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Introduction
Migration has historically played a major role in shaping societies and influencing demographic changes. The
current globalisation of societal interactions with its close link to movements of people and goods can have
implications on the appearance, presentation and evolution of public health challenges. Migration should be seen
as one of the components of the globalisation process and its impact on society interpreted as such.
The United Nations defines a migrant as ‘any person who lives temporarily or permanently in a country where he
or she was not born, and has acquired some significant social ties to this country’. In Eurostat data collection, a
migrant is a person who establishes his or her usual place of residence in the destination country for 12 months or
more.
More than 70% of the estimated 25 million foreigners living in the European Union’s 27 countries come from
Eastern and Southeastern Europe and North Africa. However, migrants to the European Union (EU) are diverse in
terms of their country of origin, and the number of immigrants from Latin America, Asia and Sub-Saharan Africa is
growing.
In 2006, 1.8 million people from outside the EU settled in a new country of residence in the EU, of these more
than half were less than 29 years old. Non-EU immigrants were made up fairly equally of citizens of European
non-EU countries, Asian, American and African countries, with each comprising between 13% and 16% of the
total. Among non-EU immigrants in 2006, Moroccans were the most numerous, followed by migrants from Ukraine,
China, India, Bolivia, Albania, the United States, Turkey, Brazil and Russia (Eurostat, 2008).
Migration patterns and migrant populations differ between EU countries. For example, Moroccans were most likely
to migrate to Spain, Belgium, France and Italy, and Ukrainians to the Czech Republic, but also to Spain and
Portugal. Chinese citizens most often migrated to Spain and the United Kingdom, and Albanians to neighbouring
countries of Greece and Italy. Many Turks migrated to Germany and Austria, but France and the Netherlands were
also popular destinations. Russians were the largest group of migrants to Finland and Latvia. Some nationalities
were significant among migrants to one country, for example, Indians to the United Kingdom, and Bolivians and
Brazilians to Spain (Eurostat, 2008).
Patterns of migration and population movement are affected by geographical and historical factors as well as by
economics, conflict, environmental and political crises.
Poverty and the desire for a better life are significant drivers. Seasonal labour is an increasing phenomenon.
Refugees, internally displaced people and asylum seekers constitute a significant proportion of mobile populations.
Disintegration of the former Soviet Union and recent EU enlargement has had a major impact on migration in
Europe. Forced migration, in the form of human trafficking, is an issue of increasing concern, with an estimated
500 000 victims of trafficking in Western Europe (Szilard & Barath, 2007).
However, not all migration is due to force of circumstances. The education sector has become a major driver of
mobility (DiCerbo, 2001).
Migration into and within Europe has implications for public health. This issue was put on the European agenda
during the Portuguese Presidency of the Council of the EU in 2007. The conference ‘Health and migration in the
EU: Better health for all in an inclusive society’, in Lisbon in June 2007, led to a draft Council Conclusion, adopted
by the Council of the EU in December 2007, which highlighted the link between the health of migrants and that of
all EU citizens.
The Council Conclusion recommended that the European Commission support action through the Programme of
Community Action in the Field of Health 2008–2013, invited Member States to integrate migrant health into
national policies and requested that they facilitate access to healthcare for migrants. The Conclusion also called on
the European Centre for Disease Prevention and Control (ECDC) to produce a comprehensive report on migration
and infectious diseases in the EU, focusing on tuberculosis (TB), HIV and vaccine preventable diseases, to inform
policy and public health responses.
This background note is one of the components of the ECDC Report on migration and infectious diseases in the EU
and intends to complement and introduce the migrant health disease-specific reports (see text below detailing
structure of the report). The purpose of the background note is to provide an overview of migration and infectious
diseases in the EU. Section 2 provides a brief summary of issues related to migration and health, including factors
that increase the risk of infectious diseases in some migrant populations and limitations of available data. Section
3 discusses infectious diseases, specifically TB, HIV, hepatitis and vaccine preventable diseases in children. Section
4 considers possible areas for future public health research and intervention.
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Structure of the ECDC Report on migration and infectious diseases in
the EU:


Background note: introductory note providing background and directions for future public health
research and interventions



Migrant health disease-specific reports: series of disease-specific documents presenting data analysis,
evidence summary, interpretation and guidance on interventions in the field of migration and selected
infectious diseases. They will form a set of reports, which will be expanded over the coming years. The first
disease to be considered is HIV, followed by tuberculosis and vaccine preventable diseases (measles) later
in 2009. Other diseases will be considered for inclusion in 2010–2011.



