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Over 200 million people celebrated their last birthday outside their country of 
birth. This characterizes the sheer scale, scope and extent of migration. This 
phenomenon is undoubtedly a contemporary global issue that affects health in 
complex ways. The health of migrants is influenced by their pre migration socio-
economic and ethnic backgrounds, health status, history and the quality of and 
access to health care. The circumstances of migration and the social and health 
characteristics of resettlement further influence health and post migration de-
terminants include the type of work migrants are expected to perform in the host 
country, their living conditions, their language skills, remaining in contact with 
family, acquiring a new social network and their access to health and social 
services. The ‘ecological space’ travelled by migrants’ today increases the com-
plexities surrounding health. Besides recognizing the need for better planning 
and management of migration and its health dimensions it is critical that 
countries respond to these challenges. Failure to respond to the emerging realities 
of poor health and disease of migrants in a timely and adequate manner could 
prove myopic from a political, economic and social perspective for all concerned. 

Migration denotes movement by individuals or groups from one place to 
another often over long distances. The people who migrate are called mi-
grants, or, more specifically, emigrants, immigrants or settlers, depending on 
the historical setting, circumstance and perspective. In this paper migrants 
are defined as those who move across the borders of countries, not within 
their own countries. Migration is an age old phenomenon and whether 
through outright conquests or slow cultural infiltration and resettlement, 
migrations have shaped the grand epochs in history e.g. the fall of the 
Western Roman Empire and transformed the world e.g. the prehistoric and 
historic settlements of Australia and the Americas. Research on migration 
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and ethnic relations is intrinsically interdisciplinary with each of these dis-
ciplines reviewing different aspects and adopting varied approaches based 
on differences in theory and methods (1). While a discourse on the theories 
of migration is beyond the scope of this article some of the aspects relevant 
for health will be briefly outlined below.

Migration – Salient Features, the Migratory Process  
and Current Status
Migration in this day and age might also be referred to as the globalisation 
of migration as there is a tendency for a greater number of countries to be 
affected by migratory international movements simultaneously (1). The 
Acceleration of migration is evident by annual growth rate of international 
migrants at 2.9 % (1). This quantitative growth increases both the urgency 
and difficulties of government policies. Governments are further challenged 
by the differentiation of migration that is that most countries have a whole 
range of types of migration i.e. labour migration, asylum seekers and refu-
gees, family reunification to name a few at the same time. 
	 While migration before 1960s was male dominated the current trend 
indicates the feminisation of migration with women playing an increasingly 
significant role in all regions and types and making up 48.6 % of all migrants 
(1). As the scale, scope and complexity of international migration grows, 
its’ importance has risen to the top of the global policy agenda. This has 
led to the politicisation of migration. Domestic politics, bilateral and regional 
relationships and national security policies of states around the world are 
increasingly affected by international migration. Policies and regulations 
concerning migration are rapidly changing and have become more restric-
tive. Though this might reflect some signs of a growing xenophobia it can 
be largely attributed to the fact that migration is unplanned, relatively 
unregulated and poorly managed. 
	 Contemporary debates feature three main approaches to the theories of 
migration; the neo-classical economic equilibrium theory, the historical-
structuralist approach and the migration systems approach (1). The neo- 
classical economic equilibrium has its antecedents in the earliest ‘general 
theories’ that emphasized push-pull, because the perceived the causes of 
migration to lie in a combination of push factors impelling people to leave 
areas of origin and pull factors attracting them to settle in certain areas. 
Push factors might include demographic growth, low living conditions, 
unemployment rate, lack of economic opportunities and wage disparities 
and political repression. Pull factors are demand for labour, availability of 
land, economic opportunities, better education opportunities , the differ-
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entials in life expectancy and political freedom. Push and pull factors are 
therefore a prerequisite for migration and these could be economic, politi-
cal, cultural, and environmental (2). This is usually the case for individuals 
and voluntary migration but the historical-structuralist accounts looked 
into mass recruitments of labour by capital whether it was in Germany, 
California or Australia. Both these theories neglected historical causes of 
migration and interaction of the role of the state and interests of capital 
with the motivation and actions of groups and individuals that the migra-
tion systems theory tries to address. 
	 Migration is determined to a great extent at the macro level by landmark 
events that govern the social, political and geographical conditions. At the 
micro level it is the informal social networks, family and community link-
ages that play an important role in both county of origin and country of 
settlement. Collective or personal circumstances lead to the decision to leave 
one’s country or nation for another (1). Forced or involuntary migration 
reflects aspects of humanities inglorious history such as war and conflict, 
slave trade, trafficking and ethnic cleansing (2). Regardless of the nature of 
migration voluntary or involuntary every migrant has a unique and personal 
story. Despite the variation in the motivation, the ultimate goal is the quest 
to improve the overall quality of life. However migration histories do indi-
cate that risks are often taken as other values of life are given more impor-
tance than the risks per se.
