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IMMIGRANTS IN EUROPE AND HEALTH SERVIC]
STRATEGIES: AN INTRODUCTORY OUTLINE

(1l

Tullio Seppills

1. In order to deal with the issue of European health services’ ability to
meet the health needs of immigrants coming from other areas of the world,
we should start from two basic assumptions.

The /irs: nowadays, great migratory flows from many pootly industria-
lized (or characterized by harder or more insecure life conditions) areas of
the world towards Europe have become a “structural” phenomenon. This
could be further regulated but not stopped, since it stems from a widening
gap between life conditions in the North and South of the planet and, at the
same tme, from the concurrent globalization of markets - including labor
matket - boosted by development logic and the resulting opening and leve-
ling processes the industrialized West has imposed on the whole planet,
though with many contradictions. As a result, the tendency of almost every
European country to become, up to a_certain degree, a multethnic and mul-
ticultural society, which has been under way for some decades, will inevitably
persist, at least in the medium term.

The recond assumption 1s that those migratory flows come from more
than one hundred countries located in all areas of the world, thus establis-
hing in Europe the presence of new citizens, largely heterogeneous in their
ethnic features, historical roots, cultural set-ups, personal vicissitudes and
experiences, theories and practices concerning health/illness states. [t must
be stressed that this heterogeneity is inadequately reflected by homogenizing,
bureaucratic and all-inclusive labels such as “non-European immigrants” and
the like. Apart from their juridical and administratve value, such labels can
be musleading and bring about misunderstandings, fostering among
European natives a globalizing attitude towards immigrants, wherein the
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concretencss of people and cultures is lost, their real specificity is erased,
while the distance from “those from abroad?” is increased and they are seen
25 different and alicn people altogether. They are considered as threatening in
various ways and, all in all, “inferiot”, coming from poor and “underdevelo-
ped” areas of the world, so much so that people coming from “rich coun-
tries”, such as Canada and the United States, are never labeled like that in the
public imagination. Furthermore, such globalizing labels do not account for
the immigrants’ point of view. They, at least for the time being, only occa-
stonally consider their common condition as NEWcOMCers - and the various
and often scrious problems this brings about for all of them, although to dif-
ferent extents - as the ground for an etual common characterzation and
conscience of their own nghts. On the contrary, they go on referring almost
exclusively to therr own ethnic group, te. they feel Peruvian, Nigerian,
Filipino or Chinesc, as different among them as they are from Europeans.

2. Moreover, we must take into account the nature of thosc processes
involving immigrants’ cultural set-ups within this reference framework.

To this purpose, 1t 1s dvisable to reassert, first of all, what might scem
ohvious: each culture - being a more or less organic system of “patterns’
oriented towards knowledge and interpretation of reabity, cvaluation of
events and effective interventions on that reality - is the result of a socal
construction, gradually elaborated within a specific histotic-territorial context,
characterized by a specific productive sct-up and specfic soctal relationships of
supremacy and pOwet, as well as by the weight of its former specific material
and cultural history. Thetefore, a culture may find its basis and “reason” only
by referring to its own context, consistently taking the shape of a repertoire
of trends, through which people who have introjected it may effectively
respond to the tangible problems each of them has to face every day, accot-
ding to his own position within that context. Conscquently, for communitics
and single individuals alike, each change in life prospects - be it the product
of a variation in the social scene of, mote interestingly for us, the result of a
migration Process towards a different territory - inevitably determines an
objective infunctionality of behaviors supported by old cultural patterns.
Ultimately, in the face ot new situations and issues, the patterns claborated
i1 the former context may no longer provide an approptiate response. In
<uch a condition, the frustrating expericnce of the impracticability or ineffi-
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cacy of one’s own usual behaviors produces experiences of unsuitability and
cultural ctisis, and the ensuing need to get out of that state, pamnfully rehin-
quishing old models and elaborating new ones (or borrowing them from the
local population, as is the case with immigrants), consistently with the logic
of the hosting society and, thus, sufficiently functional and cftective.

Therefore, a certain degree of detachment from the culture of otigin
and an actual opening towards the new context scem inevitably linked with
evety migratory process: not just because of the physical removal of
migrants from the society where thetr culture had its roots, its internal logic
and its effective operation, but especially because of the very reasons of
their migratory project - that is, to settle and work in an elewbere that they
consider, tightly or wrongly, “better” than their homeland, more “advanced”
and heralding more opportunities, at least in some respects and temporarily.
Such reasons, as a matter of fact, may spontancously (aside from the posst-
ble effects of specific and deliberate “conversion” policies) bring them to
adopt local culrural instruments, representing the necessary condition for all
settling and integration processes.

Essentially, their culture of origin appears incvitably weakened, made
frapile and open. This is both an effect of the uprootedness of its “carriers”
from the old context and of the mechanisms of thelr integration i a new
and different context. The result is the formation, among immigrants, of a
mixed and syncretic cultural heritage, characterized by a dynamic balance
between the two cultures: their respective weights and thematic areas of
competence, as well as the pace at which that syncretism develops, depend
on the quality and progress of objective and subjective conditions through
which the integration process gradually comes to fruition. But we must reas-
sert that this is a process that - even because of its impact on health 1ssues -
necessarily brings about painful and conflictual situations, wherein expecta-
tions and opening towards “the new” are fatally intertwined with experien-
ces of disorientation and homesickness about a customaty and now lost
wotld, of extraneousness and frustration, conflicting rules and values, recut-
ring anti-acculturating constraints.

3. It seems that only by taking into account the relevant factors invol-

ved in recent mass migrations towards Europe and the West at large, as well
as the nature of processes affecting the migrants’ cultural set-ups, 1t 1s pos-
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sible to build around the resulting issues some realistic and positive response
strategies. These, consistently with what we have pointed out, must needs set
up a reference framework for the formulation, on this basis, of an effective
health care policy.

Accordingly, we have to highlight at once the impracticality, for diffe-
rent and negative reasons, of the three basic trends frequently emerging
trom the debates on immigraton policies.

