects of particular relevance to monitoring migrant
health: Monitoring the Health Status of Migrants within
Europe: Development of Indicators, Migration and Ethnic
Health Observatory (MEHO) (led by Erasmus Univer-
sity, Netherlands), Promoting Comparative Quantitative
Researchin the Field of Migration and Integration in Europe
(Prominstat) (led by the Bristol University, United King-
dom), and Assisting Migrants and Communities (AMAC):
Analysis of Social Determinants of Health and Health
Inequalities (led by IOM Brussels, Belgium). We also
included recent publications on migration and health of
two relevant international organizations: the International
Organization for Migration and the World Health Organi-
zation, as well as relevant documents from the EU and the
Council of Europe.

3. Results

Our search yielded three publications specifically con-
cerned with monitoring migrant health in Europe [9-11],
several research papers investigating the situation in
selected EU countries [12-16], a number of outputs from
recent EU-funded projects [17-21], several reports from
international organizations related to migration and health
[1-3,22-25], and a number of relevant documents from the
EU and the Council of Europe [4-6,26-29].

The information we could retrieve suggests that in most
European Union (EU) countries information on the health
of migrants is lacking [22,30], limiting the possibility for
monitoring and improving migrant health [18]. This is due
to a number of issues, including the lack of routine data
collection on migrant health, either through registry data
or regular surveys. In contrast to some “traditional” coun-
tries of immigration, such as Australia or New Zealand,
most countries in Europe do not routinely collect health
data by migrant status in health care utilization registries

or through regular surveys. Some countries, such as the
Netherlands, Sweden and the United Kingdom, have signif-
icant experience in conducting population-based surveys
that also contain information on migrant status, but oth-
ers, such as Belgium, France, Germany and Spain, have only
recently started to include such variables in health sur-
veys. The new EU member states generally do not include
indicators of migrant status in health surveys. There are
also conceptual and methodological challenges in collect-
ing data on migrant health, such as different definitions or
understandings of who constitutes a migrant [18] - and
how many there are in a given country [16].

3.1. Conceptual and methodological challenges of data
collection

Countries in the EU differ with regard to categoriza-
tions and definitions of migrants, and whether it is deemed
acceptable to collect data on them. This is mainly due to
different historical contexts, statistical traditions, admin-
istrative and political structures, welfare regimes and
immigration histories [17].

A fundamental conceptual problem is the lack of a uni-
versally agreed definition of who constitutes a migrant
[19]. Although the UN [26] aimed to establish a set of
common definitions and classifications of migratory move-
ment, data collection is still guided by national legislative,
administrative and policy needs [23], and follows national
definitions and classifications [1,19]. As such, countries
define migrants in many different ways, e.g. by country of
birth, citizenship, residency, and, less frequently, the dura-
tion of stay, and rely on self-identification [23]. This makes
it very challenging to measure international migration, not
to speak of monitoring migrant health.

All the different definitions of migrant status have their
limitations [1,12]. Both, citizenship and country of birth, do
not account for the time of arrival, and thus fail to capture
the difference between newly arrived migrants and those
who arrived decades ago. Citizenship also fails to account
for naturalized migrants, and does not distinguish between
native-born and foreign-born holders of other citizen-
ships. Overall, country of birth seems to a better indicator
of migrant status than citizenship, as it has the advan-
tage of being objective, stable and comparable and is not
influenced by citizenship regulations, although it has the
limitation of failing to distinguish between different ethnic
groups from the same country of birth. Parental country
of birth allows the identification of the first-generation
descendants of migrants [1,12,20].

Legal obstacles to the collection of data on migrant sta-
tus include concerns over data protection, necessitating
informed consent of respondents. From a political perspec-
tive, in many countries collection of data on migrant status
is more acceptable than collection of data on ethnicity [31].
For example, in France, in line with the republican ideology
of “all citizens are equal”, routine data collection systems
such as the national census only refer to citizenship and
country of birth and do not ask any questions about eth-
nicity or religion [19]. In Germany, no “ethnic” data are
collected officially [27], in part due to concerns that such
data might evoke memories of the categorizations used
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under National Socialism and could be misused to incite
racism and discrimination.

In contrast, some European countries collect data
on ethnicity, although this comes with additional chal-
lenges, such as how to categorize ethnic groups for
self-identification [32,33]. In the United Kingdom, for
example, the communities largely established through
migration from former colonies after the Second World
War and subsequent waves of immigration are referred to
as “black and minority ethnic” (BME) groups [34]. How-
ever, ethnicity-based data alone cannot be used to ascertain
migrant status. An added complication is that the term
“migrants” is used in the United Kingdom only for recent
arrivals [35]. In the Netherlands, surveys collect informa-
tion not only on country of birth, but also on parental
country of birth; those born outside the Netherlands, or
with at least one parent born outside the country, are col-
lectively classified as “allochtonen” (i.e. of foreign origin)
[36,37].