Overview of projects related to health and migration/ethnic minorities funded by the European
Health Programme 2003–2008 (contribution by the Executive Agency for Health and Consumers, Ms
Cinthia Menel Lemos)
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1 Migration and health
Migration involves several stages, each of which presents strategic opportunities for prevention and control of
infectious diseases. There is a pre-entry phase, where a migrant’s health reflects the disease profile of his or her
country of origin. There is a transitional phase, where the process of moving, sometimes through intermediate
countries, can influence a migrant’s health (Ho, 2003). Finally, there is a post-entry phase, where the process of
adapting to working and living conditions in the host country can also influence a migrant’s health.
Despite concerns that migrants are responsible for the spread of infectious diseases, most migrants to the EU are
healthy. In population terms, however, migrants bear a disproportionate burden of infectious disease. For example,
in the UK, approximately 70% of newly diagnosed cases of TB and HIV were in people born outside the UK (HPA,
2006).
Socio-economic, cultural and legal factors, in particular, affect the physical and psychological health of migrant
populations. Poor living and working conditions are critical factors. Migrants often live in poor quality, overcrowded
housing, which increases the risk of diseases such as TB. High rates of domestic accidents, including lead
poisoning, have been recorded among migrant children living in poor quality housing (de Jong & Wesenbeek,
1997).
Low skilled migrants tend to do jobs in higher risk occupational sectors. For example, the incidence of
occupational accidents and diseases in construction and agriculture is higher than in other sectors (Bollini & Siem,
1995; Carballo & Siem, 1996). Migrants may be unfamiliar with safe use of equipment and often receive
inadequate training, supervision and protection.
Psychological health may be affected by the process of leaving family and coping with job insecurity, legal
problems, unfamiliar language and culture. Stress and anxiety can result in more serious psychological problems
(Mirdal, 1985; Selten & Sijben, 1994; Liebkind, 1996). Refugees and asylum seekers often experience
psychological trauma (Uniken Venema & Weirdsma, 1992; Selten & Sijben, 1994; Karmi, 1997).
Limited access to healthcare for migrants is also a critical factor. Policies, laws and regulations governing service
delivery, the characteristics of migrant communities and wider social attitudes can all influence access to and
uptake of services. Legal status, for example, lack of residence status and health insurance, is often a barrier to
healthcare. Lack of culturally sensitive information in relevant languages, suitably trained professionals and
services tailored to the specific needs of migrants are also barriers. Within migrant communities, culture, religion,
beliefs about health, disease prevention and healthcare and limited knowledge of available services can prevent
uptake of services.
Stigma and discrimination associated with TB and with HIV may be exacerbated in the case of migrants who are
already socially isolated and fear further stigma, discrimination and marginalisation. This may deter them from
seeking screening, counselling or testing. Migrants also tend to be disproportionately represented in prisons in
many countries of the EU. Conditions in prisons, such as overcrowding and poor ventilation, can increase the
spread of infectious diseases like TB among inmates.
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2 Migration and infectious diseases
Overall in Europe, the situation with regard to infectious diseases has improved, although progress has not been
universal. In some European countries, the prevalence of diseases such as TB has remained relatively high
(Migliori & Centis, 2002; Clark & Mytton, 2007; Falzon & van Cauetern, 2008). Likewise, the prevalence of
hepatitis A and hepatitis B has also remained high.
Many migrants from outside the EU come from countries where prevention and control of infectious diseases such
as TB, HIV and hepatitis is inadequate and the risk of exposure to these diseases is higher than in most EU
countries. Coverage with childhood vaccination programmes in these countries is sometimes lower and there are
still outbreaks of childhood diseases that have been largely controlled in the EU.
The three diseases presented in this Background note are emphasised in view of expert consensus and analysis of
available data. However, the aim of the ECDC Report on Migration and Infectious Diseases in the EU is to extend
the assessment to other diseases, which are or may be disproportionately affecting migrants. Therefore, the
disease-specific reports will possibly extend in the future to other diseases and conditions such as sexually
transmitted diseases other than HIV, zoonotic infections and imported tropical diseases.

