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Title

Public health practitioners’ perspectives of migrant health in an English region

Abstract

Objectives: Migration is a complex and contested topic bfipdebate. Professionals
working in public health must negotiate this politicised coxipjeyet few studies examine
the perspectives and practices of public health professionedlation to migrant health.
This study seeks to redress this by exploring how migranthhisatonceptualised and
addressed by public health professionals after a key traradipoint in the reorganisation of

public health in England and the public vote for the UK to leheeEU.

Study design: Qualitative in-depth exploratory study

Methods: Ten interviews and one focus group were conducted vphblic health
professionals’ working at Public Health England (PHE) or local authorities in an English

region. Recordings were transcribed and thematic asalgs conducted.

Results: Professionals viewed migrant health mainly threuigdalth inequalities lens;
migrants were considered vulnerable and their health oftenndieed by wider social issues.
This influenced public health professionals’ perceived ability to affect change. Public health
professionals were greatly influenced by the societdit;ypand institutional, post-Brexit
vote context in England, describing a nervousness aroundsaahdyenigrant health. At an
institutional level, public health professionals describedrese that migrant health was not
prioritised. It was considered ‘too hard’ and complex, especially with shrinking resources

and highly politicised social narratives. Consequently, mignaalth was often not directly
addressed in current practice. The gaps identified by pulalthhgrofessionals were: lack

of knowledge of health needs and cultural differencé; dd@ccess to appropriate training;



lack of cultural diversity within the public health workforegid concerns about meaningful

community engagement.

Conclusions: These findings raise concerns about public health professionals’ ability to
address the health needs of migrants living in England.g&ps highlighted require further
and deeper examination across relevant organisations inchingimgoader public health

infrastructure in the UK.
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Introduction

The health of migrant groups increasingly important as flows of people across thédwor
grow and show little sign of abating. Social instabilégponomic inequality and globalized
economies are driving mass movement both within and betglebal regions (1). Migrants
generally arrive healthy, bringing social and economi@athges to the host country (for
example, paying additional tax and, providing labour supphg)2Despite an overall and
initial “healthy migrant effect’ on host countries, some new arrivals are exposed to
circumstances that impact negatively on both physicahaamtal health, either during their
journey, or following arrival (68). In addition, the health of migrants often deteties over
time and converges to host society levels within 10-20 yatesarrival. Migrant

populations in the US, Canada, Australia and Europe havesheam to develop high

! There are many terms used to classify migration stafies used interchangeably (Anderson & Blinder
2015). For the purposes of this paper, ‘migrant’ is an umbrella term encompassing people who are moving or
have moved across an international border or within a State faom their habitual place of residence,
regardless of (1) the person’s legal status; (2) whether the movement is voluntary or involuntary; (3) what the
causes for the movement are; or (4) what the length atéyds (39).



comorbidity and disability rates in old age (9). This dextould be attributed to cumulative
stressors, including the migration journey, adaptive steag®riences of discrimination,
poor access to healthcare, economic stressors andrgenge with the health behaviours of
the host society (9). Refugees, asylum seekers andntggvéhout documentation are in
particularly vulnerable circumstances and may expeeigarticular health risks such as

exposure to communicable diseases (10,11).

Migration is highly politicized in Europe and is a topic ofisbcontestation and controversy.
It is unsurprising that migrant health occupies an ambigposiion in the English public
health system. National public health guidance indiceitat migrants are viewed mostly
through the lens of communicable disease and managing ipbpequlation health risks.
Public Health England’s (PHE) migrant health guide, for example, primarily focuses on

health protection and controlling infectious disease., (H8alth Matters (13), a government
resource which contains ‘facts, resources and information on major public health issues for
public health professionals, local authorities and CCG commissioners’ acknowledges

migrants as an ‘underserved group’ in the only communicable disease chapter (12). There is
indicative signs that other conceptualizations existhénhtealth equity collection of the
government website, migrants are referred to under ‘inclusion health’, implying an awareness
that migrants are often excluded from health systemsenvites and may have specific

health needs (14).

Previous research with Health Care Professionals (H@#s)dentified barriers to accessing
healthcare for migrants across Europe, including: lackmfliarity with health systems;
confusion around entitlement to care; inadequate informatisensitivity to cultural
requirements; different cultural understandings of illrees® treatment; insufficient support
for speakers of other languages; social deprivation and ttauen@eriences (£3.7). A UK

study with HCPs concluded that creating a ‘fit’ between patients and practice is complex and



problematic (17). Despite some HCPs acknowledging the role of the organisation in creating
a better fit for patients, these studies match thegneg medical model and place

responsibility on individuals, rather than taking a popattetevel health approach (18,19).