Another problem is that the commonly used definitions
of migrant status do not distinguish between the many
sub-categories of migrants, such as asylum-seekers, irreg-
ular migrants, victims of trafficking, economic migrants
and students. In migrant health research this poses a prob-
lem because these groups face specific health needs [38]
and may face particular legal barriers in accessing health
services [39]. In addition, the health effects of migration
often extend beyond the first generation, with second
and third generations sometimes facing particular health
issues, making it desirable to collect data in such a way
that can capture this variation [1].

Another limitation of the migrant health data that are
being collected in Europe is that, until recently, the focus
has typically been on specific diseases or conditions, par-
ticularly communicable disease [1]. Research on social
determinants of health, entitlements to health care, spe-
cific interventions, and general accessibility and quality of
care is still rare [19].

Another common problem in migrant health research is
that the denominator, i.e. the size of the underlying popu-
lation, is unknown due to the presence of undocumented
migrants and the general poor quality of data [24]. Even
where this information is available, data may be mislead-
ing, if not adjusted for age, sex and socio-economic status.

Indeed, migrants themselves may be reluctant to reveal
information on their migrant status or related variables.
They may - not without justification [28] - fear dis-
crimination, stigmatization, exclusion or, in the case of
undocumented migrants, even denunciation and deporta-
tion [1,19,25]. After all, much historical research on race
and ethnicity in Europe and elsewhere was racist and
unethical [40]. Yet, without information on migrant status
it is impossible to monitor and improve migrant health.

The heterogeneity and relatively small size of migrant
communities is a factor as well, as over-sampling would
often be required in surveys or clinical studies to yield
statistically relevant information [36]. Access to some
populations, such as undocumented migrants, is another
obstacle to research on migrant health. Finally, much
research on migrant health is confined to the grey lit-
erature, not translated into English and does not inform

future research or policy-making in other countries
[19].

3.2. Registry or census data

3.2.1. Socio-demographic data

In most countries, general background information
on the number and socio-demographic characteristics of
migrants is routinely collected by national authorities, such
as through censuses. Although census data on citizenship
or place of birth have considerable limitations, they can be
used to provide rough estimates of the size and demogra-
phy of migrant populations and to plan health policies [1].
A challenge, however, is to link this information on a sub-
jectlevel to data collected in registers on diseases or health
care utilization. In several Nordic countries, this linkage is
possible, opening possibilities for register-based research
on migrant health [13].

3.2.2. Mortality data

Health information systems in most European countries
are generally not designed to identify people by migrant
status and the information collected in medical files rarely
includes information on migrant status [20]. An exception
in many countries is death registers, which often include
indicators of migration. A study on the availability of large-
scale epidemiological data on cardiovascular diseases and
diabetes among migrants and ethnic minorities in the EU
found that national death registers that allowed for dis-
aggregation according to migrant status were available in
24 countries. Country of birth was used as an indicator in
15 countries, citizenship in 8 countries, and nationality in
7 countries (some countries used more than one indicator)
[9]. Yet, a complicating factor affecting analysis of mortality
data is that migrants often return home when they become
old or sick [19], so that death register-based studies may
underestimate migrant mortality [21].

3.2.3. Morbidity data

Disease-specific, population-based registers on cardio-
vascular diseases and diabetes with data on migrant status
are available only in Germany, England, Scotland and
Sweden [9]. A survey in 2007 found that cancer registries in
many European countries collected information on coun-
try of birth, but that migrant-specific analyses were rarely
done [41].

In contrast, more information is available on infectious
diseases, a traditional concern of migrant health research.
Information on the epidemiology of these diseases among
migrants, in particular with regard to tuberculosis and
HIV/AIDS, can be derived from national surveillance sys-
tems that detect the “origin” of cases [11]. For example,
since 2000, information has been collected at the European
level on the origin of HIV/AIDS cases, referring to the broad
geographical origin of reported cases. The European Centre
for Disease Prevention and Control recommends deriving
this information from citizenship (“nationality”) or country
ofbirth data; ifinformation on both citizenship and country
of birth are available, it recommends the use of citizenship
[42].
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3.2.4. Health care utilization data

Although health care utilization data can be an impor-
tant source of information on migrant health, utilization
levels cannot be equated with health needs, as migrants
may face barriers in access [19]. In addition, the utilization
of health services may not always be properly monitored
and recorded, in particular where there is a combination of
providers, including the private sector and civil society [1].