A. The first trend is based on rejection, that is the refusal of immigration
or a tendency to contain it as much as possible, while demonizing immmi-
grants. This 1s a highly unrealistic trend, if we consider the extent of the fac-
tors determining the displacement of great masses from the South to the
Notth of the planet. Furthermore, it collides - in the rural and industrial
arcas of many European countres - with the lack or unavailability of local
manpower, so that immigraton becomes an inalienable condition for the
survival of plenty industries and their linked activities. The drve towards
such a rejection, on the other hand, must necessanly be rooted - or express
itselt - in ideological tendencies that are essentially xenophobic and racist,
exploited and augmented by the most consetvative social and political
groups, (n order to pursue goals of hegemony and control over large popu-
lanon strata, creating an intolerant climate; conveying real conflicts and ten-
sions towards an “alien” scapegoat, and thus building a tnass basis to urge
for an indiscriminate reinforcement of repressive institutions and the milita-
rization of the entrances to the country: in short, to “armor™ soctety and
redirect the countty towards adventurst solutions of the ultra-conservative
- and authomtarian kind. This would lead not only to the rejection of both new
and old “musfits”, but to the challenging of “democracy for all” as well.

B. The second trend 1s based on the mere assimilation, that 1s a policy
whose target is to tnduce citizens coming from other areas of the world to
acquire, as rapidly as possible, the models in operation 1n their host country,
turning their backs to cultures of orgin to identfy with the culture and
lifestyle of the restdents. Such a’ trend, based on a superficial opening
towards newcomers (“there are no barriers or inferiority preventing others
to become just like us and thus to live with us”), actually reflects a sttong eth-
nocentrism (“our goal is to make them become like us”). But, most of all,
the theory of a possible quick cultural absorption of newcomers appears lar-
gely unrealistic as well: the experience of Western countries wherein this
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phenomenon 1s old-established shows that descendants of the first immi-
grants keep or take up anew, even in the third or fourth generation, stgnifi-
cant clements of their original cultures, characterized by an intense symbo-
lic value of tdentity (ethnicisms). On the other hand, such a trend would
needs require the implementation of strategies and institutions that may
produce, in immigrants and their children, a strong and lasting compulsion,
aimed at the nullificatton of their former identities and at their complete
assimilation within the host country’s culture (for instance, educational rules
revolving around Eurocentric programs and learning mechanisms exclusi-
vely based on local language and culture, an absolute monolingualism in
transport faciities and workplaces, cautionary procedures against the deve-
lopment of media, cultural and tcligious centers independently managed by
immuigrants and so on). This substantial constraint implies a double corol-
lary: (@) on the one hand, the loss for the host countty of an opportunity to
get, from a partial coexistence with other cultures, greater knowledge tools
in the face of other realities that are by this time integrated in an interactive
world network, 1 order to play a more effective and realistic role of media-
tion, and especially (#) for immigrants, an (nevitable defenstve reaction, resul-
ting in phenomena of concealment and resistance, of actual fundamentalism
and anti-acculturating revivalism, heralding more unrest. Without conside-
ring that every process of fast deculturation and the following fall of old
values and social control mechanisms implies, in the course of a socio-cul-
tural repositioning, expedences of frustration, isolation and anomy which -
along with the objective difficultes involved in the “normal™ integration pro-
cess within the new context - faciitate “deviant” behaviors and lifestyles, and
a likely fall into local organized crime networks.

C. The third trend 1s based on an uncritical malticuituralism, 1. e. a policy
assuming as a possible permanent and desirable set-up the mere coexistence,
i the host society, of the local culture with the cultures of the imnugrants’
countries of origin. We have already examined the reasons making this
theory largely unrealistic. Firstly, because the immigrants’ cultures of origin
are depleted and weak when they reach host countries, due to the uprooted-
ness of their carriers from thetr original contexts and from the conditions
where such cultures represent an actual subsistence and social integration
instrument. Secondly, because, for migrants, the very decision to leave their
own country is the result of a breaking-off, at least partial, of the identifica-
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tion with their traditional context and the outcome of an optton wherein a
far-off elsewhere becomes a positive and feasible life alternattve, 1mplying
some kind of anticipated accnituration. Secondly - and this 1s the mam factor
into play - because the very impracticality or tnefficacy of many aspects of
the culture of origin, in the new context, inevitably induce newcomers stri-
ving to reach integration to borrow some basic elements from the local cul-
ture, consistently with the operating logic of the host soctety. Ultimately,
since every culture s built with reference to a well-defined historical-tertito-
rial context - wherein it “works”, manifesting itself in effecttve behaviors,
whereas 1t may not hold on indiscriminately in every ume and place - tt can-
not be integrally transposed in a radically different context. Its “carners™
must subject it, sooner or later, to a profound alterauon, re-significatton and
contamination. That 1s why we cannot even 1magine an organic soctal set-up
integrating individuals of different origin, effectvely operating and interac-
ting, while each of them remains locked up within his own culture. That
would lead to a scenario where behavioral styles created by the most widcly
varying social systems of reference are implemented. Actually, if such a
social set-up could exist, as an aggregation of individuals “carrying” difte-
rent cultural prospects without a2 common and consistent unifylng matrix, it
would eventually disintegrate itself. A strategy aimed at the integratuon of
migratoty flows through such an uncritical and impractical multiculturalism
would not only be unrealistic, but ultimately negative. In some emblematic
areas of Western societtes, such as industrial production, most activities
imply an adjustment to the underlying “cultural logic”, namely the Western
logic. Furthermore, in some aspects of social life, there 1s 2 meeting of inco-
herent rules - those belonging to the immigrants’ culture, oniginating in other
contexts, and local rules, rooted in the very “logic” and basic structure of the
host socicty. This explains why such a theory, other than impractical, may
lead to conflicts and troubles. We can only imagine the results of the coex-
istence of different behavioral rules among parties in the same commercial
transaction, or what would happen 1if residents should be compelled to con-
form, under penalty of heavy sanctions, to tax measures Or state regulatons,
whereas the same obligation would not be 1mposed to thosc immigrants in
whose society of origin those regulations are absent, in the name of the
“equal dignity of all cultures”. Such an inequality of treatment would bring
about quite a lot of tensions and it would then be hard to prevent protests
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and xenophobic r¢jection on the part of the residents. Surely, the 1dea of
“pure multiculturalism” appeats as a stupendous and reassuring utopia, a fine
metaphor of brotherhood among the peopies and of the value of all cultu-
res (or is it an emblematic tower of Babel?) but, at the end of the day, if we
(ry to put it into effect in social life, it turns out to be precisely that, an uto-
pia.

