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Summary
The advancement of migrant-sensitive health care in Europe has been a topic of many initiatives and academics
debates for over 20 years in Europe, yet with rather limited progress in terms of comprehensive and sustainable
implementation. We argue that a human rights-based approach with clearly defined duties and responsibilities of
governments, relevant public and private institutions as well as professionals is needed, in line with a sound un-
derstanding and thoughtful implementation and further development of concepts and standards for providing
migrant sensitive care as an essential component of Universal Health Coverage. We suggest drawing particular
attention to the interrelated features of accessibility, acceptability, quality, and trust to inform policies and practice.
Innovative approaches with substantial involvement of social and cultural sciences are needed for adapting clinical
care and health services to the growing social and cultural diversity of European societies.
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Introduction
Adapting European health services to migration and
cultural diversity is yet to be accomplished. Despite
multiple initiatives, proposals, “calls for action” and pro-
grams for the last two decades, health systems and ser-
vices in Europe are still far from adequately responding
to the diverse cultural reality of contemporary European
societies. For refugees and migrants, it is still a matter of
chance whether they will enjoy people-centred health care
that adequately responds to their individual needs.
Health services in Europe are not free of xenophobia,
racism, and discrimination in its multiple overt and
covert, interpersonal and structural forms. We are still far
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from having migrant- and diversity-sensitive health care
“integrated in the mainstream of health services,
embedded in policy and supported by communities”, as
David Ingleby called for in a critical review in 2011.1 As a
result, social, cultural, structural, language and legal
barriers keep preventing many migrants (including un-
documented migrants), refugees, and displaced groups
from accessing health services in the same reliability and
quality as compared to host populations.

Little progress has been achieved even amongst the
most wealthy European countries, despite strong polit-
ical commitments,2 and numerous initiatives showing
the way forward.3–13 On the other hand, all these con-
tributions have yielded great progress in terms of theory
and methodologies for implementation: We now un-
derstand notions like culture- and migrant-sensitive
health services much better, and how these concepts
can be translated into practice. Controversies regarding
—for example—suitable definitions of “culture” or the
relevance of “ethnicity” in medicine and health, have
advanced our knowledge on positive ways for using these
terms for improving the health and dignity of patients
1
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Key messages

1. Little progress has been made towards a comprehensive implementation of
migrant and culturally sensitive healthcare in Europe over the last 20 years,
despite significant advancements on conceptual and operational levels.

2. The current social and political climate in Europe, with deterring migration
policies and poor support for migrant-sensitive care in many countries, puts a
strain on healthcare and other professionals committed to human rights and
health equity and undermines Universal Health Coverage.

3. According to universal human rights, all human beings are “right holders”,
independent of migration background or legal status, and thus entitled to
scientifically–and medically–appropriate care without discrimination.

4. In order to advance migrant-sensitive care, the respective duties and re-
sponsibilities of states, governments, institutions and individuals need to be
defined, according to international law and professional ethics.

5. Accessibility, acceptability, and quality of care, as well as trust in health services
and professionals, are critical domains for informing migrant-sensitive health
services and care.

6. A theoretically sound understanding of culture that fosters meaningful
engagement with individuals and communities and attention to the real living
conditions, experiences, and concerns of the people, is crucial for migrant-
sensitive health services.

7. Innovative approaches with substantial involvement of social and cultural are
needed for adapting clinical care and health services to the growing social and
cultural diversity of European societies.
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and communities through better communication, un-
derstanding, and care.14–18 At the same time, we have
become better aware of the negative effects of inconsid-
erate and theoretically-uninformed use of these terms
leading to stereotyping or sustaining overt or covert
forms of racial discrimination.19,20

But there are further reasons that make talking about
migration, culture and health equity in Europe today in
2023 different from twenty years ago, when the broader
discussions on migration, integration and health in Eu-
ropean countries had just started.21 The painful reality of
close to 28.000 migrants fatalities documented in the
Mediterranean since 2014,22 of illegal pushbacks at Eu-
ropean borders by government authorities, as well as the
surge of toxic “narratives of hate”23 regarding migrants,
were probably unimaginable twenty years ago. Moreover,
the experiences of austerity measures in Europe dispro-
portionately affecting health care for migrants during the
European Financial Crisis,7,24 the European reception
crisis of the years 2015–2016, the COVID-19 pandemic
and, recently, the massive displacements following Rus-
sia’s invasion of Ukraine need to inform our view on
migration, culture, and equity in healthcare today.