In 2008-2009, registry data on health care utilization
that allowed for identification of migrants at national or
regional level were only available in 11 of the 27 EU mem-
ber states: Austria, Belgium, Denmark, Finland, Greece,
Italy, Luxembourg, the Netherlands, Poland, Slovenia and
Sweden [10].Inall 11 countries, utilization data were avail-
able for hospital care (although with varying detail), while
only few countries collected data on care in outpatient set-
tings.

The different categorizations of migrants in EU coun-
tries also affect the information collected in registry data
on health care utilization: five of the 11 countries men-
tioned above collected data on both citizenship and country
of birth, one only on country of birth, and five collected data
only on citizenship [10].

3.2.5. Survey data

In addition to registry data collected in censuses, death
registers, disease surveillance or health care utilization,
many governments commission surveys on representa-
tive samples of the population, which sometimes contain
information on migrant status. Surveys include health
surveys (including health interview surveys and health
examination surveys), as well as surveys concerned with
broader information that also contain some information on
health, such as living standard surveys. Illustrative exam-
ples for surveys conducted in various European countries
include the 2006 Children and Adolescent Health Survey
in Germany, which included questions on country of birth
(including from parents) and biomedical measurements,
such as of height, weight and body mass index. In Sweden,
an annual survey on living conditions also collects infor-
mation on self-assessed health and country of birth [37].
Sometimes, more general surveys are supplemented by
targeted surveys aimed at hard-to-reach groups and qual-
itative investigations [25].

Another source of information are epidemiological
studies of population samples based on medical diagnoses
and information on migrant status. However, they are con-
fronted with the challenge that migrants may face barriers
in access to health services and thus appropriate diag-
noses and that the size of the underlying population is
often unknown [19]. In 2009, epidemiological studies on
cardiovascular disease that allowed for the identification
of migrant status were available in England, Germany,
the Netherlands, Sweden and Wales, but only the Dutch
National Survey on Morbidity Interventions in General
Practice was nationally representative [9].

The migrant data collected from surveys typically have
serious limitations, such as low response rates, small sam-
ple sizes, and being conducted only in the dominant
language of the respective country; combined with the
definitional weaknesses discussed above this makes it

difficult to use these data to measure the health of migrants
compared to the “native” population. Several European
countries, including Denmark, the Netherlands, Sweden
and the United Kingdom, have undertaken a number of sur-
veys that contain information on the health of migrants
[19,21], but much information is now out-of-date. For
example, in England, survey data on health disaggregated
by country of birth (including parental country of birth)
are collected annually in the Health Survey for England. In
1999 and 2004, the survey had a special focus on “minority
ethnic groups”, boosting their numbers in order to draw
statistically relevant conclusions [43]. In the Netherlands,
data on migrant utilization of health services have been
collected at both primary and secondary level. However,
primary care data were last collected by the Second Dutch
National Survey of General Practice in 2000-2002. Data on
hospital utilization are also collected, but face the problem
of low levels of response [37].

The above-mentioned study on the availability of large-
scale epidemiological data on cardiovascular diseases and
diabetes among migrants and ethnic minorities in the EU
could identify relevant health survey data in only six of
27 countries; data from nationally representative health
examination surveys were available in England, France
and Scotland. Nationally representative health interview
surveys were conducted in Belgium, Denmark, Eng-
land, France, Italy, Northern Ireland, Portugal and Wales
[9].

In sum, only few countries collect large-scale survey
data on migrant health and health care utilization. The
variation in migration indicators used makes it difficult to
use national surveys for cross-country comparisons, which
could be useful for designing policy interventions at the
European level and to benchmark how well health systems
respond to the needs of migrants in different countries, in
particular where migrants come from the same country of
origin and share other characteristics [14,15]. More com-
parable data across the EU can be derived from European
surveys using the same indicators across countries [20,21].
Much will depend on response rates and sample sizes of
migrants covered by these surveys (Table 1).

Of the Europe-wide surveys, SHARE has the richest
information on health, but is confined to the population
over 50 years of age and has smaller samples from each
country, leading to a limited applicability in migration
issues. EU-SILC and ECHP (with last surveys for the latter
collected in 2001) have larger samples and cover all age
groups, but contain more subjective indicators on health,
based on self-reporting [20]. Indeed, one of the major chal-
lenges with population-based surveys is that, as health
interview surveys, they are often confined to subjective
measures of health, such as self-reported health, with
major question marks over cross-cultural validity [19].
As noted above, low response rates among migrants are
another problem [20,37].

3.2.6. European research projects

A number of projects related to migrant health were
funded by the European Commission in the 2000s, includ-
ing two specifically aimed at improving the evidence base
on migrants and their health status [44]:
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Selected European surveys collecting information on health and migration.

