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Introduction

The International Organisation for Migration (IOM) esti-
mates that more than 909,000 people crossed into Europe
by sea in 2015 (IOM 2015). Driven by violence and con-
flict, political instability, and economic insecurity,
hundreds of thousands of migrants and exiles now seek
supposed safety in Europe’s southern states and neigh-
bouring countries.

The international response to the mass movement of
people within and beyond the Middle East and North
Africa has further exposed an established friction between
state priorities, international refugee law, humanitarian
action, and the policies and praxis that define contemporary
global public health. Discourse pertaining to migration has
been shaped by a fixation on a particularly narrow inter-
pretation of the refugee, and his or her needs, which in turn
has been shaped by a political agenda that seeks to secu-
ritise the movement of people, and in turn frame migration
as a threat to health, economic stability, and national
sociocultural identity (Grove and Zwi 2006). For this rea-
son, member states of the European Union have chosen to
externalise their humanitarian contributions, while sup-
pressing the moral imperative to redress inequity and to
provide assistance to people in need at a local and regional
level, fearing that such assistance could interfere with the
implementation of domestic immigration policies and
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effective border control. As Muller observes, the demoni-
sation of the

refugee as a sick body, terrorist, threat to identity,
etc., plays out in the governmentality of the state vis-
a-vis complex border controls that differentiate on the
basis of race, class, economic need, “well-founded
fears,” health, and a host of other (arguably arbitrary)
categories between the legitimate and the illegiti-
mate, the banal asylum seeker, and the terrorist, the
disease carrier, the job thief (Muller 2004).

Muller goes on to claim that, ‘as a threat in terms of
disease and terrorism ... the refugee becomes an object of
scientific regulation and discipline. As the “political sub-
jectivity” of the refugee is of little interest to the state, ‘the
refugee is little more than a biological being that requires
management and discipline’ (Muller 2004). As such,
Muller’s observations concerning the biopolitics of the
refugee caution against a reductive and superficial
engagement with the relationship between migration and
health. Historically, health actors have chosen to explore
this association by focusing principally on the transmission
of communicable diseases (MacPherson et al. 2007). This
trend was further fuelled by the rise of global health
security as a unique field of study in the 1990s, during
which time globalisation and population mobility were
portrayed as a threat to the effective containment of
infectious diseases. As such, a substantial body of literature
now details the health status—particularly the communi-
cable disease carrier profiles—of asylum seekers and
refugees resident in high-income countries, and of their
health needs following resettlement (Burnett and Peel
2001; Monge-Maillo et al. 2015). In comparison, a relative
dearth of literature engages with the needs of populations
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in transit, and even less with the policies and practices that
have shaped cross-border migration. At its best this trend
can be attributed to inquisitive local public health and
academic opportunism; at its worst, it is reflective of a
system of knowledge production that is driven by the
contemporary political conceptualisation of refugees as
conveyors of disease, and as such, as a collective threat to
the health of the recipient population.

Some notable exceptions to this trend have emerged in
recent years. In 2011, the World Health Organisation
(WHO) launched the Public Health Aspects of Migration in
Europe (PHAME) project; acknowledging that, while ‘“uni-
versal health is recognized as a fundamental human right, it
is often subject to heterogeneous regulations that change
throughout Europe and over time, impacting negatively on
migrants’, the PHAME project purports to employ an
intersectoral approach to reduce health inequalities and
enhance governance for health (WHO 2014). Conceptual
work published in the same year by Zimmerman and col-
leagues placed equal emphasis on the pre-departure, travel,
destination, interception, and return phases of migration.
This seminal paper presents a ‘21st century’ framework that
recognises the complex interplay between migration and
health at each distinct stage of the migratory process
(Zimmerman et al. 2011). Speaking more recently at a high-
level meeting on refugee and migrant health in Rome, Dr
Zsuzsanna Jakab, the WHOQO’s Regional Director for Europe,
identified ‘psychosocial disorders, reproductive health
complications, [the] risk of [an] increase in infant mortality,
drug abuse, nutrition disorders, alcoholism and exposure to
injuries and violence, and ... communicable diseases’ as a
major threat to the health of people in transit. She further
identified that the ‘limited access to an appropriate care
during the transit and early arrival phases of migration
increases the eventual burden of untreated noncommunica-
ble conditions’ (Jakab 2015).