2.1 Tuberculosis
The last 50 years have seen a decline in TB in most of what were the original EU countries. However, this decline
has not been consistent across Europe and TB remains a challenge in some of the accession countries. The
downward trend has also been interrupted by the re-emergence of TB among vulnerable populations including
cases in migrants from countries where TB is less well controlled, which represent an increasing proportion of new
cases (Rieder et al., 1994; Lienhardt, 2001; Falzon & van Cauetern, 2008; Jakubowiak et al., 2007).
In 2007, 21% of reported TB cases were of foreign origin. This proportion ranged from 26% to 79% in 17
countries. Overall, 27 countries reported ‘area of origin’ of TB cases: 32% of foreign cases originated from Asia;
26% from Africa; 10% from other countries of the EU/EEA/EFTA, 11% from non-EU/EEA/EFTA countries. Between
2001 and 2007, notifications among nationals decreased in nearly all countries but cases of foreign origin
increased up to 2005 and decreased in 2006 and 2007.
There is evidence that TB among people categorised as foreign-born is occurring in younger age groups and is
also associated with higher treatment default rates and poor outcomes (Falzon & van Cauetern, 2007; Jakubowiak
et al., 2007). The incidence and prevalence of multidrug-resistant TB (MDR TB) and extensively drug-resistant TB
(XDR TB) in certain EU countries (particularly in low incidence countries) appears to be associated with migrants
from countries that have a higher prevalence of drug resistance (particularly countries of the Former Soviet Union).
Although this suggests that imported TB is the main problem, the situation is more complex. Material deprivation
appears to be far more of a determinant than country of origin. Many migrants develop TB as a consequence of
their socio-economic status in the host country (EASAC, 2007). Migrants who arrive with a history of TB may be at
risk of reactivated TB infection because of overcrowded and poorly ventilated living conditions, homelessness and
inadequate nutrition (Gandy & Zumla, 2003; Ho, 2003; Gagliotti et al., 2006). Poor living conditions also expose
previously uninfected migrants to the risk of new TB infection.
Limited access to healthcare prevents migrant populations from accessing information that would enable them to
avoid TB and to obtain early diagnosis and treatment of new or re-activated TB infection. This is compounded by
limited efforts to raise awareness about TB in migrant populations who may be at the most risk.
Finally, it is important to emphasise that an increasing amount of evidence based on molecular epidemiological
studies is indicating that the risk of TB transmission from migrant to host populations is low. This clearly
demonstrates how the issue of TB control among migrants remains primarily a question of individual right to
access diagnostic and treatment services for a curable infectious diseases (Cain et al., 2008, Dahle 2007).

2.2 HIV
HIV is a significant health issue in some EU countries, while in others HIV prevalence and incidence are
comparatively low. Migration is a factor influencing the epidemiology of HIV in Europe, which has largely been
associated with transmission through unsafe sex among men who have sex with men and unsafe injecting drug
use. In 2005, 46% of all cases of heterosexually acquired HIV infection in Western Europe involved migrants from
high prevalence countries (EuroHIV, 2006; Hamers et al., 2006). In Spain, increased HIV among migrant women
involved in sex work is changing the epidemiological profile of the disease (Belza, 2004).
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In the UK most HIV cases reported between 2004 and 2006 involved migrants from Sub-Saharan Africa who were
infected prior to leaving their country of origin (HPA, 2006).
Also in the UK, approximately 70% of HIV incidence is accounted for by migrants. Ninety percent of cases were in
migrants from Sub-Saharan Africa and 85% involved infection acquired prior to arrival in the UK (HPA, 2006).
In Belgium, people categorised as foreign-born account for more than 50% of all reported HIV cases since the
epidemic began (EuroHIV, 2006; Hamers & Downs, 2004; Sasse & Defraye, 2006).
In France, reported AIDS cases among migrants increased by 20% between 1999 and 2004.
Those who are foreign-born are disproportionately represented in HIV statistics in the Netherlands, Germany,
Sweden, Ireland, Spain and Italy (EPI-VIH Study Group, 2002; SIIDS, 2002; HSPC, 2006; Nielsen & Lazarus 2006).
Limited access to HIV prevention, counselling and testing, and treatment services, particularly for women migrants
who may be more vulnerable because of their low social status or engagement in sex work, is a challenge.
However, as is the case with TB, the risk of transmission of HIV from migrant to host communities appears to be
low, although available evidence is limited.