Against this background, this article offers a critical
view on the attempts, advancements, and challenges for
providing inclusive, migrant-sensitive health care in
Europe. Based on a purposeful review of academic
literature from multiple disciplines, such as medical
anthropology, public health, medical education, and
humanitarian medicine, we aim to provide a critical
synthesis of the main contributions, experiences, and
persisting or newly defined challenges. The overall
framework to guide our analysis was defined by the
ethical commitment to health equity as well as the legal
and conceptual components of the Right to Health,25 in
correspondence with a “critical perspective on migrant
health”.26
Migration, diversity, and the right to health
According to the 2016 “Strategy and action plan for
refugee and migrant health” of the World Health
Organisation (WHO) Regional Office for Europe, “ac-
cess to responsive, people-centred health systems is
essential to ensure available health care for all refugees,
asylum seekers and migrants throughout the migration
journey”.2:9 The WHO document then draws attention
on the multiple “formal and informal barriers to health
care” for refugees and migrants that can be subsumed
under three major categories: structural, social and
cultural factors.

For assessing and overcoming the well-known bar-
riers to equitable health care for all refugees and migrants
in Europe, we suggest to adhere to the four “core ele-
ments” of the Right to Health as defined by the UN
Council on Social, Economic and Cultural Rights in
200025: the “availability, accessibility, acceptability and
quality” of health facilities and services for all. However,
given that the physical availability of health services is
largely ensured in Europe, we will concentrate on acces-
sibility, acceptability, and quality of health services, but
add a further dimension of cross-cutting relevance: trust.

Human rights do not materialise by themselves.
Advancing human rights implies investment of time,
energy, empathy, and other resources (not the least
financial) especially for those people who are at the highest
risk of suffering marginalisation, neglect, discrimination,
and exploitation in a given society. A fundamental tenet of
human rights is therefore the differentiation between
right holders and duty bearers: All human beings—
including all refugees and migrants—are “right holders”,
with human rights and dignity not being conditioned to
any kind of merit or related to any obligation. The re-
sponsibility for protecting, respecting, and fulfilling hu-
man rights lies, in contrast, with the States: States are
“duty bearers”, and the current observation of European
countries systematically disregarding universal rights of
migrants only reaffirms the need to hold governments
accountable.27 However, the realisation of human rights
should not be left to States and international organisations
like the WHO: civil society plays an essential role by
supporting, watching, and forcing States in multiple ways
to comply with human rights.28 This is particularly rele-
vant for the health sector: rights-based approaches provide
health professionals with opportunities to promote health
equity that go far beyond legal mechanisms and
www.thelancet.com Vol ▪ ▪, 2024
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obligations.29–31 In addition to take states and governments
as “duty bearers”, we thus suggest to understand profes-
sional actors in all branches of the health system as “re-
sponsibility holders”30 for better defining tasks and
preventing the dilution of responsibilities.
Accessibility, acceptability, quality, and trust
Accessibility, acceptability and quality of health services
and care, as well as trust into services and health pro-
fessionals, are critical criteria to be met for truly
complying with the universal right to health in Europe.
The differentiation of the four domains helps to sys-
tematically identify challenges and solutions that, in line
with a clear assessment of duties and responsibilities,
may lead to concrete actions.