Together these developments are suggestive of a grow-
ing appreciation of the complex needs of people in transit.
Equipped with a more nuanced interpretation of the inter-
play between migration and health, the public health
community is well placed to contest ill-conceived securi-
tisation narratives, which continue to reduce people with
unique fears, aspirations, and motivations, to supposedly
sick bodies. At its most fundamental, the study and practice
of public health seeks to improve population health out-
comes; the skewed domestic and foreign policy interests of
many of the European Union’s member states remain an
affront to this ambition. A failure to adequately challenge
these skewed interests will only lend tacit endorsement to a
pathologised conception of the ‘other’ (Grove and Zwi
2006).

In 2002 Helton observed that, ‘refugees matter funda-
mentally because of the way that they challenge policy
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makers to address the new chaos of the 2Ist century’
(Helton 2002). To counter the conservative ambitions of
many of the European Union’s member states, the public
health community must urgently take heed of this chal-
lenge, interrogating the ways in which barbed wire fences
and other border measures are a threat to health and
humanity. In turn, we must demand a more nuanced
interpretation of ‘refugee’; the current 1951 definition
serves to overlook the multitude of reasons people choose
to seek ‘refuge’, leaving high-income countries free from
the legal obligation to receive vulnerable people. Without a
necessarily radical reimagination of migration, the undoc-
umented movement of people across Europe’s external
borders is likely to remain a story of marginalisation and
neglect.

Acknowledgments The author would like to acknowledge the
invaluable support of Dr Simukai Chigudu during the preparation of
this paper. This paper is dedicated to all of those who have acted to
relieve the suffering endured by so many during the ongoing refugee
crisis.

Compliance with ethical standards
Funding This study did not receive any external funding.

Ethics approval This article does not contain any studies with
human participants or animals performed by any of the authors.

Conflict of interest The author declares no conflict of interest.

References

Burnett A, Peel M (2001) Health needs of asylum seekers and
refugees. BMJ 322(7285):544-547

Grove NJ, Zwi AB (2006) Our health and theirs: forced migration,
othering, and public health. Soc Sci Med 62(8):1931-1942

Helton AC (2002) The price of indifference: refugees and human-
itarian action in the new century. Oxford University Press,
Oxford, p 121

IOM (2015) IOM monitors Mediterranean arrivals, fatalities [online]
Available from: http://www.iom.int/news/iom-monitors-
mediterranean-arrivals-fatalities. Access verified 14 Dec 2015

Jakab Z (2015) Opening speech—WHO high-level meeting on
refugee and migrant health. High-level meeting on refugee and
migrant health, Rome

MacPherson DW, Gushulak BD, Macdonald L (2007) Health and
foreign policy: influences of migration and population mobility.
Bull WHO. 85(3):200-206

Monge-Maillo B, Lopez-Velez R, Norman F et al (2015) Screening of
imported infectious diseases among asymptomatic Sub-Saharan
African and Latin American immigrants: a public health
challenge. Am J Trop Med Hyg 93(6):848-856

Muller B (2004) Globalisation, security, paradox: towards a refugee
biopolitics. Refuge. 22(1):49-57

WHO (2014) Public Health aspects of migration in europe (phame)
newsletter: april 2014. World Health Organisation, Geneva

Zimmerman C, Kiss L, Hossain M (2011) Migration and health: a
framework for 2l1st century policy-making. PLoS Med.
5(8):e1001034


http://www.iom.int/news/iom-monitors-mediterranean-arrivals-fatalities
http://www.iom.int/news/iom-monitors-mediterranean-arrivals-fatalities

	Thinking beyond borders: reconceptualising migration to better meet the needs of people in transit
	Introduction
	Acknowledgments
	References