2.3 Vaccine preventable diseases
Hepatitis A and B
Hepatitis A is mainly transmitted through contaminated food and water, but infection can also occur through
injecting drug use and sexual contact. Hepatitis A is endemic in countries with overcrowded living conditions, poor
hygiene and limited access to clean water and sanitation but also occurs in parts of Southeastern and Southern
Europe.
There have been outbreaks of food contamination-related hepatitis A in countries such as Luxembourg (2000),
Italy (2002), the UK (2003), Denmark (2004), and Germany (2004) (HPA, 2003; Mazick et al., 2005; Schenkel et
al., 2006). Outbreaks have also been reported in the EU among injecting drug users and men who have sex with
men (Tallo et al., 2003).
There is little evidence to indicate that hepatitis A in Europe is associated with migration, although infection in
Hungary has been linked to migration from areas of high prevalence in former Yugoslavia and China. Children of
migrants who return periodically to their family’s country of origin (circular migration) may be exposed to the virus.
Children of migrants in the Netherlands who had visited hepatitis A endemic countries, such as Morocco and
Turkey, were found to be among the most vulnerable to hepatitis A (Van Gorkom et al., 1998; Richardus et al.,
2004). Similarly, relatively high rates of infection have also been found among children of migrants in Spain who
had returned to Morocco for their annual holidays (Llach-Berne et al., 2006). In countries with universal
vaccination programmes and where high-risk groups have been targeted, incidence in children has decreased
significantly (Suijkerbuijk et al., 2008).
Hepatitis B (HBV) incidence in the EU and EEA/AFTA countries has declined over the past ten years from 6.7 cases
per 100 000 population in 1995 to 1.5 cases per 100 000 population in 2005 (Rantala & van de Laar, 2008).
However, in many European countries, immigrants from highly endemic regions are many times more frequently
affected by HBV than the general population (Manzardo et al., 2008; Rantala & van de Laar, 2008; HPA, 2006). In
the general population the prevalence of hepatitis B surface antigen varies widely between EU countries, with
higher rates in Romania (6%), Bulgaria (4%) and Latvia (2%) and lower rates in the Netherlands, Slovenia and
Norway (all below 0.5%). Due to the large differences that exist in surveillance systems, reporting practices, data
collection methods and case definitions across EU countries, the surveillance data are difficult to compare across
countries (Rantala & van de Laar, 2008).

Childhood diseases
Coverage of childhood vaccination programmes varies across the EU and coverage rates are lower in some
countries, in particular new Member States. Coverage rates in some countries have also declined as some parents
choose not to have their children vaccinated because of unsubstantiated concerns about adverse effects (Chez et
al., 2004). Outbreaks of measles infection in a number of EU countries highlight the fact that vaccination
programmes are not reaching all children, irrespective of origin (Coughlan et al., 2002; Ringler et al., 2002;
Zandotti et al., 2004).
There is relatively little data on vaccination coverage of the children of migrants in the EU, but available
information suggests that the situation is variable. In Germany, for example, the vaccination status of migrant
children and adolescents depends on the type of the vaccination, country of origin, age and duration of residence
in Germany (Beiträge zur Gesundheitsberichterstattung des Bundes: Kinderund Jugendgesundheits Survey, 2008).
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Experience in some countries indicates that there are challenges in reaching the children of migrants with routine
vaccination services, because their parents are either unaware of these services or are unwilling to use them for
cultural, religious or other reasons (Smailbegovic et al., 2003; Alfredsson et al., 2004; Henderson et al., 2008).
Outbreaks of measles and other infections in the host population in some EU countries may be linked to suboptimal protection in migrant populations. For example, the persistence of the rubella virus in Switzerland has
been partly attributed to migration from Asia, Africa and Central and South America, where the prevalence of
rubella antibodies in young adults is low (Matter et al., 1995). The children of migrants who are not reached by
routine vaccination programmes are also at elevated risk of preventable childhood diseases.
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3 Implications for public health research and
intervention
The issue of migration and health is high on the EU agenda. EU political commitment is reflected in policy
instruments intended to ensure that migrants have access to healthcare and in the European Commission’s 2003–
2008 European Health Programme and 2008–2013 Second Programme of Community Action in the Field of Health.
The latter include, among others, projects on health inequities, migrant health status and infectious disease
burden and models for provision of healthcare for undocumented migrants.
However, more can be done to improve understanding of the relationship between migration and public health
and to address the health and healthcare needs of migrants. This section outlines challenges and possible areas
for public health research and intervention.