Previous research has not explored the perspective of PubliithFeofessionals (PHPS),
who are now essential to the commissioning of health gsr¥dlowing substantial changes
introduced to the English health system in the fornhefdiealth and Social Care Act (2012)
which came into force in April 2013 (20). These changes tibarcreation of new
organisations like NHS England and Clinical Commissioning GrQ@$s) and the
movement of public health from the NHS to local authesitPublic Health England was
created to bring together public health specialists from B@@rganisations into a single

public health service (21).

Professional perspectives of migrant health are, fitveremportant and are currently
operating in a transitional and fluid context. Layeradap of this institutional change are
continuing cuts to local authority budgets, austerity inl&mgjand social unease and political

posturing about the ‘problem’ of migration.
This study sought to answer the following questions:

1. How is migrant health conceptualised by PHPs?

2. What are the perceived societal, policy and instituticoatexts of migrant health?
3. How do PHPs address migrant health in current practice?

4. What are the perceived strengths and gaps in public healtttigerrelating to migrant

health?
M ethods

Study design, sampling and recruitment



The study adopted a qualitative design to elicit the viewderstandings and complexities of
PHP’s views of migrant health issues. A purposive sample of 14 PHPs working at Public
Health England (PHE) or local authorities across ari§ingegion was recruited by email
invitation, circulated by their Director of Public Health@eputy Director of Centre. To be
eligible, participants had to be senior PHPs working for tg@mnal main employers, namely,
the Public Health England (PHE) regional office or locdharities. Senior PHPs were
defined as professionals working at agenda for change banabdwe (or equivalent). It was
important that participants were experienced enough to hguaatice knowledge of both
the regional public health terrain and the location of anghealth within that over time.
The study was designed to include focus groups and intervidwwse Tixed methods were
used as a way of eliciting as much rich data as possiblehat,is, a controversial topic that
might carry risks of participant discomfort and profesalaeputational damage. As such,
participants had the option of taking part in a group disocosy a oneto-one interview.
Semi-structured interviews with ten participants and onesfgcoup with four participants
were conducted using a standardised and piloted interview/foaup discussion guide.

Data collection continued until data saturation was ®@ch

Data collection and data analysis

Data collection was conducted at participants’ place of work in the summer of 2017. The
focus group and interviews were recorded with participants’ consent. Recordings were

transcribed verbatim.

Thematic analysis was conducted following the process affdatiliarisation, code
generation, searching for themes and reviewing them, detimémges and write-up identified
by Braun and Clarke (2006). A combined deductive and inductive agpwas used to

analyse data. Themes were structured around the broashtofithe fieldwork questions



with inductive themes added through the process of datassaljVIVO 11 was used to
assist with data management, coding and analysis. T$ti@éithor undertook coding of the
dataset in NVIVO 11 which was reviewed by the second author. Acysgiancies in coding

and theme generation were discussed and resolved betweggroth

Ethics

Ethical approval and research governance was obtainedtiso8chool of Health and
Related Research, University of Sheffield (ethical approvaiber: 012907). The identities

of all participants have been protected by anonymising the data

Results

The study uncovered four main themes of discussion: ipftiglematic nature of migrants
and migration, particularly after the Brexit vote;Tifie ways in which migrant health was
currently formulated in public health circles; iii) How pehtiealth could better address
migrant health issues; and, iv) the gaps in current publithhe@ctice relating to migrant

health.

i) The problematic nature of migration and migrants

Migration was recgnised as a politically ‘hot’ issue. This made approaching the topic of
migrant health contentious and professionally challengirigratlon was the subject of

negative social discourse that created a difficulkteap within which to work:

| just think those interactions with professionals@edoaded by a [the idea that] it's
a problem, it's a problem in its own right and it's goingreate other societal
problems, be that school places, not enough nurses, yoaiihahere's a...there's just

a negative bubble I think around it at the moment (Pp4itiID 9, PHE)