Accessibility
In contrast to many regions of the world, the physical
availability of health services in Europe is largely
achieved. However, health services are often not
accessible for refugees and migrants, due to eco-
nomic, legal and many other reasons. Barriers are
particularly high for undocumented migrants, asylum
seekers and refugees, often conditioned by the mul-
tiplicity of legal categories applied to people seeking
protection.32

As health systems of European countries are
extremely diverse and health and migration policies are
in constant change, the situation is different in every
country, with large regional variances within some Eu-
ropean countries, making the situation even more
complicated.12,13 An exception of the rule is the inclusion
of Ukrainian people fleeing the war after Russia’s inva-
sion of Ukraine through the EU Temporary Protection
Directive issued on March 4, 2022. In terms of health
equity and universal human rights, this political decision
by the European Union is both encouraging and deeply
disappointing: It shows that inclusive health policies are
possible and can be implemented in case of an emer-
gency at very short notice. Yet, the distinction between
Ukrainian nationals and other people fleeing the war in
Ukraine, as well as the chasm regarding the treatment of
refugees and displaced people from all other regions and
conflict zones like Syria, Iran, and Afghanistan, is in clear
opposition to universal human rights.

In addition to this political and legal dimension,
health systems must be structurally prepared and
equipped for receiving refugees and migrants. Health
systems need support, both economically as well as
through guidance, training and task-sharing between
regular health services and humanitarian organisa-
tions.33 A further aspect of accessibility is access to in-
formation: migrants, refugees and displaced people
need adequate information about entitlements and how
to navigate the health system, considering their lan-
guage and their actual living conditions.
www.thelancet.com Vol ▪ ▪, 2024
Acceptability
According to the UN General Comment on the Right to
Health (paragraph 12),25 this domain points to the need
that “all health facilities, goods and services must be
respectful of medical ethics and culturally appropriate”,
giving explicit mention to “individuals, minorities,
peoples and communities”, as well as sensitivity to
“gender and life-cycle requirements”, and “confidenti-
ality”. By highlighting medical ethics, it establishes a
direct link to health professionals as “responsibility
holders”, who are primarily in charge of fulfilling
acceptability. However, even the most-well intentioned
and best trained professional will be unable to provide
emphatic person-centred care under conditions of
limited time and resources, without encouragement and
support within the team and the overall institution.
Moreover, reliable support by interpreters, social
workers and professionals of other areas is needed to
attend to the intersecting needs of people in situations
of migration or displacement. Providing the structural
conditions for acceptability of health services corre-
sponds to the “duty bearers”: governments and public
institutions in charge of administrating health services.

A central feature of acceptability is the need to pro-
vide culturally sensitive care, and we have seen massive
strides towards a better understanding of how to
embrace culture and how to deal with cultural diversity
in health services and care.4–14,26,34,35 However, broad
implementation is still lacking both at the level of
training and medical education, as well as in the daily
routine of health services and humanitarian assistance.
Culture and cultural diversity in the context of medicine
and health are still too often addressed through stereo-
type assumptions regarding the “culture” of specific
groups. From a health provider’s perspective, this may
be perceived as useful and practical, as it provides
apparently rapid answers to complex questions. But this
approach ignores the cultural heterogeneity within the
assumed groups and neglects the dynamics of change
and cultural development over time, as well as the in-
dividual patients’ real-life experiences, perceptions, and
problems. Instead of advancing person-centred care, the
stereotype use of “culture” is prone to confound the
individual person or community with a cultural (and
sometimes racist) cliché. This is particularly relevant for
people living for years in unstable legal and social situ-
ations, in camps or transit, defined by Kafkaesque legal
provisions and without being able to settle down and
build a future in safety and dignity. Considering “cul-
ture” should thus only be the starting point for
approaching a patients’ situation and perspective,
addressing all relevant social and structural aspects.14,18,36