3.1 Infectious disease surveillance and monitoring
Migration in the EU remains poorly understood. Relatively little is known about the number of people moving in
and out of countries and their duration of stay. There is no common definition of migrant and the term is used in
different ways by different European countries. ‘Migrant’ may or may not include short-term and long-term
migrants, transit populations and settled communities, people with and without legal residence papers, first,
second and third generation migrants. Lack of standardisation across countries makes it difficult to compare the
situation of migrants within the EU.
Similarly, there is no consistent approach to recording migrant status in health records, so comprehensive and
comparable data about the health of migrants is not available. Most data are drawn from small studies,
unrepresentative samples or questions added to other data collection exercises. These shortcomings limit
understanding of migration and health, including infectious diseases, and more research is needed to assess the
situation in different EU countries and to account for the apparent differences in prevalence of infectious diseases
between countries.
Despite the considerable amount of research that has been conducted, there are also gaps in information about
the impact of culture and religion on health beliefs, attitudes and health-seeking behaviour.
Lack of standardisation makes it difficult to establish a clear picture of the burden of infectious diseases in migrant
communities. Different EU countries use different definitions for data collection and analysis. Tailoring definitions
to the epidemiological characteristics of the disease for the purposes of surveillance is common; for example, the
use of the definition ‘foreign-born’ in TB surveillance. Surveillance of childhood diseases is also poor in some EU
countries.
The implications of infectious diseases among migrants for host communities are poorly understood. There is little
evidence of the spread of infectious diseases from migrant to host communities. While this may reflect limited
interaction between migrant social networks and those of host communities, other factors may also play a role.

Possible areas for action include:




Developing a common EU-wide definition of ‘migrant’ and standardised definitions for collection of
communicable disease and epidemiological data. This would improve understanding of the relationship
between migration and infectious diseases and the burden of infectious diseases in migrants and allow data
comparison between and within countries. Data collection models that avoid stigmatisation and
discrimination need to be identified.
Monitoring migrant access to and uptake of prevention, treatment and care services.

3.2 Prevention and control programmes
Despite the lack of comprehensive data, available information indicates that patterns of migration and the
epidemiology of infectious diseases can change rapidly. This implies a need for EU countries to assess the situation
on a regular basis; in particular the impact of circular and short-term migration on infectious diseases, and to
adapt prevention and control policies and programmes to meet evolving needs.
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Health is in large part defined by social and economic determinants and for many migrants these tend to be
adverse. In the case of TB, traditionally a disease of poverty, the conditions in which migrants move and in which
they live in their host country may facilitate the development and spread of disease. In the case of the children of
migrants, potential exposure to infectious diseases, such as hepatitis A, is increased during visits to their parents’
countries of origin, and risk of preventable childhood diseases is increased if they are not reached by routine
vaccination programmes. Prevention and control of infectious diseases require efforts to improve the social and
economic condition of migrants. The 2008 WHO Commission Report on the Social Determinants of Health asserts
that generating evidence on what reduces health inequities requires more multidisciplinary research and more
funding.
Prevention and control programmes have paid insufficient attention to differences in vulnerability in different subpopulations of migrants and the specific health and welfare needs of women and children. The conference Health
and migration in the EU called for actions to improve sexual and reproductive health and access to family planning
education and services for migrants. Available evidence also suggests that more needs to be done to improve
vaccination coverage of the children of migrants, especially those who may not be reached by routine services.
Although highlighted by the Budapest Declaration on Public Health and Trafficking in Human Beings following the
Regional Conference on Public Health and Trafficking in Human Beings in March 2003, the impact of human

trafficking on the health of women and girls, particularly with respect to HIV, merits greater attention.

Cost-effective and non-stigmatising approaches to screening, targeted vaccination and active case finding in
migrant populations have yet to be identified. More needs to be learned about when, where and how often
screening is a useful public health intervention. Screening is a complex and sensitive issue and there is currently
no consensus on approach or on the effectiveness, for example, of entry screening for TB.
More also needs to be learned about how to reach most-at-risk migrants with vaccination and other services in
ways that protect confidentiality. Active case finding, especially among undocumented migrants, is a challenge and
interventions that encourage all migrants to participate in public health programmes are urgently needed.

Possible areas for action include:





Consideration of the implications of changing patterns of migration and infectious diseases for prevention
and control programmes, including developing consensus on the infectious diseases most relevant to
migration.
Conducting research to identify the nature of health inequalities, the different social and economic
determinants of health in specific sub-groups of migrants and the extent of public health risk attributable to
migration.
Developing evidence-based prevention and control policies and programmes that are tailored for migrants
including the most vulnerable, with particular emphasis on the needs of women and children.
Evaluating the cost effectiveness and public health benefits of approaches to screening, targeted
vaccination programmes and active case finding and strengthening sharing of good practice.