This was particularly evident after the British referendaorexit the EU in 2016.
Respondents felt the result of the vote implied the @ ikejected a welcoming environment
for migrants and PHPs felt the topic had become ‘toxic’ and, hence, difficult to act within.
Public Health Professionals identified this was signified leynbrmalisation of racist
discourse in the national news; negative narrativesng politicians and worrying everyday
interactions between workplace staff that signified erarhce (e.g. anonymous racist graffiti
in workplaces; migrant groups being inappropriately highlighted in ‘alerts’ being sent

between health professionals). Respondents identifiedlttssrved to influence the
workforce and erode trust between communities and PHPs tryingrteof# good health
among migrants. It also created a ‘hyper-sensitivity’ around issues of migration and ethnicity
with some PHPs reporting feeling nervous about what languageitdogy to use, how to
present their work to senior colleagues and concernsatkiag on the topic of migration
could be career-damaging. One respondent noted that thevep&o sensitive that a PHP
with a minority ethnic background had asked White Britisheegjues to present their work,

as it was more likely to be received in a positive way.

[Name], has an Asian background and is married to a [refigadfiliation] man. She
would say, “if you say that it will be heard differently than if I say that” ... There is
something about a belief that if they say it, it is besegn as just someone standing
up for minority rights rather than it being on the basis of evidence and health. That’s

a conversation that we have had since the Brexd& It’s not a conversation we have

had before. (P7, PHE)

[Name], Chinese background...[specific project]...has been working with [name]
who is from a Hindu Indian background. He will say to me “but if you present the
findings of this, people will listen in a different wayifat was my face presenting

this”. We didn’t used to talk that way. (P7, PHE)



Mindful of this backdrop, PHPs nevertheless had a fornaunaif what it meant to be a
migrant in the UK. Narratives centred issues of limitedueses, vulnerability and risk,
particularly in relation to sex abuse, drug abuse and idm. Additionally, respondents
recognised that migrants were exposed to discrimination aadvaistage. Public health
professionals particularly referenced how migrants weesddantaged in the health system.
This was, in part, owing to their lack of knowledge about hovectess services, especially
primary care. Low health system understanding also comhimkdliscrimination within

health services to reduce proper access:

| think within the health service itself there will be aportion of people who don't
feel migrants should have the same access to the service that ‘true Brits’ do, because

of the way that we're set up culturally (P4, PHE)

It was notable that these understandings were rarelyniefbby direct experience of
working with migrant populations; this was a supposition ofi@tdbility. Professionals
sometimes noted the diversity of migrant populations ancheented on how this could also

be problematic when seeking to identify health needs:

You say ‘the Somali community’ and make them a homogenous group when actually
in Somalia they are all at war, that’s why they came over here, so they’re not, they’re
not from the same group at all, in fact, it’s even worse than being neutral because they
were actually fighting against each other. (P13, Local Autjori
There was no commentary, however, on how some mignaagsarrive in the UK in
advantaged circumstances (e.g. professional employeegimggia work and with private

health insurance).

i) How migrant health was formulated in public health professional discourse



In the context of assumptions of vulnerability and in a @&larof hostility to migrants, PHPs
framed migrant health in a health inequalities diseurRespondents highlighted the impact

of the wider determinants of health (e.g. housing and@ment) on migrants:

The determinants of health just don’t marry up in a lot of places, so transport,
employment are a real issue and I think people haven’t still got a grasp of, because
we’re so removed from how public health works, we’re still pushing agendas like
attendance of screening programmes and things, when actualyofoof people it

might be the decision to buy a can of beans or get ais 8417, Local Authority).

This comment highlights how PHPs were concerned that migrantsumnable to meet basic
needs to support good health. Those working within local goversnfielt somewhat
empowered to make a difference at the local level wheheas in PHE discussed feeling

removed from communities and thus unable to affect change.

Some PHPs described the health beliefs of migrants weeeatitfto those in the rest of the
region. How beliefs differed was, however, less cleaspRndents reported a lack of
knowledge of different health beliefs and behaviours botneented on how action to, for

example, raise awareness of specific health issuesgamiginant populations was futile.

It’s in the ‘really hard to do’ box, that is locked inside the hard to do box that no one

knows where the key is (P14, local authority).