Another essential aspect of culturally-sensitive care is
to include critical self-reflection and awareness, as
expressed for example with the concept of “cultural
humility”.31,37 The “clinical gaze”38 of physicians and the
institutional culture of health facilities shape how health
3
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professionals perceive and treat patients, and how their
particular experiences, needs and concerns are given
credit within daily routines.16 Power-relations during
clinical encounters need to be reflected for fostering
non-paternalistic attitudes, as well as the critical ques-
tion for the legacies of colonialism in our minds and
attitudes: The historical roots and hidden structures of
racism and exclusion—both in the global health archi-
tecture and in our European societies—need to be
addressed seriously by health professionals and medical
institutions.39–41

Quality
Regarding the fourth essential element of the Right to
Health, the UN General Comment states that health
services must be “scientifically and medically appro-
priate and of good quality”. This rather general state-
ment leaves much room for discussions and
controversies, but there are at least three aspects of
overwhelming importance: the unacceptability of “dou-
ble standards” with providing health care of lower
quality to certain people and groups, the need for
adequate communication across language barriers, and
continuity of care in case of chronic diseases or condi-
tions with the need for long term treatment.

Double-standards in terms of sub-standard care for
specific people of population groups according to
migration status, nationality or on any other grounds is
a direct infringement of the principle of “universality” of
human dignity and rights. In case of emergency situa-
tions with massive population movements, a focus of
health care delivery on emergency care or acute medical
issues might be justified as an initial response, but
transformation into a comprehensive approach needs to
be envisaged right from the beginning and imple-
mented as soon as possible.33 The legal or structural
institutionalisation of double-standards, for example
through legal provisions that define reduced entitle-
ments for asylum seekers or undocumented migrants,
is unacceptable from a medical, ethical and human
rights perspective. Moreover, policies and laws of this
kind put health professionals in difficult situations by
forcing them to deliver care that contradicts professional
ethical standards and universal human rights.

However, double-standards may also emerge on the
level of individual care provision, when for example
social discourses regarding the “deservingness” of
migrants for social services gain influence in the
physician-patient relationship.42,43 Considering people as
“unwanted, undesirable, and undeserving of protection
or public support”26:8 and categorising them as the
"other”,26:6 prepares the field to accept the provision of
sub-standard care at an individual level—even more,
when legal frameworks and policies sustain the idea that
discrimination is acceptable.

The second aspect of quality to be mentioned here is
communication and cultural mediation. High-quality
communication both in medical and linguistic terms
is an absolutely essential aspect of health services, and
this also applies to patients, people and communities
who do not have the language skills of the country
where they happen to be in need of medical care.44,45

Considering the obvious importance of quality
communication for health care provision, it is quite
troubling to read in a relevant document published in
2019 by the European Office of WHO, that “the bene-
ficial impact of intercultural mediators is hindered by a
lack of professionalisation, insufficient training and the
non-systematic and inconsistent implementation of
intercultural mediation programmes.”44–47:ii As bad
communication is known to severely undermine quality
of care and trust,48–50 both duty bearers and re-
sponsibility holders need to comply with their respective
commitments and tasks.

The third dimension of quality of care is the need to
assure continuity of care, both in relation to the
migration journey with continuity of care over all phases
of the migration trajectory, but also in a country of
prolonged transit (that may last years) and resettlement.
Chronic health conditions like non-communicable dis-
eases, as well as mental health problems and infectious
diseases with a long-term treatment like TB and HIV/
AIDS must not be interrupted due to migration move-
ments or sub-standard provision of medical care.

Trust
In addition to accessibility, acceptability, and quality of
care, we suggest including trust as a further dimension
that deserves systematic attention. According to WHO,
“trusted health systems” that respond to the “needs and
preferences [of patients] in humane and holistic ways” are
essential for person-centred care.51:7 Yet, trust must be
earned and maintained, and can easily be undermined
and hampered. The recent Covid-19 pandemic has shown
again,52 that migrants are often among those who have the
least trust in the health system of a given country.48,49,52