3.3 Healthcare services
Prevention and control of infectious diseases among migrant populations has planning and budgeting implications
for healthcare systems. Limited access to healthcare among migrants must be addressed, since this is a factor in
late presentation for diagnosis and treatment, which has implications for individuals and the health system, as
management of more advanced disease is often more complex and more costly. Improving healthcare follow-up of
migrants after the initial contact also needs to be addressed.
Limited access to or low utilisation of services by migrants is due to a mix of legal, administrative, linguistic and
cultural factors. Legal status — lack of residence status and health insurance, especially for undocumented
migrants — and regulations governing service delivery limit access to services in some countries. Policies of
government departments of immigration, justice or interior, for example, with strict policies regarding deportation
of undocumented migrants, may make it more difficult to reach migrants with public health interventions. There
has been little focus on the human rights dimensions of healthcare in the context of migration and ensuring that
migrants and health providers are aware of and encouraged to exercise these rights.
Language barriers and the lack of culturally sensitive information and translation services hinder effective
communication about diagnosis, treatment and adherence. Lack of appropriately trained health professionals, in
terms of cultural competency and awareness of diseases that have declined in Europe, such as TB, and lack of
services tailored to the specific needs of migrants also influence healthcare utilisation.
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Possible areas for action include:




Exploring and developing good practice approaches to maximise access to healthcare, particularly for
undocumented and uninsured migrants.
Investigating the factors that limit access to and utilisation of health services and develop ‘migrant-friendly’
services and strategies to increase coverage and uptake, for example, outreach, information about services
and involvement of migrant communities in service design and delivery.
Developing training curricula and materials for public health and clinical care professionals to increase
awareness of the specific needs of migrants and skills and competencies required to provide culturally
sensitive services.
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Conclusions
There is a lack of comprehensive information on migration and infectious diseases in most EU countries, but
available data suggest that migrant populations from countries with a high prevalence of infectious diseases are
disproportionately affected by TB, HIV, hepatitis A and hepatitis B.
This also has implications for public health in Europe, although the risk of infectious disease spread from migrant
to host communities in EU countries appears to be low. For example, the decline in rates of TB in Europe has been
interrupted by cases in migrants from countries where TB is less well controlled. Migration from high prevalence
countries is influencing the epidemiology of HIV in Europe. While there is little evidence to indicate that hepatitis A
in Europe is associated with migration, children of migrants who return periodically to their family’s country of
origin appear to be among the most vulnerable to hepatitis A. In addition, coverage with routine immunisation
against preventable childhood diseases is lower in children in some migrant populations.
The poor conditions in which many migrants live and work increases their risk of infectious diseases, including, for
example, new or reactivated infection with TB. Many migrants have limited access to healthcare services, in
particular undocumented migrants, due to a combination of legal, administrative, linguistic and cultural factors,
and this is a barrier to effective prevention, diagnosis and treatment of infectious diseases.
More needs to be done to improve the understanding of the relationship between migration and health and
address the health and healthcare needs of migrants. Consistent and comprehensive data about the health of
migrants are not available and the lack of standardisation in data collection makes it difficult to establish a clear
picture of the burden of infectious diseases in migrant communities.
Although health is in large part defined by social and economic determinants, and for many migrants these tend to
be adverse, little research has been conducted to identify the specific determinants of health in different subpopulations of migrants. Likewise limited attention has been given to differences in vulnerability in different subpopulations of migrants and the specific health and welfare needs of migrant women and children.
There are few services, provided by appropriately trained and culturally sensitive healthcare professionals, tailored
to the specific needs of migrants. More specifically, cost-effective and non-stigmatising approaches to screening,
targeted vaccination and active case finding in migrant populations are also required.
This background note suggests public health research and interventions to address these issues. Specifically, it
suggests actions to improve infectious disease surveillance and monitoring, to ensure that prevention and control
programmes are responsive to changing patterns of migration and infectious disease epidemiology, and to ensure
that healthcare services are responsive to the specific needs of migrant populations. More generally, EU countries
need to consider actions to tackle infectious diseases in concert with countries of origin and countries through
which migrants pass on their way to Europe.
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