This was underscored by an assumption that health issuesawelatively low priority for
migrants because newly arrived groups had other, more basiggent needs to be met. This
low knowledge base (or confidence in it) combined with a negiaticial and vulnerability
discourse served to effectively paralyse positive actighis field, despite the recognition

that this left new arrivals underserved and at risk of awtediaealth disadvantage.



i) How public health could better promote migrant health: opportunities and

challenges

Many felt that migrant health was not adequately addressadtiient public health practice.
Respondents reported a desire to see migrant healtheerar ¢lational priority. This would
help legitimise local action. One respondent noted: “I do think it’s easier to do that [work to
promote migrant health] when you’re getting that direction from the top as well as it coming

up from the ground” (P17, PHE). Respondents felt prioritisation of migrant health had been
negatively impacted by the post-2013 fragmentation of th&thsystem. They noted this had
required them to focus on relationship building and bridging lextweganisations in a way
that felt they were ‘starting from scratch’. This was magnified by the fact that public health

work focussing on migrants was the domain of multiple &iaguand non-statutory services

(e.g. charities and local community organisations):

I think the way that everything is so fragmented, and it’s really, really difficult to get
anything done. To get even the smallest thing done it f&els lreal uphill struggle
sometimes because everything is so... you need to involve so many different people

(P18, PHE).

PHPs wanted to develop practice through a community focusrdsed a voice for
migrants, to assist in efforts to improve social integrasiuch as to promote understanding
between communities. Building trust between public healthmrd@gdant communities was a
key area of focus, as well as supporting staff to bee@asivhen met with resistance to their
work, either from institutions, colleagues or the communitéhilst PHPs displayed clear
intent, the mechanism for achieving these aims wasleas, with a single suggestion for
sharing more stories with the public that tell the stdmnigrants. Role modelling behaviour

and ensuring zero tolerance to unacceptable, especially kaevgs was suggested as a key

10



priority for public health management, to enable them to pecardarena for PHPs to
express their concerns and emotions about the uncartaihighly politicised environments

in which they are working.

Participants wanted to focus work on asserting that the NH8a for all, to overcome some
of the impact of Brexit. This was, however, complicatgdhe change to the NHS Charging
Regulations 2015. Under these new rules, many overseas vasitocharged up-front for
secondary care that is not urgent or immediately negesdais created a complication in

generating a clear and positive narrative about goodstzesire in the UK.

Theextent to which PHPs engaged in a future positive vision foramidgrealth was
moderated by the social and institutional challenges dedcrittese challenges included: a
lack of incentives for organisations and providers to impraiggant health; no senior voice
or advocates for migrants in health organisations; lowipriplaced on migrant health;
professional insecurity and conflict about how best outscsneld be achieved; ignorance of
migrant health needs and layers of bureaucracy that rokamgje was slow and difficult. To
overcome these issues, PHPs reported attempts to get leadevshipuly-in but felt

frustrated by a lack of influence in their organisatiqguasticularly on issues relating to

migrant health and inequalities.

Another major institutional issue described was a lacksdurce. This was not only
financial, but also a lack of people. Respondents noted be@ble to attend conferences
and other learning opportunities due to lack of funding. Troé@rhad changed from a
budget holding role, to be one of influencing and priorittirsgthat they felt lacked impact.
They described being good at doing “more with less” and the necessity of identifying the
non-monetary incentives to their partners, stakeholderpeoviders to ensure that action to

improve migrant health took place.
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Respondents used several strategies to champion migréthtiesaes and reduce
inequalities in general, for example: raising the issureagfuity and reminding people of
their inequality reduction duties; negotiating with exteorglanisations; working to
repurpose resources for improved outcomes; acceptind-arideerror approach to working
with communities; ensuring effective communications \p#ihtners to keep people engaged,;
developing relationships with community leaders, groups gnésentatives; acknowledging
different perceptions and presenting evidence to overcorse;tpetting and keeping
leadership buy in; focusing on communities to make work commeeityred and asset-
based; sharing learning; using data to influence senior kaddrfocusing on increasing GP

registration.

One PHP described how they use the societal context andgiditication to their

advantage by using local and national interest in migratiamfluence change.

| always find it helpful to come back to the definitionpaiblic health which is about
the science and the art...So, the science of public health definitely remains the same
when you are talking about new migrants or when you ariggdibout any
group...but the art of how you take that science to affect changeitddy is impacted
by the politics, the partners, who’s in power, the national rhetoric, the national policy,

the national strategy (P13, local authority).

iv) Gapsin public health practice relating to migrant health

A number of gaps were identified by PHPs, the most pertirféhese being a lack of
knowledge of health needs and cultural difference. PHPs nagrsure how to support
community integration, how to increase GP registratiorisowr to reach those who were

underserved. Some PHPs felt that they were not able to keemlate with evidence and

12



applicable training due to resource constraints. PHPs/bdlihat it was important to have
experienced and appropriately trained public health practitsothat had achieved
appropriate competencies in this area. Whilst the vimaelgrounds of PHPs is celebrated,
it is felt that there is no consistency in theirrinag and skills, due to no mandatory

requirement for practitioner registration.