In this perspective, we must look for a strategy that1s both realistic and
able to reduce to a minimum those risks and contradictions inevitably umpli-
cit in such a complex and wide-ranging phenomenology. We must also con-
sider that, beyond and even before any possible state intervention policy,
there are other social subjects participating in this phcnomenon with their
own strategles, who are interested in its implications and tts PLOSPECLIVE Uses
in economic, social and politcal frelds.

Apparently, there are no established and homogeneously feasible for-
mulas for every situation. But the factors we have pointed out and the expe-
ticnces accumulated in the countries where the immigration phenomenon
has begun earlier allow us, at least, to delineatc a strategic prospect that
appears as the most suitable these days. Such a prospect should be based on
the immigrants’ sharing, although slow and difficult to implement, of a com-
mon public area of culture, essentially revolving around the basic cultural cores
of host sodieties, regulating and ensuring their cohesion and functioning. A
number of significant elements of the immigrants’ cultures may sponta-
neously propress around that area and nteract, in ditferent forms, with the
context, while maintaining 2 more dramatic autonomy and even bringing
forth possible re-functionalizations and expansions.

It is actually difficult to establish once and for all which are the “basic
cores” in the culture of a countty hosting immigrants that substantate a o7-
mon public area of culture, valuable both for old residents and people coming
from the most different regions of the world, in order to define and gua-
rantee, somehow, a common integration ground and their common a/zgen-
ship. Nonctheless, there can be no doubt that these must be a part of the
“package” of notions and rules regulating behavioral scopes connected with
collective life and relationships among citizens, in compliance with the base-
lines of the legislative framework, with the interrelation modalities used 1n
dealing with work structures, state InsttuUONS and services. Essentially, as we
have already pointed out, this 1s a common atea of rights and obligations,
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competence and basic cultural trends that would enable a more regular and
balanced functioning in communication and infegration processes among
old and new cittzens. Thus, xenophobic intolerance factors against immi-
grants would be reduced, and immigrants themselves would feel less attrac-
ted to gravely devious life solutions. Most importantly, this would positively
increase their ability to “move” knowingly and rapidly within their new con-
text, heading towards those goals of “improvement” that were the very rea-
son of their migratory project.

To this purpose, we must stress that a part of what we call a common
public area of culiure actually includes a combination of notions and rules that
can be rather rapidly acquired by immigrants, at least in some measure and
even spontanconsty, that 1s aside from every specific state interventon policy,
since they represent prerequisite instruments for a daily and close interindi-
vidual relattonship and for an effective access to work structures and servic-
es sausfying the most immediate needs. But a general orientation following
this direction, and thus a state intervention policy aiming at an organic and pro-
grammed promotion of the whole common public area of wniture, though inter-
weaving with and strengthening spontaneous cultural dynamics moving in
the same direction, is something much wider and complex and it has to
involve not only the immigrant population, but the residents as well, affcc-
ting their cognitive set-ups, their ideological perspectives, their vision, atfitu-
des and behaviors towards those who are “different™.

It must be stressed that a common public area of culture - being a systema-
tc and planned ssase infervention policy - can only be implemented, as cevery
other socal control policy, by startung up and interweaving among them a
number of processes aimed at the introduction of behavioral transforma-
ttons through forcible education mechanisms (premary control, begemony) and
projects meant to manipulate behaviors, threatening or putting into effect
repressive mechanisms {secondary contro)). This is a strategy that revolves
around a double plan but, 1n the complex and contradictory framework
brought about by the migratory phenomenoclogy, tt should nonetheless
emphasize forcible education processes, without renouncing altogether to
repressive mechanisms, provided that: (@) the regulatory framework is duti-
fully made explicit, transparent, definite and the same for all, enforced with
equal strictness on all citizens, residents and immigrants alike, and (4) great
respect for the personal dignity of new residents and citizenship rights
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solidly and constantly assured for them, especially the right to freely carry on
every aspect of thetr culture and tradition that is not in patent contrast with
precise and explicit prescriptive measures enforced on all citizens in the host
society. This implics, on the one hand, that the traditional practices of some
immigrant groups may be characterized as offenses within the new context,
when they contradict clear-cut codified principles in the legislation of the
host country. This holds true for the controversial issue of women’s sexual
mutilatons, although these are sometimes requested and consented to by the
very “victims” of the ritual, and authorized health care services are often
required to perform it. However, on the other hand, this also means that the
promotion of a common public area of culture must pursue a greater mutual kno-
wledge of the groups involved and theit cultures, the ensuing diminution of
stereotypes and prejudices and, more generally, a considerable increase mn
“tolerance™ towards opinions and traditions that may, at a first glance, seem
“absurd”, “threatening” or “devious” to one of the subjects mto play.

It appears that there is one more suttable and fundamental statement to
be made in this regard. We have seen that the promotion of a common public
area of lture - 1. e. the strategy expounded here as both feasible and able to
reduce risks and contradictions unavoidably inherent in such a complex phe-
nomenology - implies the acquisition, for immigrants as well, of a conside-
rable “package” of notions and regulations, attitudes and operational rules,
culrurally elaborated by the host society and deemed essential for its func-
tioning. It must be clear, however, that the option in favor of this strategy
does not necessarily entail concurrence or consent to the current set-up of
the target societies of migratory flows, nor to the galaxy of values molding
their culture and lifestyle. To share this option does not in the least mean to
integrally approve of and, much less so, to expand and solidity all current
regulations of the host society, their overall logic and the objective condi-
tions supporting themn, in a sort of “apologia of the existing”. On the con-
trary, it means that any change made to those regulatons must start from the
operation mechanisms of the social context wherein immigrants live today
and from the contradictons they give rise to. Ulumately, this implies that
those contradictions cannot find their appropriate answers in lifestyles
issuing from dramatically different contexts, and that every realistic action
bent on change may only come from the common commitment of residents
and immigrants alike, notwithstanding their different traditions, in order to
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jointly elaborate and support functional patterns of response for their common
emerging problems here and row.