The creation and preservation of trust in health sys-
tems and professionals depends on multiple interrelated
factors, with responsibilities at all levels of a health care
system and beyond. At the level of individual care, trust
is shaped by the personal attitude of the professionals.
Empathy, cultural sensitivity, and quality communica-
tion, if needed with the support of cultural mediation
and interpreters, are essential for creating trust. On the
contrary, health professionals who are perceived to be
uncaring and inconsiderate towards migrants’ needs
will substantially reduce trust in health care, even
beyond the individual situation.50,53,54

A further important factor for trust in health services
is located rather outside the health system, in the social,
legal and political context: Living as an undocumented
migrant, for example, with fear of deportation is marked
by insecurity and well-founded skepticism regarding
public institutions, undermining also the trust into
www.thelancet.com Vol ▪ ▪, 2024

www.thelancet.com/digital-health


Series Personal View
health services.32,55,56 Experiences of exclusion, margin-
alization, racial discrimination and violence during the
migration process or in transit and host countries also
undermine trust. Even more so, when considering that
this might be related to micro-traumata, that are prone
to lead to a severe deterioration of the individual’s
mental health.54

Creating and maintaining trust of migrants, refugees
and displaced people in the health system is an impor-
tant avenue for improving migrant-sensitive health care.
All measures promoting acceptability and quality of care
are directly related to increasing trust. Moreover,
participatory approaches and community engagement
are of highest value to create trust, from the individual
to the community level.57–59
Search strategy and selection criteria

References for this Personal View were identified through searches of PubMed with
the search terms “culture”, “migra*”, and “healthcare”, “migra*” and “right to
health”, as well as “migra*”, “healthcare” and “trust”, published between 2010 and
August 2023. Articles were also identified through Cited Reference Searching related
to pivotal publications issued since 2000, and searches of the authors’ own files and
collections. Papers, monographs, collected volumes and reports published in English,
German and Spanish were considered. The final reference list was generated on the
basis of originality and relevance to the aim and the overall framework of this
Personal View.
Perspectives for action
Adapting health services and care to the social reality of
societies shaped by the multiple types of past, recent and
present migration is a comprehensive task that requires
sound and sustained action by all individual and insti-
tutional actors involved. For practical action, we suggest
the following complementary points.

Fulfilment of duties and responsibilities at all levels
Migrant-sensitive health care can only be achieved when
all stakeholders–duty bearers (governments and public
agencies) and responsibility holders (professionals in the
health sector, including health administration and
financing)–fulfil their duties and responsibilities. Unfor-
tunately, the investment of time, empathy, financial and
other resources into person-centred health care of people
who are at the social margins of our societies, affected by
racism, xenophobia and discrimination on other
grounds, far too often relies on the personal engagement
of individuals and non-government organisations with
unstable funding and weak structures. Austerity mea-
sures and privatisation of health services have proven to
compromise investments in health equity even more.
Yet, as a central pillar of Universal Health Coverage
(UHC), the fulfilment of comprehensive, person-centred
health services for all is in the best interest of all and
must be treated as such—in health policies, financing,
training and daily health care delivery.

Innovative approaches for recontextualizing health
services and care
In view of the growing social and cultural diversity in
Europe, the uncritical use of categories like “ethnicity”
and “country of origin” is of little to no value for health
research, professional training, and care. A critical un-
derstanding of "culture" is needed, with explicit atten-
tion to social, structural, legal, and political contexts and
determinants of health, as well as the intersection of the
different factors driving inequities and discrimination,
like gender, class, ethnicity and race.14–18,26,36,37
www.thelancet.com Vol ▪ ▪, 2024
Innovative forms of interdisciplinary collaboration
between medical, social and cultural sciences need to be
implemented, building on the close ties between med-
icine, anthropology and history: In clinical practice, the
anthropological perspective advances the empathic “cu-
riosity”45 of health professionals towards patients and
communities for getting closer to what is “really at
stake”14 for the people. An “expanded social history”60

puts an individuals’ medical condition in relation to
his or her personal history, enriched by the trained
health professional’s knowledge on how migration
contexts may affect health. Sensitivity to context, living
conditions, and lived experiences, as well as collabora-
tion with non-medical partners (like social work, legal
counselling)18,30 enables clinicians to promote “health
and the capacity to flourish”31:1 of migrant patients and
communities.