Respondents noted a lack of ethnic diversity in the publi¢thealrkforce and many PHPs
described the unmet need to recruit from the communitiesséreed. PHPS required
legitimised time to understand migrant health issues andineup to date with evidence.
Several felt that such legitimisation coupled witheaclvision, advocacy and top down
support both locally and nationally could allow a shift that @sakigrant a health a priority

in public health.

PHPs also felt that high qlity community engagement that went beyond ‘tick-box’
exercises was absent in this field. In addition, thetpld evaluate complex interventions
and demonstrate impact was lacking, either through retuimvestment or other economic

evaluation. Without this, it was difficult to make a cémelocal action.

Discussion

This research starkly highlights the ways in which migraatith is framed by public health
professionals and the multiple ways it is under-addressaatrent practice. This represents
a serious concern for public health practitioners inl&myand resonates strongly with
research in other spheres, such as primary care alld &vice commissioning (23,24).
Negative social discourses, institutional barriers andpatsonfidence and competences
conspire to ensure migrant health is a low prioritypiablic health action, despite

recognition that this leaves new arrivals at risk afidable health disadvantage.
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The notion that migrant health is ‘too hard and complex’ reflects strongly the findings on
ethnicity in health service commissioning in England byawglet al (2426). Salway found
that attention to ethnic diversity and equality was oftergmalised during NHS
commissioning processes as a result of ambivalence (aretis@es active resistance) among
senior leaders. Lack of clarity in policy about expectet resulted in lack of confidence for
practitioners who felt ill-equipped to undertake work perceiweseasitive. This is mirrored
in this research, with PHPs feeling clearer policy divestwould legitimate local action to
improve migrant health. Those who do feel able to takeratd improve migrant health
experience difficulty in knowing how to act, with some feglthat small and manageable
steps should be taken, and others feeling that they milystihderstand the situation and

‘need’ before taking action.

This research is the first of its kind with PHPs sirfeerestructure of the health system in
2013 and after the referendum for Britain to leave the Blheof institutional transition
and deep social unease about migration in the UK. ltsoffeth cause for concern but also
multiple opportunities for change. Importantly, the figlthat PHPs view migrant health
mainly through a health inequalities lens offers the opipdist to better integrate issues of
migrant disadvantage into public sector action to reducealsarw health inequalities. There
is also a danger, howeveratlthe positioning of all migrants as ‘vulnerable’ serves to
reinforce stigmatising social narratives about migranirsgbe burden on public services.
Broad brush stereotyping may be constraining action iratks. It is advisable that public
health and other health sector professionals areedffeducational opportunities to critically

reflect on what it is to be a ‘migrant’ in the UK.

This research reflects the wider literature on thelehgés of public health engagement in
migrant health in terms of: funding (2Z29), new legislation (3@2), fragmented systems
(33,34); time pressures (30,35); uncertainty and lack of unddnstgaf migrant health

14



needs (26,33,3@8); the tendency to stereotype migrant groups (35) and feelingltha
groups should be treated equally rather than equitably (féavauiring one group over
another) (17,26). It is notable, however, that participdetely identified migrant health as
an issue that went beyond communicable disease conttahanagement. This offers an
opportunity to expand current public health guidance and thinkatg €cognises migration
as a wider determinant of health. These emergent perspectives that account for the ‘whole
person in context’ are being trailblazed in some areas of primary care and offer much promise

for the future direction of public health (23).

Limitations

This research was conducted in a regional context inaladgWhile it is feasible these
findings represent broader PHP experience, we do not claieraesability. Bias may have
been introduced owing to some respondents being known toghaufthor and through the

endorsement of the work by Director-level professiomatecruitment.

Conclusions

This research is the first of its kind since the regtire of public health in England in 2013
and the decision for the UK to leave the EU in 2016. We ldegcribed how PHPs
conceptualise, frame and understand migrant health, pisiraara legitimate but problematic
field of public health concern. This is specific to the pivg, and hostile social, political
and, policy contexts. It is unsurprising, therefore, that Pifipsoaches to addressing migrant
health are characterised by frustration and wariness. PHRis study group were, however,
cognisant of apparent gaps in public health practice relateitant health and had some
promising ideas that require examination in future work. Itiqudar, this exploratory work
revealed that PHPs perceive a lack of knowledge on migeafthineeds and cultural

difference; a lack of access to appropriate training;lkadacultural diversity within the PH
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workforce; and the need for meaningful community engageaseapportunities to engender

change and improve the health of migrants living in the ptipoi&they serve.