4. What does it take to transpose the rends so far expounded as a stra-
tegic reference framework into the actual ground of the responsc of
FEuropean health care services to the immigrants’ health needs?

Certainly, the issue seems to be a rather complex one, even because,
when we talk about health needs, the term health refers to at least five “condi-
tons”, each one ranking on a different plan and underlying ditferent proce-
dures of identification and response: () an “objective” diseasc, as defined by
Western scientific medicine {disease), which may not be subjectively petcetved
or not perceived as a “disorder”,; or cven be considered as just a “nisk™ in the
face of which some prevention procedutes must be put into effect; (#) the
subjective perception of an illness under way (#ness 7); (¢) the patent’s inter-
pretation, based on his culmural universe and the relevant emotional expe-
riences (#llnesr 2); (d) the social reactions determined by the disease and the
consequences for the patient’s status and social role (sze&ness); (¢) the diagno-
stic-therapeutic procedure culturally envisaged in response to a specific case
and the networks of expectations, roles and behavioral procedures wherein
it occurs (therapentic path).

But, in this regard, we must examine, first of all, some empirical evi-
dence, showing that most diseases found among immigrants appear to be
contracted affer they leave their countries of otigin: sometimes during never-
ending and dangerous journeys made under conditions of hatsh explottation
and semi-clandestinely but, mostly, following their entrance in Western
Europe. Thus, only to a very limited extent can immigrants be considered as
vectors of exotic diseases, or as carriers of infirmities already begun before
they left their homeland. Furthermore, this is a common factor 1 almost
every migration of workers: immigrants are usually younger and healthier
adults, more willing to try the rsky adventure of a new life and a sudden
reconversion of their skills.

Thus, an intervention strategy about the diseases most frequently pre-
sented by immigrants has to be pursued by operating here in Enrope, on focal
pathogenic factors, established long ago, namely appalling housing, dictary
and working conditions that immigrants have to face, especially at tirst. Such
hardships are often cxacetbated by the subjective and objective effects of
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their lack of a regular residence permit and by psychic states of stress and
depression caused by thetr uprootedness from their context of otigin, by the
difficulties found in integrating themselves in a new and different society and
by the heavy pressure of more or less explicit forms of exclusion and racist
violence. This is a radically precautionary basic strategy, in thatt is meant to
2{fect the very framewotk of pathogenic factors.

Strictly “professional” answers to spectfic disorders, full-blown or latent,
ust in like manner be built in this same reference petspective, as well as the
response to treatment demands expressed by immigrant citizens. L'hese
demands put the activity of health care services dircctly on the line and are
more dramatically related to the therapeutic ground. Thus, precisely for the
reasons expounded above, to adjust health care services to a growing mul-
fiethnic reality, or rather, to ealibrate them to that reality, should not only imply
the training of social health workers to enable them to treat diseases that are
nnknown or long absent in Turope; but also, and much more so, an INcreas-
ing demand in the services themselves to gradually acquire socio-cultural inter-
relation skills in order to deal with new and very heterogeneous beneficiaries.

That is to say, essentially, in the ficld of communication networks and
codes, of the different interpretive perspectives for diseascs, of expectancy
and behavioral patterns with reference to the relationship between physi-
cians and patients and, finally, of the highest consideration for people, their
subjectivity and their real life conditions.

The major problem, therapcutically speaking (with reference to so-cal-
led “secondary prevention™), is the calibration of health care services to sult
the complex and mult-faceted socio-cultural reality of new users, coming
from a number of different countries.

Obviously, the problem takes on difterent shapes according to the cha-
racter of health care systems in operaton in the different countries.
Nevertheless, there is no doubt that the whole burden of its solution cannot
be carried by public services networks and those more systernatically related
to them (“social privacy”, voluntary work, etc.) within the framework of a
modern welfare state.

Other contributions in this volume will analyze and compare response
strategies adopted 1n some [uropean countries. Accordingly, here I will con-
fine myself to highlighting some general issues that, in the perspec Hve we are
formulating, stand out with a rather problematic relevance.
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The firsz and crucial issue concerns the subjects and methods of the cul-
tural caltbraton of services. How should we relate - while making our rela-
ttonship with patients open and meaningful- to the differing interpretive per-
spectives for diseases and to the resulting expectancies and behavioral moda-
litics of users coming from a variety of countries? Which notions and gene-
ra] attention and interreladon skills are essential requirements for personnel
working in health care services? How can they develop those skills? What
changes must be made to this end in educational curricula for health care
professionals? What is the role played in this perspective by cultural mnter-
mediaries or anthropologists? How to overcome mutual linguistic barriers,
within a work schedule enhancing the informative and symbolic-emotional
importance of the relationship between physicians and patients? And how to
build a communication network around setvices that may actually contribu-
te to promote its use by new citizens?

The second 1ssue (partially connected with the first), reintroduces in
“updated” terms the core of 1970’ debates on social and health-care serv-
ices: how to solve the specificity problem of the health care needs of some
segments of the population, without formulating “ghettoizing” insttutional
responses? In other words, and as far as we are concerned today: how to
equip health care services destined to all citizens, enabling them to calibrate
thetr answers to their users’ different cultural matrixes, including new immi-
grants’, without using separate health care structures, which would inevitably
lead to segregating and low-quality services?

The third issue results from the fact that most new Immigrants come to
liurope from countries where Western medicine has already - more or less
widely and deeply - penctrated. They arc almost always mote acquainted with
Western medicine than they are with local traditional medicine, especially so
if they come from urban areas.

Therefore, as a result of the cultural dynamics we have tried to delinea-
te above, they often choose “Western” health care services to weat all or
most diseases. This option must not be ignored in the name of a misinter-
preted “muldculturalism”, which would “drive them back” towards an inter-
pretation of the disorder that is no longer theirs. In fact, in this case as well,
the cultural calibration of services must translate into respect for the outco-
mc of events in the life of users and, if need be, the analysis of their deci-
sion ctiteria (for instance, the typology of disorders) when they choose to
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turn to “Western™ health services or, possibly, to other therapeutic response
modalities.