	 Regardless of the etiology and type of migration for the migrant it entails 
being uprooted, displaced, reinserted and re-established (3). Siem describes 
this migrant career from the minute the individual is uprooted from the safe 
comforts of the ‘home country and place’ (4). The next phase of this career 
is the journey that displaces the migrant from home until reinsertion in the 
‘new home country/place’. After being reinserted comes the re-establishment 
in the new society and this might have several outcomes from being inte-
grated, segregated and marginalised to being assimilated. Migrants differ 
from the majority native populations. Regardless of the reasons for migra-
tion they find themselves having to deal with these differences as they do 
not have the knowledge of resources and shortcuts that natives take for 
granted. Immigrants particularly in the early years after migration often 
tend to live on the fringes of society.
	 The international migrant population (those living outside their coun-
try of birth) in 2010 was estimated at 214 million (3.1 % of the global 
population) whereas UNDP has estimated that 740 million migrated within 
their country of birth. 75 % of all international migrants are in 12 % of all 
countries (5). USA still hosts the largest number of international migrants 
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worldwide followed by Europe (including the Russian federation) that is 
home to 56.17 million migrants where 7-8 % of these are undocumented 
or illegal migrants. Migrants (foreign born) make up 10 % of the popula-
tion of high income countries whereas countries where foreign-born made 
up more than 60 % of the population are Qatar (86 %) United Arab Emir-
ates (70 %) Kuwait (69 %). While the traditional countries of immigration 
have been USA, UK, Canada and Australia newer destinations include; 
Ireland, Italy, Norway and Portugal (5). 
	 Notwithstanding the sheer numbers, the rapid momentum, the scale 
and extent of migration will undoubtedly affect health in complex ways. 
While the relationship between migration and health is undisputed the 
evidence remains scarce due to the limited data on the health of migrants 
in most European countries (6, 7). Migrants have either been excluded from 
most studies or routinely collected data. For migrants with an illegal status 
it is difficult to ascertain their health situation.

Consequences of Migration on Health
Migration is synonymous with transition and might entail enormous 
changes. This could involve moving from low or middle income country 
to an industrialized country, from rural to urban areas, often rapidly in the 
course of a few hours or days (2). However the changes are far from unidi-
rectional being positive and/or negative. Immigrants are often ‘Obliged to 
come to terms with the new cultures they inhabit’ while bearing upon them-
selves the traces of the particular cultures, traditions, languages and histories 
by which they were shaped. Migrants are irrevocably the product of several 
interlocking histories and hybrid cultures and have had to renounce the 
dream of ethnic absolutism. 
	 Immigrants from low and middle income countries are likely to find 
themselves caught between phases of the demographic, epidemiological and 
nutritional transition thus moving from areas of higher fertility and mortal-
ity, higher prevalence’s of infectious diseases and under nutrition to higher 
prevalence’s of chronic diseases (8). In some ways their move accelerates 
these transitions that may have already started in the home countries and 
are close to completion in the host countries. Thus the risk for disease could 
change with migration as does the prevalence for diseases in particular for 
conditions influenced by the gene-environmental interaction (2). 
	 The health of migrants is influenced by their pre migration socio-eco-
nomic and ethnic backgrounds, health status and history, the quality and 
access to health care. Despite problems of bias and the difficulties of making 
comparable measurements, studies of migration can be a powerful means 
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of generating and testing hypotheses (6). When migrants and their offspring 
are compared with other groups, changing socio-economic circumstances 
within and between generations in different migrant and ethnic groups can 
be linked to changing health patterns (9). This perspective suggests that 
health of adults might be related to exposures that they have been exposed 
to across their life course (10). The circumstances of migration and the 
social and health characteristics of resettlement are also key determinants 
of health (11). Post migration determinants of health include the type of 
work migrants are expected to perform in the host country, the physical 
and housing conditions available to them, their language skills, remaining 
in contact with family, acquiring a new social network and their access to 
health and social services (12). 
	 The Oslo Immigrant Health Study documents the health of migrants 
in Norway at the population level for the first time and indicates that health 
of immigrant groups differs greatly compared to Norwegians and even more 
so with each other (13). Only 30 % of immigrant women from Pakistan 
and Turkey in the 59/60 year age group reported good health (13). In all 
ethnic groups those with the highest education reported good health more 
frequently than others. Women reported more musculoskeletal disorders 
than men. However, men had higher proportions of myocardial infarction 
and stroke. The poor health of immigrants is also reflected in their frequent 
use of health services. In the Oslo Immigrant Health Study immigrants 
made a greater number of visits to the general practitioner (GP) and special-
ists compared to Norwegians. Turkish and Iranians visited the psychiatrist/
psychologist most frequently. Emergency services were used most frequently 
by those from Turkey and least by the Norwegians (13).