Future research could build on this work by examining theseessgd desires of PHPs more
completely, among a wider group and across broader g#ogsaln addition, partner
organisations in the public health area such as primaryssrendary care trusts, CCGs and
NHS England require engaging to further agendas on the redoctealth inequalities and

best promote the future health of migrant populations.

Acknowledgements

The authors would like to thank the participants for taking ipahis research and sharing
their experiences with us. Thanks also go to Tessa Peasgsed:;ch supervisor of the first

author in her dissertation research.

Competing interests

None.

Ethical approval

Ethical approval and research governance was gained thioai@chool of Health and
Related Research, University of Sheffield (approval nurab2e07).

Funding
None received.
References

1. World Health Organisation. WHO | Refugee and migrant ha&ltO [Internet].

2018 [cited 2018 Jul 26]; Available from: http://www.who.int/migrants/en/

2. Dominich A, Panatto D, Gasparini R, Amicizia D. The “healthy immigrant”; effect:

does it exist in Europe today? Ital J Public Health [Inter2€x] 2 [cited 2018 Oct

16



15];9(3). Available from: file:///C:/Users/Rachel/Downloads/7532-9706-2:&1B.

Gimeno-Feliu LA, Calderdn-Larrafiaga A, Diaz E, PdbiaPlou B, Macipe-Costa R,
Prados-Torres A. The healthy migrant effect in princane. Gac Sanit [Internet].
2015 Jan 1 [cited 2018 Oct 15];29(1)-PH. Available from:

https://www.sciencedirect.com/science/article/pii/S0213911114002040

Fennelly K. The “healthy migrant” effect. Minn Med [Internet]. 2007 Mar [cited 2019

Jun 3];90(3):513. Available from: http://www.ncbi.nIlm.nih.gov/pubmed/17432759

Glover S, Gott C, Loizillon A, Portes J, Price R, 18 S, et al. Migration: an
economic and social analysis. MPRA Pap [Internet]. 20040019 Jun 3];

Available from: https://ideas.repec.org/p/pra/mprapa/75900.html

Jayaweera H. Health of migrants in the UK: What do we kijibwérnet]. Oxford;
2014 [cited 2015 Oct 18]. Available from:
http://www.migrationobservatory.ox.ac.uk/sites/files/migobsBrge- Health of

Migrants in the UK _0.pdf

Makarova N, Klein-Ellinghaus F, Frisina Doetter L. Apations and limitations of the

concept of “avoidable mortality” among immigrant groups in Europe: a scoping
review. Public Health [Internet]. 2015 Apr [cited 2015 Nov 26];129(4):342

Available from: http://www.ncbi.nlm.nih.gov/pubmed/25747567

Markova V, Sandal GM. Lay Explanatory Models of Depoesand Preferred Coping
Strategies among Somali Refugees in Norway. A Mixed-MethodySFront Psychol
[Internet]. 2016 [cited 2017 Feb 25];7:1435. Available from:

http://www.ncbi.nlm.nih.gov/pubmed/27713719

Markides KS, Rote S. The Healthy Immigrant Effect agthé in the United States

17



10.

11.

12.

13.

14.

15.

and Other Western Countries. Gerontologist [Internet]. 204014 [cited 2019 Jun
3];59(2):205-14. Available from:

https://academic.oup.com/gerontologist/article/59/2/205/5151354

Seedat F, Hargreaves S, Friedland JS. Engaging Newnkdigmanfectious Disease
Screening: A Qualitative Semi-Structured Interview Study of Ulgrisint Community
Health-Care Leads. Marsh V, editor. PLoS One [Inter2eétl4 Oct 15 [cited 2017
Feb 25];9(10):e108261. Available from:

http://dx.plos.org/10.1371/journal.pone.0108261

Smith J. Death, disease and indignity: serious haadtthuman rights concerns persist

in UK immigration detention facilities. J Public Health (B&ok). 2016;40(1):12.