Indeed, there arises a fourth issue closely connected with the former
The question is: what should be the attitude of European health care serv-
ices when new citizens turn to “alternative” therapeutic response practices,
performed by other immigrants from their own country of origin or falling
into the vast and multi-faceted phenomenon, spreading wide and large 1n all
Western countries under different generic labels (“alternative medicine”,
‘“unconventional medicine”, “other medicine™). This is actually a composite
reality, giving rise to an “updated” revivalism of ancient European medicine,
degraded fragments of African and Afro-American protection rituals, for-
mulae cxpunged by the great oriental medical systems, practices that, while
waiting for a better definidon, we are used to call “paranormal”, all-engaging
participation to neo-religious cults of different matrixes, heterodox hines of
development of Western medicine, just to name 2 few of its main compo-
nents. Some of which, by the way, arc slowly gaining a space of their own
even in some authorized health care services. This is an 1ssue that must be
tackled taking into account the fact that most users of unconventional med-
icine are, at the same time, users - although usually for different diseases - of
authorized services as well, thus bringing about a “commuting” consultation
style involving residents themselves, perhaps even to a greater cxtent.

This last issue brings us to an inescapable conclusion, especially for
societies like those of many European countries, already traditionally cha-
racterized by a strong cultural heterogeneity, A true socio-cultural calibration
of health care services to the heterogeneous features of thetr uscrs will rep-
resent, other than a good answer to itnmigrants health needs, a definitely
positive step forward for all their benehiciaries.
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HEALTH POLICIES AND PRACTICES OF THE ITALIAN
SERVICES TOWARD IMMIGRANT BENEFICIARIES:
RESPONSE TYPOLOGIES

Maya Pellicciar

Overview of non European Union immigration in Italy

The last decades have witnessed petjods of deep transformation in Italy,
with changes that have affected the root of the socio-economic and political
structure, as well as the cultural order. It is now widely recognised that the
beginning of the 1970s sanctioned the start of a turning-point that would
slowly redefine the country's configuration, from a departure place of large
levers of emigrants tn search of work opportuntties, to a place of arrival for
hundreds of thousand of immugrants fleeing from their countries of origin,
arumated by a spirit similar to that of Tralian emigrants of some time ago: the
escape trom poverty (and not only) in search of better living conditions.

In the first half the 1980s, this phenomenon nevertheless begins to take
on a certain relevance: the central (and therefore strategtc) position that Italy
occuptes in the basin of the Mediterranean, together with the vague and
almost absent laws in force at the time concerning the matter of entries into
the country, contributed to rendering this phenomenon the object of new
migratory strategies and projects. Fowever, while in principle the country's
location clearly emerged as “a place of passage”, a transit-point through
which to reach the desired destinations (countries regulated by perhaps more
restrictive and severer entry procedures), it recently seems to have taken on
the physiognomy of a “permanent type” of immigration place.

In fact, it is only in 1986 that the nced for a legislative regulation on the

matter of immigratican begins to be serimusly taken into consideration!.

V' Cf Law n. 943 of December 30th 1986, containing: “Nerwme in materia di colfocamento
¢ di fraftamento dei lavoratori extracomunitari uamIgrall contro e immigraziont candestine’
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From this moment on, the frame-work of Italian tigratory policies is out-
lined through a series of interventions, the first objectives of which are the
regularisation of the numerous clandestine immigrants already present in the
country and the predisposition of more restrictive measures on the subject

of entries”. Yet, it is wide-spread opinion that this has had the function of,
perhaps unexpectedly, being the catalyst of the actual migratory flows
towards our country and has constituted, “due to the rather distorted expec-
tations of an extension of stay or a certain flexibility of indemnity mecha-
msms, an attraction factor for an immigration that in the preceding circum-

stances would not have been mobilised”?. Employment formalisation and
therefore the possibility to become legally landed have moreover favoured
the rejoining of families, thus contributing, as already mentioned, to the pro-
gressive consolidation of long-term permanence in the country, Petiodic and
progressive re-apertures of the terms of regularisation occur to date, allo-
wing for large strata of clandestine immigrants to emerge in the official esti-
mates even though thetr number still seems rather elevated as well as diffi-
cult to appraise (this however refers to at least one-fifth of the total of forei-

gners actually present).
According to the estimates elaborated by Cantas of Rome, based on

data furnished by the Ministry of Intetiors?, foreigners currently present in

[ "WNorms on the matler of employment and treatment of non-European Union immigrant workers
agains! clandesiine immigration’].

> Cf in particular, the Legge Martelli [Law] of 1990 and the Decreto Dini [[Decree]
of 1995, pioneers in such sense. Currently, the Legislative Decree n. 286 of July 25th
1998 (“Testo unico delle disposiziiont concernents la discipling dellimmigrasions e norme sufla conds-
eone dello straniero”) [“Unified Code of regulations concerning the disciplive of immigration and
norms on the condttion of the foreigner”] and the relative rule of implementation (n. 113 of
Aprl 13t 1999}, which affront the matter in a more orgaruc and global manner, com-
pleting a path that for several ycars has attempted to compare, under different aspects

and to all effects, the position of the foreign citizen to that of the ltalian citizen.

> Marini Rolando, Montesperelll Paoclo, G4 immrigrati exctracomunitart in Umbria [Non-
European Union Immigrants in Umbria], IRRES - Regional Institute of Economic & Socizl
Research of Umbria, Perugia, March 1991 (first progress), cf. p. 10.