On the research side, the multiple determinants of
health–including racism and xenophobia–have to be
disentangled61–63 with anthropological studies providing
useful knowledge on the lived reality of refugees, mi-
grants and displaced people to inform clinical practice
and public health.26,38,56,64 The social, cultural and struc-
tural dimensions of health services and care need to be
addressed and delivered with the same level of pro-
fessionality and academic commitment as the medical
and biological aspects of health and disease. Cultural
stereotypes, structural violence, racial discrimination, or
poor quality of physician-patient communication are
equally harmful for patients as incorrectly dosed phar-
maceuticals or badly performed surgical interventions.

Deployment of existing technical guidance and
standards
More than two decades of sustained engagement of
multiple researchers, professionals of health and allied
sciences, technical experts, and activists have yielded
significant results in terms of publications, examples of
good practices, consensus documents, handbooks, and
guidelines for multiple aspects of migrant-sensitive
health services.8,10,11,16,17,35,44,65–67 The first step for
advancing accessibility, acceptability, quality, and trust
in healthcare for refugees and migrants would thus be
to make use of the existing standards by thoughtfully
5
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applying and adapting recommendations and guidelines
to the particular local and professional context,
including teaching and training.
Conclusions
Adapting health services and care to the social reality of
societies shaped by the multiple types of past, recent and
present migration is a challenging but necessary task to
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mber of non-registered refugees living in informal squats is

sylum or transit centres. Those living outside these camps are
new-born health care is accessed through camp-based primary
ortation being organised by the International Organisation for

ugh the provision of cultural mediators, who accompanied
increasing acceptability and quality of care, as well as trust. In
ops for forcibly displaced women, translated by cultural
including maternal and new-born health, that were tailored to
in which women could socialise and attend women’s health
ledge regarding health access was provided. However, for the
pendence of individual commitment, the sustainability of this
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Thematic box

Culturally sensitive services in the humanitarian sector
Long overlooked, cross-cultural considerations are increasingly discussed in relation to humanitarian assistance.72,73 Principle challenges lie in the tensions
that may exist between the contextual adaptation of emergency care services as mentioned in the Sphere guidelines,74 and the possibility that
international staff arriving in a humanitarian crisis setting with insufficient preparation regarding local realities offering culturally inappropriate care.73 The
emergency frame, that is at the core of temporary humanitarian health structures, is likely to interfere with developing meaningful relations of care
conducive to inclusive and safe experiences of health services. Research has shown, for example, that the framing of the so-called 2015 “migration” or
“refugee crisis” has enabled a configuration of emergency care for newcomers in Greece and Italy, with reduced services and deterring well intentioned
health professionals from reassessing pre-existing stereotypes or perceiving the agency of women when seeking medical care.64 In conjunction with
“austerity-driven underfunding, temporary solutions became entrenched, producing a lasting emergency”.64:11

In all areas of humanitarian medicine, however, the lived experiences and positionality of health professionals who themselves experienced displacement
and migration should be systematically involved. Both for training and humanitarian assistance, migrant professionals provide a renewed lens on cultural
safety from the ground up.75

Series Personal View
professionals and, above all, the health and dignity of
refugees and migrants in Europe.

However, advancing the realisation of the right to
health for all members of our society essentially de-
pends on all actors upholding their duties and re-
sponsibilities for overcoming the social, structural, and
cultural barriers to migrant-sensitive care. The
emphasis of this article on accessibility, acceptability,
quality, and trust is a proposition and invitation to
health professionals and all actors and stakeholders
involved—those in close contact to patients just as
others engaged at the administrative, economic, or po-
litical level—to reflect on their share of personal and
professional responsibility and scope of action. The
harmful or beneficial outcome of health policies and
services are jointly crafted by all parties involved in the
complex processes of protecting, achieving, and main-
taining health.
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