Kobetz E, Menard J, Dietz N, Hazan G, Soler-Vila étHner S, et al.
Contextualizing the Survivorship Experiences of Haitian ImamgiWomen With
Breast Cancer: Opportunities for Health Promotion. Oncol Raram [Internet].
2011 Sep 1 [cited 2017 Feb 25];38(5):568. Available from:
http://onf.ons.org/onf/38/5/contextualizing-survivorship-experietiaagan-

immigrant-women-breast-cancer

Public Health England. Health matters: public health issG&V.UK [Internet].
2017 [cited 2018 Oct 15]. Available from:
https://www.gov.uk/government/collections/health-matters-puldeith-

issues#stopping-smoking

Public Health England. Health equity - GOV.UK [Intern2g|18 [cited 2018 Oct 15].
Available from: https://www.gov.uk/government/collections/healjbig/#guidance-

for-system-wide-approachés-reduce-health-inequalities

Priebe S, Sandhu S, Dias S, Gaddini A, Greacen T, laaBnidt al. Good practice in

18



16.

17.

18.

19.

20.

21.

health care for migrants: views and experiences of cafegsionals in 16 European
countries. BMC Public Health [Internet]. 2011 Jan [cited 20469];11(1):187.
Available from:
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=3071322&tootepinez

&rendertype=abstract

Akhavan S, Karlsen S. Practitioner and Client Ehgtians for Disparities in Health
Care Use Between Migrant and Non-migrant Groups in Sweden: Kk&wa Study
J Immigr Minor Heal [Internet]. 2013 Feb 10 [cited 2017 Feb 22];15(1)3988

Available from: http://www.ncbi.nlm.nih.gov/pubmed/22323124

Lindenmeyer A, Redwood S, Griffith L, Teladia Z, Rimbire J. Experiences of
primary care professionals providing healthcare to récantived migrants: a
gualitative study. BMJ Open [Internet]. 2016 Sep 22 [cited 2017 Feb

22];6(9):e012561. Available from: http://www.ncbi.nlm.nih.gov/pubmed/27660320

Byrne L, Happell B, Reid-Searl K. Lived experience fitianers and the medical
model: world’s colliding? J Ment Heal [Internet]. 2016 May 3 [cited 2019 Jun

7];25(3):21723. Available from: http://www.ncbi.nlm.nih.gov/pubmed/26652034

Elkins DN. The Medical Model in Psychotherapy. J Haist Psychol [Internet]. 2009
Jan 24 [cited 2019 Jun 7];49(1):@®!. Available from:

http://journals.sagepub.com/doi/10.1177/0022167807307901

Health and Social Care Act. Health and Social Care Act 2012. Queen’s Printer of Acts

of Parliament; 2012.

The Kings Fund. The NHS after the Health and Social Care Act | The King’s Fund
[Internet]. 2019 [cited 2019 Jun 3]. Available from:

https://www.kingsfund.org.uk/projects/new-nhs

19



22. BraunV, Clarke V. Using thematic analysis in psychal@pal Res Psychol
[Internet]. 2006 [cited 2017 Feb 19];3(2):-A01. Available from:

http://eprints.uwe.ac.uk/11735

23. Such E, Walton E, Delaney B, Harris J, Salway Sptdg primary care for new
migrants: a formative assessment. BJGP Open [Internet]. 2044 2017 Aug 16];

Available from: http://bjgpopen.org/content/early/2017/01/10/bjgpopenl7X100701

24. Salway S, Turner D, Mir G, Bostan B, Carter L, Skinhest al. Towards equitable
commissioning for our multiethnic society: a mixed-methodditqiige investigation
of evidence utilisation by strategic commissioners and pubkdth managers
[Internet]. Towards equitable commissioning for our multietlsoiciety: a mixed-
methods qualitative investigation of evidence utilisatiostogtegic commissioners
and public health managers. NIHR Journals Library; 2013 [20dd Jun 10].

Available from: http://www.ncbi.nlm.nih.gov/pubmed/25642532

25. Salway S, Powell K, Ghazala M, Carter L, Tuner Ds&fl G. Race equality and

health inequalities:towards more integrated policy and pec2i014.

26. Salway S, Mir G, Turner D, Ellison GTH, Carter L, Gerrish K. Obstacles to ?race
equality? in the English National Health Service: Insidium the healthcare
commissioning arena. Soc Sci Med [Internet]. 2016 Mard@@l17 Jun 10];152:162

10. Available from: http://www.ncbi.nlm.nih.gov/pubmed/26851409

27. Johnstone R. Public health grants to be cut by £160mexetwo years | Public
Finance [Internet]. 2016 [cited 2017 Mar 20]. Available from:
http://www.publicfinance.co.uk/news/2016/02/public-health-gréetsut-ps160m-

over-next-two-years

28. Khan S. NHS ‘plans cuts across England’ to fill £22bn funding shortfall | The

20



29.