* Estimates up-dated on 31.12.1999 and laid-out in the form of forecasts in the
“Imrugration Statistics [Dossier 2000” on the Internet web-site: www3.chiesacattoli-
ca.it/caritasroma/home/settori/studi/antl_00htm.
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Italy number approximately a million and a half with an increase of around

20% in compatison to the preceding yeat>, with an incidence in comparison
to the resident population that does not exceed 2.5% (while the average i1ci-
dence in the European Union is already 5.1%). The largest majority origi-
nate from the so-called Developing Countries (over 80%0) and are stationed
mainly in the North; the most represented groups are those coming from
Atrica (particularly Motocco and Senegal) and from Eastern Furope (mostly
Albania and Rumania) and in particular, subsequent to the continuous poli-
tical crises in the Balkans, from ex-Yugoslavia. Numerous also are the conti-
nuous arrvals from the Far East, the Indian Subcontinent (Phiippines, Sri

Lanka, China) and Latin America (Peru, Brazil)%. Such a composite popula-
tion, represented by peoples orginating from completely different geopra-
phical areas and therefore extremely heterogeneous under numerous

aspects’, brings to light how the presence of different cthnic groups and cul-
tures contributes to generating a series of as many heterogeneous problems
at various levels,

Overview of health rights

At the beginning of the 1980s, the first response to the problems
caused by the substantial lack of preparation of institutions for recerving an
¢vet more consistent miugratory flow arrives from the ptvate social, secular
and religious sectors. These autonomously organised themselves in order to

———— . PR —_—r . —_— - T —

5

The quora is on the increase compared to 1998 also because, besides rhe new pet-
muts issued, thosc people that signed-up within 15.12.1998 in order to benefit from the
regulartsation offered them as they were in Italy before 27.03.1998, have also appeared
1IN StausHcs.

O Data on the distdbution of immigrants, according to origin, are up-dated to
21.12.1998 [Caritas Roma (administrative institution), Dosser Immigrasione 1999, Rome,
1999] and therefore not available in the forecasts for 2000. Notwithstanding, for a
morc detailed analysis of the data, see the commentary of Aldo Morrone included in

this volume.

CE the critical analysis submitted by Tullio Seppill, in the present volume, the term
(extracomunitario} “non-European Union™: deals in fact with 2 negative deftrution, that
establishes that which an individual is not, and therefore reifies a complex and much
mote articulated reality of persons that do not feel united among themselves by any-
thing else other than their cxtraneousness to the European Community.
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offer immigrants with a series of services, ranging from first reception to
assistance and counselling regarding integration in the country of reception.
However, the dual role carried out by such centtes soon becomes evident.
On one hand they act as an indispensable reference-point for the needs of
the immigrant population, while on the other, they stimulate (programmati-
cally and somefimes unconsctously) the institutional organs. This action
fosters the acknowledgement of the need to reconsider the more tmportant
aspects and therefore the recalibration of vanous juridical-administrative
procedures in relation to the changed conditions of the population and the
new probletns emerging. Among them, those relative to health rights assume
the prominent position. Since 1978, through the establishment of the
National Health Service, that is guaranteed by the State to all Italian citizens
according to the welfare regulations, but which the Italian Constitution as
well as the IHuman Rights Declaration guarantee on principle to all indivi-
duals despite their legal status.

Moreover, the necessity to equalise the position of foreign citizens to
that of the local population in such regard, assumes even more importance
in the measure in which it becomes evident that the health conditions of
immigrants do not depend on “exotic” pathogenic factors, but from the
material and relational conditions in which they live during and after their
arrtval in the country of adoption. Furthermore, the strong unbalances that
tend to artse 1n the initial phase of entry in which the bonds with the cultu-
re of ongwn and the cultural push toward the new model of reference are
inter-woven, provoking major identity conflicts and consequent states of
disorientation®,

Initially, the right to use the country's public health structures was gua-
ranteed free of charge and concerning immigrants, only to those registered
on the National Health Service; therefore to regularly recorded foreigners in
possession of a job. Whereas, for non-registered immigrants the only posst-
biltty to accessing health care services was through First Aid (emergencies,
acctdents and maternity), the use of which nonetheless involved a signalling
to the Prefecture by the hospital in order to be able to recover the etfected
expenses from the State and, de facto, a real and proper denunciation of 1rre-

% In this regard, consult section f) of the Iralian bibliography published zt the end of
the volume entitled: Fatford patageni e confignrasiions epidemiologiche concernenti glf tmmigrais
exctracomunttart {Pathogenic factors and epidemic configurations concerning non-EU inmigrants].
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gular immigrants. Conscquently, they became strongly penalised in regard to
public assistance as all clandestine and the like, who live in conditons of
great emargination and poverty, would be far more needier of such services.

It is in this direction that the private volunteer assoctations moved after
Elioc Guzzant was nominated Minister of Health (December 1994), with
whom they began - together with his delegates with the institutions in genc-
ral - a series of meetings which discussed the necessity to fill the voud of
such a selective health legislation incapable of assuming the realistic datum
of the submerged irregular presence. The absolutely revolutionary result of

this collaboration was the Legislauve Decree n. 489 of 18/11/1995?, com-
monly known as the “Dini Decree”, Article 13 of which extends to all forer-
pners present in the country the right to ordinary and continuous care and
preventive medicine programmes, without this involving any type of signal-
ling (except for cases in which a report is compulsory, but nevertheless at
conditions of parity with the Italian citizen)'". After a series of reiterations
and complex vicissitudes, the dectee was transformed into Law n.40 of

March 6th 199811

Despite the iter of the bureaucratic-administrative intricacies and the
ncbulosity of some legislative procedurcs, that to date have allowed tor loop-
holes and non-fulfilment, it is necessary to remember that the Italian nor-

Y Containi ng: “Disposizion urgenti in materia di politica dellimmigrazione ¢ per la regolanmen-
tagione, ingresso ¢ soggiorno nel ferritorio nasionale def cittading dei Paesi non appartenentt all' Unione
Europea” [*“Urgent dispositions on the subject of immigration policies and for the reguiarisation, entry
and stay on national territory of dtizens of Countries not belonging to the Enropean Union”].

10" The route thus far traced regarding the national normative on the subject of 1mmi-
grant health recalls, along greater lines and in synthetic manner, those elaborated by the
authors of the text edited by Salvatore Geraci and the Cantas Diocesan of Rome:
Immigrasione ¢ salute: un diritts di carta? Viaggte nella normativa internasionale, italiana e regio-
nale [Immigration and Health: [ust a law on paper? A journey through international, Italian and
regional normatives], Anterem, Rome, 1996, XVI1I+283 ps.