	 While physical changes are apparent and easier to document, psycho-
social changes are harder to visualize as they are subtler in nature. These are 
related to a loss of family and kin, friends, social network and local milieu, 
cultural identity and professional status, and loss of familiar inability to 
comprehend societal norms; all contributing to an increased stress level (14, 
15, 16). In the Oslo Immigrant Health Study women reported more men-
tal distress than men with more than 40 % of women from Turkey and Iran 
reporting distress (13). Among the immigrant groups, Sri Lankans had the 
lowest score, with women in the same range as Norwegian women. In all 
ethnic groups, except immigrants from Pakistan and Sri Lanka, mental 
distress decreased with increasing education (13). Migration is often replete 
with the fear of the unknown, anxiety about family left behind and a sense 
of impending loss and this has been termed by some as a type of cultural 
death. For irregular migrants’ financial burdens, exploitation and abuse 
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magnify their fears and anxiety and further increase their sense of isolation. 
An irregular migrant in Oslo articulated this in one sentence ‘I am always 
worried’ (17).
	 Chronic anxiety, homesickness and isolation besides impeding psycho-
social well being lead to depression as well as disorders such as stress related 
ulcers, migraines and disabling back pain (8). This illustrates the complex 
relationship between physical and mental health confounded by differences 
in the beliefs surrounding illness and disease. High rates of suicide and at-
tempted suicide among migrants in EU countries are linked with high rates 
of depression, in particular among women, second generation immigrants 
and those unemployed (6,18).
	 Children of migrants are often caught at the crossroads between the 
majority (host) and minority (immigrant) cultures. Ethnic adolescents there-
fore land in double jeopardy with persisting unhealthy habits from their 
minority cultures and acquiring unhealthy habits from the majority well. 
This is well illustrated in the case of boys from the Indian subcontinent in 
Oslo with high consumption of both full fat milk and cola/soft drinks (19). 
Often the ability of children of migrants to adapt and adopt the host lan-
guage and culture creates a perceived gap between them and their parents. 
Their immigrant parents fear that they are distancing themselves from their 
native values and behavioural patterns. The intra familial stress and parent-
child conflicts may be precursors to low self esteem, feelings of guilt and 
psychosocial morbidity among children of migrants (12). 
	 People move to cities both from rural areas in their home countries and 
to and other parts of the globe. Urbanisation is a phenomenon often as-
sociated with lifestyle changes such as energy rich diets far exceeding caloric 
requirements coupled with physical inactivity, increased levels of smoking 
and alcohol and stress (20,21). Migration studies that have compared mi-
grant Indians in the UK and USA with those living in India conclude 
migrant Indians have higher mean Cholesterol, triglycerides and Body Mass 
Index (22, 23). 
	 The Oslo immigrant health study observed that immigrant men con-
sumed more soft drinks than women, the highest consumption was observed 
among Turkish men. The consumption of full-fat milk was higher in men 
than women, the highest consumption was observed among Pakistanis and 
the lowest in Norwegians. Immigrants were more inactive, compared to 
Norwegians. Among the immigrant groups, women were more inactive 
than men. In Norwegians, men were slightly more inactive than women. 
Smoking habits varied enormously across the immigrant groups. Generally, 
men smoked more than women, except among Norwegians where women 
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smoked the most. Most smokers were observed among Turkish and Iranian 
men (53 and 42 %), while fewest smokers were observed among Sri Lankan 
women (0 %), Vietnamese and Pakistani women (4 %), and Sri Lankan 
men (19 %). Norwegians had the highest alcohol consumption. Over 90 
% of the women from Turkey, Sri Lanka and Pakistan consumed no alcohol, 
or less than once a month. Pakistani men’s consumption was low and sim-
ilar to that of Pakistani women, whereas the consumption was higher in 
men from Sri Lanka, Vietnam, Iran and Turkey. However, all the immigrant 
men reported a much lower consumption of alcohol than Norwegian men 
(13).
	 Migration provides a naturally occurring experiment, which may estab-
lish the aetiological importance of factors acting at different points in the 
life course (10). An advantage of studying immigrants and their offspring 
is that changes in lifestyle after migration might be easier to capture and 
contrast. If the risk of cardio vascular disease increases among migrants from 
low risk to high risk areas, it is highly probable that factors are acting later 
on life. However, if the risk of the country of origin is retained then it likely 
that genetic factors exert a greater influence. According to Forsdahl, migrants 
exposed to relative deprivation in childhood encountering abundance in 
adult life face an even greater risk of Coronary Heart Disease than the host 
population (24), as might be expected in the case of a large majority of 
immigrants born in developing countries.