30.

31.

32.

33.

Independent [Internet]. 2016 [cited 2017 Mar 20]. Available from:
http://www.independent.co.uk/news/uk/home-news/nhs-plans-cuts-asiglssd-

funding-shortfall-austerity-stp-a7210671.html

Porthé V, Vargas |, Sanz-Barbero B, Plaza-Espufia thBgsvazquez ML. Changes
in access to health care for immigrants in Catalonia dtin@geconomic crisis:
Opinions of health professionals and immigrant users. Keallicy (New York)
[Internet]. 2016 Nov [cited 2017 Feb 25];120(11):12333. Available from:

http://linkinghub.elsevier.com/retrieve/pii/S0168851016302354

Suphanchaimat R, Kantamaturapoj K, Putthasri W, PraabRg€hallenges in the
provision of healthcare services for migrants: a systematic review through providers’
lens. BMC Health Serv Res [Internet]. 2015 Jun 17 [cited 201 2%Eb5(1):390.
Available from: http://bmchealthservres.biomedcentral.comlesiit0.1186/s12913-

015-1065-z

Bailey E, Moore J, Joyner S. A New Online Strategyeiaching Racial and Ethnic
Health and Health Disparities to Public Health Professiodd®acial Ethn Heal
Disparities [Internet]. 2016 Sep 30 [cited 2017 Feb 26];3(3):223Available from:

http://link.springer.com/10.1007/s40615-015-0153-4

Rafighi E, Poduval S, Legido-Quigley H, Howard N. NationalltheService
Principles as Experienced by Vulnerable London Migrantsgnak;Austerity
Britain&quot;: A Qualitative Study of Rights, Entitlemenasd Civil-Society
Advocacy. Int J Heal Policy Manag [Internet]. 2016 Magigeld 2017 Feb

25];5(10):58997. Available from: http://ijhpm.com/article _3198.html

Abbott S, Riga M. Delivering services to the Bangladeshinounity: the views of

healthcare professionals in East London. Public Healtkret]. 2007 Dec [cited

21



34.

35.

36.

37.

38.

39.

2017 Feb 26];121(12):9381. Available from:

http://www.ncbi.nim.nih.gov/pubmed/17655892

Crawford J, Frisina A, Hack T, Parascandalo F. A Reaith Educator Program for
Breast Cancer Screening Promotion: Arabic, Chinese, $wmigin, and Viethamese
Immigrant Women’s Perspectives. Nurs Res Pract [Internet]. 2015 [cited 2017 Feb

25];2015:113. Available from: http://www.hindawi.com/journals/nrp/2015/947245/

Holmberg Fagerlund B, Pettersen KS, Terragni L, Glavi@dtnseling Immigrant
Parents about Food and Feeding Practices: Public Health Nurses’ Experiences. Public
Health Nurs [Internet]. 2016 Jul [cited 2017 Feb 25];33(4):383 Available from:

http://doi.wiley.com/10.1111/phn.12248

Kai J, Beavan J, Faull C, Dodson L, Gill P, BeighkoRrofessional Uncertainty and
Disempowerment Responding to Ethnic Diversity in HealtreCA Qualitative Study.
Wilkes MS, editor. PLoS Med [Internet]. 2007 Nov 13 [cited 2017 Ju@l]):e323.

Available from: http://dx.plos.org/10.1371/journal.pmed.0040323

Johnson MRD. End of life care in ethnic minorities.BMternet]. 2009 [cited 2017

Jun 10];338. Available from: http://www.bmj.com/content/338/bm;j.a2989

Degni F, Suominen S, Essén B, El Ansari W, Vehvildinen-datkik.

Communication and Cultural Issues in Providing Reproductiadthi€are to

Immigrant Women: Health Care ProvideBExperiences in Meeting Somali Women

Living in Finland. J Immigr Minor Heal [Internet]. 2012 Apr 5tgd 2017 Feb
25];14(2):33643. Available from: http://link.springer.com/10.1007/s10903-011-9465-

6

IOM. Who is a migrant? | International OrganizationMagration [Internet]. [cited

2019 Jun 7]. Available from: https://www.iom.int/wh&a-migrant

22



23



24