1 Containing: ‘“Disciplina dell'immigrazione ¢ norme sulla condigione dello  straniero”
[“Tmmigration discipline and the norms on the condition of the foreigner”]. Currently enforced:
“Testo unico delle dispusiciont concernenti la disciplina dellimmigrasione ¢ norme sulla condisgione
dells strantero” [*“Unified code of regulations concerning the discipline of immigration and norms on
the condition of the foreigner”] - and the reladve implementation rule of 1999 (cf. note 2)
- in which Article 13 has become Article 35.
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mative in reference to the delivery of public type health services to clande-
stine immigrants is one of the most advanced in Europe, and perhaps in the
world, and has become a reference model for countries that intend to face
the matter and which already count a far higher number of tforeigners, with
an incidence on the local populadon decidedly greater in comparison to Italy.

The research

That which has been stated thus far, brings to light a clearcr picture of
the fervour with which the issue of the health of immigrants has for a long
time been faced in ltaly. However, such ferment is not cxpressed exclusively
on the political and welfare level, but above all, on the plane of research
where a broad debate has evolved that now involves scholars of social scien-
ces (first of all anthropologists), psychologists, psychiatrists, physicians and
health operators of various kind. The routes of investigation are in such
sense 1nnumerable, but among the most significant it is possible to identify
three highly interconnected research directives: 4) that relative to the type of
health resources to be utilised. For instance, if need be, to organise speciali-
sed centres for managing the “ghetto” unmigrants, or if not the case, to bet-
ter calibrate public services 1n a manner suitable for multiethnic beneficiar-
tes; #) that which focuses on the operator-beneficiary relationship: if and
how to act for modifying the standard approach, currently based on an out-
dated medical-centric vision, in view of better therapeutic results, also and
espectally towards immuigrant patients; ¢) that which deepens the study of
other medical systems 1n comparison to bio-medicine, which in turn pro-
ceeds 1n a two-fold direction. On one hand, if and how to use knowledge of
medical concepts and practices, of which non-EU immigrants are carriers,
for the purpose of promoting improved management of services and offe-
ring suitable performances for the needs of foreign beneficiaries. On the
other hand, measures 1n which the scientific method can be used for verif-
ying the effectiveness of “non conventional” medical treatment - to a large
extent denving from non-western medical traditions - so as to contribute to
the realisation of an integrated medicine able to satisfactorily respond to the

Eri_gis that the orthodox medical system 15 undergﬂing'iz.

12 Seppilli Tullio, “Antropologia medica: fondamenti per una strategia” [Medical
Anthropology: basis for a strategy] (editorial), AM. Malian magasine of the ltakan Society
of Medical Anthropology, n.1-2, October 1996, p.7-22.
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The more heterogeneous and composite aspects of this debate have
clearly emerged through each of the three phases in which the present
rescarch has been articulated: the first, bibliographical reconnatssance; the
second, preliminary investigation through questionnaires; the third, 1n depth
interviews at those centres that could be considered of “excellence™.

The work of bibliographical survey > was conducted using a sclection
criterion concerning only the scientific work edit in Italy, 1n autonomous
form or within collective ot periodic publications focused entitely, or in wide
measure, on the health/illness thematic concerning non-European

Community citizens recently immigrated into Italy!!. Among volumes,
essays, readings, minutes of conferences and others, almost cight hundred
titles have been gathered (reduced at this writing to less than sixty for mouo-
ves of space) and re-ordered for coherence and consultation convenience
into six separate thematic categories: @) Generality; b) Health Policies concerning
non-IU immigrants; c) Normative Policies concerning the health of non-EU immigrants;
d) Centres of public or private response ta the health problems of non-EU immigranti;
e) Relationship between health operators and non-IEU beneficiaries; f) Pathogenic factors
and epidemiological configurations concerning non-EU immigrants [l.a. Prychic distur-
bance; f.b. Pathologies and situations of maternal-child risk; f.c. Other pathologies); ¢)
Orhers.

Contemporanly, partly using the selected bibliographical material, a
general census of public and private centres that offer health care to non-EU
immigrants in [taly was carried out. This census allowed for the activation of
the second phase of the research: all 103 structures, spread across the cntire
national territory (with prevalence in the area of Lazio), were in fact surve-
yed through a questonnaire directed at investigating the institutional nature
and actvities carried out by these. Each centre was therefore contacted and
forewarned of the imminent arrival of the questionnaire in order to sensib-
se and stimulate a much more complete and deeper response possible. In

I3 Here presented due to its consequence as an autonomous result of the research,
even though having obviously been utilised also as an important instrument of the
rescarch as such..

14 por further information concerning the formal and thematic structure ot the
bibliography, refer directly to the preliminary foreword in the introducton of the
[taliann bibliopraphical section.
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sent), but considering the type of target (therefore the lack of time and other
logistic difficulties), as well as the average response generally received via

postal questionnaires, tt can be constdered quite a satisfactory result.

The third and last phase foresaw the identification of the most inter-
esting and significant examples which were subsequently re-contacted in
view of a further in-depth interview.

Distribution and characteristics of the centres
The questionnaire sent was entitled “European experiences and strate-

gies against social exclusion of immigrant people by health care services” 1>,
and divided into eight sections, each of which referred to mformation of
various nature (institutional, historical, relative to performance and use, plus
opinions) devised for the purpose of outlining a synthetic but sufficiently
clear profile of each centre.

The first block of institutional information requested (frame A)
brought to light an equal distrbution between public and private activity,
sighificant information which shows the increased interest of institutional
organs towards the problem in queston and signs of a positve reaction to
the challenge launched by the normatves of 1995 onwards (most of these
public services were in fact established after to the IDin1 Decree, while almost
all the voluntaty associations precede to this date).