Survey

Migration indicators

Countries

Years

Sample size

European Community

Household Panel (ECHP).

This was a survey based on a

representative panel of

households and individuals
in each country, covering a

wide range of topics:

Last foreign country of
residence before
coming to present
country. Foreign
country of birth
Citizenship

Initially 12 EU member
states, joined later by
Austria, Finland and
Sweden, and then
covering all 15 EU
member states at the
time

Annually from 1994 to
2001 (8 waves).

In the first wave in
1994 an overall sample
of about 60,500
households

income, health, education,
housing, demographics and
employment characteristics.

European Union Statistics on

Income and Living

Conditions (EU-SILC). This

survey aims at collecting
timely and comparable

Country of birth
Citizenship

All EU member states
(except Estonia), plus
Norway, Iceland,
Turkey and
Switzerland.

Started in most
countries in 2004 or
2005.

For the cross-sectional
component, the plans
are to achieve the
minimum effective
sample size of around

cross-sectional and
longitudinal
multidimensional microdata
on income, poverty, social
exclusion and living
conditions. The survey
contains the Minimum
European Health Module of
the European Health Survey
System, an EU initiative to
improve the comparability of
health survey data in the EU.

121,000 households or
250,000 individuals
aged 16 and over in the
EU as a whole

Survey of Health, Ageing and

Retirement in Europe
(SHARE). This is a
multidisciplinary and
cross-national survey on
health, socio-economic

status and social and family
networks of individuals aged

50 or over.

Country of birth
Year came to live in
country
Citizenship

Eleven countries
contributed data to the
2004 SHARE baseline
study (Denmark,
Sweden, Austria,
France, Germany,
Switzerland, Belgium,
the Netherlands, Spain,
Italy and Greece).
Further data were
collected in 2005-06 in
Israel. The Czech
Republic, Poland and
Ireland joined in 2006.

First wave: 2004-2005
Second wave:
2006-2007

Third wave:
2008-2009

More than 45,000
individuals aged 50 or
over

European Health Interview
Survey (ECHS). This survey
aims to monitor the health
status and health care
utilization in EU member
states. Its basic survey, the
European Core Health
Interview Survey, is
performed Europe-wide
under the responsibility of
Eurostat and covers about
130 questions.

Nationality
Country of birth

All EU member states

The first wave of
surveys was conducted
in 2009 in a limited
number of countries.
The next round is
planned for 2014.

Source: Adapted from Refs. [20,21].

e Monitoring the Health Status of Migrants within Europe:
Development of Indicators. Migration and Ethnic Health
Observatory (MEHO) (led by Erasmus University).

e Promoting Comparative Quantitative Research in the
Field of Migration and Integration in Europe (Prominstat)
(led by Bristol University).

Several of the studies quoted in this article have been
the result of these research initiatives. Yet, while the EU
has supported research on migrant health, overall cohe-
sion and direction was sometimes missing, as efforts were

fragmented between different agencies of the European
Commission, as well as between EC-funded projects and
those initiated by IOM, WHO or others [19]. In addition,
project findings and results from surveys coordinated by
the European Commission are not always easily accessible
[18,45].

4. Discussion

This article has reviewed the availability of migrant
health data in the EU and some of the challenges involved in
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improving data collection. One of its limitations is that we
have not been able to analyse relevant reports in national
languages. Notwithstanding this limitation, this study sug-
gests that, at present, most EU countries do not collect data
on migrant health in health care utilization or disease reg-
isters, and those that do use different categorizations and
definitions, so that data are not always comparable across
countries.

Many countries in Europe need to step up their organi-
zational and regulatory efforts to monitor migrant health if
the current lack of data on migrant health should be over-
come. There is a clear need for standardized data categories
and definitions, and the inclusion of improved questions
on migration in existing data collection processes, such as
censuses and health surveys, as well as in the collection
of information on health care utilization [20,25]. Ideally,
this should put minimal additional requirements on exist-
ing data collection systems, allow assessment of duration
of stay, include descendants of migrants, and be uniform
across Europe [46].

However, this article has shown that this will not be
an easy task, as categorizations and definitions are often
related to dominant perceptions of national identity and
specific immigration contexts and histories. Apart from
stepping up European-wide surveys, the development and
implementation of EU guidance or legislation on data col-
lection on migrant health might be one option to improve
the standardization of data collection and the comparabil-
ity of data. The EU has funded several projects forimproving
data collection on migrant health, but there is substan-
tial scope for developing migrant health research further,
including through increased collaboration at the European
level and forging a consensus on data collection. An overall
European vision on the collection of migrant health data,
agreed with other major stakeholders such as IOM and
WHO, would help to ensure a more coherent approach to
improving the monitoring of migrant health in Europe.
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