	 There is increasing evidence that chronic disease risks begin in fetal life 
and continue into old age (25-29). Adult chronic disease, therefore, reflects 
cumulative differential lifetime exposures to damaging physical and social 
environments. The known risk factors are now recognized as being amena-
ble to alleviation throughout life, even into old age. The continuity, as well 
as a host of other factors ranging from the microscopic environment of the 
gene to macroscopic urban and rural environments plays a role in the de-
velopment of chronic disease. Both retarded growth and excessive weight 
or height gain (“crossing the centiles”) can be factors in later incidence of 
chronic disease. An association between low growth in early infancy (low 
weight at year one) and an increased risk of coronary heart disease (CHD) 
has been described, irrespective of size at birth (29). Blood pressure has been 
found to be highest in those with retarded fetal growth and greater weight 
gain in infancy (29). Short stature, a reflection of socio-economic depriva-
tion particularly nutrition in childhood (30), is also associated with an 
increased risk of CHD and stroke, and to some extent, diabetes (31, 32).
	 Increased birth weight increases the risk of obesity later, whereas children 
with low birth weight tend to remain small into adulthood provided there 
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are no changes in the environment (31). In industrialized countries there 
have been only modest increases in birth weight, so the increased levels of 
obesity must reflect environmental changes (31,33). General obesity is a 
challenge for Turkish and Pakistani women in Oslo, as around 50 % were 
obese (Body Mass Index >30). This was far higher than any of the other 
ethnic/gender groups. On the other side of the spectrum we found Viet-
namese men and women with almost no obesity (3-4 %). Among all im-
migrant groups general obesity was more frequent in women than in men, 
but the opposite was seen in Norwegians. Abdominal obesity (Waist Hip 
Ratio >1 for men and >0.9 for women) was most frequently seen in women 
from Sri Lanka and Pakistan, which fits with their higher prevalence of 
diabetes (13). Greater proportions of those with high blood pressure were 
observed among Norwegians and lowest among those from Iran. The fa-
vourable HDL (high density lipid) cholesterol levels were highest in Nor-
wegians but lowest in Pakistanis and Sri Lankans. In addition, triglyceride 
levels were highest among immigrants from Pakistan and Sri Lanka and 
lowest among Norwegians. Sri Lankans in Oslo had favourable lipid profiles 
and blood pressure despite being more obese than a native group in Sri 
Lanka (34).
	 Ethnic differences in susceptibility to risk factors require a greater un-
derstanding of the gene- environmental interactions. Immigrants from low 
and middle income countries living in European urban environments are 
often trapped between their own traditional lifestyles and practices and 
those of the host country. This can increase their risk for chronic diseases 
and they could be pushed down the morbidity and mortality spiral. There-
fore the health priorities and needs of immigrants need to be prioritized in 
national health policies and laws. Evidence generated and documented to 
warrant this prioritization.
	 In Norway as in many other European countries the lack of longitudinal 
studies limits capturing the historical and time perspectives of the migratory 
process of migrants from low and middle income countries. The Oslo Im-
migrant Health Study being a cross sectional study does not address this 
important issue. 

Conclusion
Despite varying needs of countries and perceptions surrounding migration 
it is undoubtedly an integral part of the global social and economic devel-
opment. Health and migration has been neglected to a large extent both 
by receiving and sending countries except in the case of refugees and in 
conflict situations. Countries have not been able to respond to the rapid 
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pace of current migration and acknowledging the needs and concerns of 
migrants to some extent entails recognition of liability and responsibility. 
The myth that migration ultimately succeeds has lulled authorities into 
complacency, whereas evidence indicates massive human wastage in terms 
of avoidable illness, injury neglect and mortality.
	 The ‘ecological space’ travelled by migrants’ today increases the com-
plexities surrounding health. Be it the preparedness of post industrial coun-
tries to cope with infectious diseases, the increased load on health services 
by newcomers, the worsening of health of migrants as a result of limited 
access, or occupational diseases and injuries in – the framework of labor 
migration, policies or lack of policies that fail to take into account these 
dimensions contribute to increasing the financial and social costs to both 
migrants and host countries. 
	 Besides recognizing the need for better planning and management of 
migration and its health dimensions it is critical that countries respond to 
these challenges. The response must include concrete measures suitably 
adapted to meet the needs of migrants. This does not imply a parallel health 
system for migrants as it is both a waste of resources and unsustainable. 
Failure to respond to the emerging realities of poor health and disease of 
migrants in a timely and adequate manner could prove to be myopic from 
a political, economic and social perspective by all concerned. 
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