Concerning the section relative to the functions of the centre {(frame B),
the indicators were two: the typology of performances otfered and the ben-
eficiaries of the service. Regarding the fitst point, it clearly emerged that
there are no speafic performances that differentiate the public from the pri-
vate in a radical way. Nevertheless, the former seem to be characterised by a
prevalence of health type performances, further articulated and sustained by
more sophisacated diagnostc-therapeutic instrumentation and technologtes;
instead the latter have shaped mto delivering a broader range of services,
able to respond not only to health needs but an assistance of welfare type -
through internal structures (lodgings, cafeteras, dormitories, etc.) and
through real and proper setvices (legal counselling, employment opportuni-
ttes, support to prisonets, general primary assistance) - or nevertheless con-
cerning the integration of non-EU immigrants in the social context of

1 bl bl ——— e ke e | e e e e ke

15 Cf Annex A
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reception to all effects (language courses, professional preparation, accom-
paniment to social health structures, etc.). Regarding the second point, 1t must
be underlined that there 1s a certain difference regarding the type of usc
which the service offers. While the public sector generally defines its target
groups by ethnic connotation (or selects patients according to their origin, at
times delivered exclustvely to foreigners, at others to Italians and foreigners
indifferently), the beneficiaries of private social services 1s characterised
rather by their position within soctety (the poor and needy, those without
fixed abode, prostitutes, addicts and the emarginated in general}, regardless of
the fact if they are Italians or foreigners. This could be interpreted as a distin-
gutshing mark of the specifics that have always denoted the role of the volun-
teer, or the capacity to fill those gaps that the public sector (for vanous rea-
sons) does not manage to cover: tracing a route that advances in concentric
citcles towards the emarginated sectors of society, acting also as a guard-rail

for a progressive amplification of the basin of public service beneficiarcs.
Further information cmerges from frame C regarding the real health
service beneficiaries: the areas of origin of non-EU immigrants are the most
disparate and further differentiate according to the terrtorial distribution
that the various groups assumc in the zones where each of the centres are
located. The annual average index ranges from a2 minimum of a few hundred
beneficiaries to a maxuimum of wvanous thousands: the variables seem
obviously to be; the extent of the range of performances otfered; the more
or less recent date of centre's establishment; in reterence also to the above
mentioned institutional nature of the service (the private surpasses the
public with beneficiartes that in some cases - Caritas Health Arca of Rome
and Naga in Milan - reaches 20.000 units, against the maximum of 5.000 rea-
ched by the Italian Red Cross). In general, it is not possible to speak of a spe-
cific pathological profile concerning foreigners, even 1f data collected 1nds-
cates the most frequent complaints to which suttable therapeutic responscs
are targeted through the appropriate organisation of health personnel and
necessary equipment. To confirm that which is mitially mentioned, regarding
the risks which the person is subject to when emigrating, for the most part
risks of “external” nature and often subsequent to arrival in the country of
reception, the most frequent symptoms are of gastrointestinal, respiratory,
dermatological nature, degenerative jotnt disease, psychtatnc character or lin-
ked to sexually transmutted pathologies. It must also be said that the public
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service is particularly acuve in the sector of maternal-child care, which pri-
vate social services therefore now treat in a rather marginal manner, devoted
tnstead, 1n a more specthic manner, to pathologies of infectous nature and
the innumerable discomforts that result from bving 1n poverty.

IFrame D foresaw a brief history of the centres!® while frame F has
allowed to isolate a second block of institutional information, fundamental
for a complete and extensive knowledge of activities carrted out and resour-
ces employed. In fact, from the data collected, it has emerged that other than
clinical and assistance activities, most centres carry-out substantial research

activity!” as well as internal and external training-information, often atmed

at the immigrant population. The presence of supervisors is very scarce!8
while very frequently one or more linguistic-cultural mediators show up
(especially in the public service and in the larger volunteer centres), whose
activity generally consists in tanslaton and interpreting interventions,
although in some cases (especially structures that deal with mental health,
where the approach to the patient involves the person as a “whole”, or whe-
rever a certain level of anthropological senstbility has developed) they carry-
out a broader function, acting as an interface in the difficult encounter bet-
ween two completely different cultural codes often reciprocally overlooked
by patient and therapeutic operator. Moreover, almost all the centres put
didactic-training infrastructures of vanous kind {documentation centres,
libraries, video-libraries, press and on-line archives, etc.) at public disposal
and produce periodic publicatons and multilingual information material, the
consultation of which is often available through the Internet.

Finally, a section relative to opinions and cntical evaluattons on actvi-
ties carried-out was included in the questionnaire (frames E, G, H). 'The
results expressed are substanually positive in almost all cases, notwithstan-

10 For matters of space, details that emerged from the historical analysis of acuvities
cartied out by cach centre are presently omitted; referred to, for further investigation,
in the following paragraph concerning the typology of centres of excellence.

17 Evidence of this appears in the numerous publications produced, partly quoted in
the bibliography.

18 A sign, perhaps, that a paternalistce vision of the opcrator-patient relationship s
still very rooted which does not foresee, or nevertheless undercsumates, the possible
difficulties that arisc among the said operators; 1.e. states of uncasiness and feelings of

incapabtlity, refusal or other (cf. the so called “burn-out syndrome”).
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ding the great awareness of difficulties to be faced and the problems still
unresolved. In some cases, a reason for great satisfaction 1s the verdfication
of the good level of resonance that the service has reached within local
imumigrant commuruties as an important reference point for an increasingly
greater number of foreign beneficiaries. In other cases, emphasis poises
upon: 4 the centre's ability to elaborate innovative project-interventions
coherent with those needs that are becoming progressively evident on the
territory; &) the level of professionalism reached by the operators thanks to
a continuous updating in training-formation and above all calibrated for deli-
vering suitable response to immigrant beneficiades; ¢) the level of internal
organtsation achicved, that allows for optimum co-ordination between per-
sonnel members, an easy connection berween the composition of the admu-
nistrative tnstitution's sub-structures, as well as a continuous and constant
relationship with the territonal reality and the resources available. The pro-
blems reported mark instead the opposite direction and focus through a
more realistic view, perhaps, on the weak points of interaction (that with
non-HU patients) which continuous to create a series of difficulties, ranging
from the more strictly normative-administrative to the purely anthropologi-
cal of human relations. For many, the greatest problem remains the lack of
co-ordination and collaboration between the various centres: the warning of
a certain hiatus mainly berween the private and the public sector, as well as
between the private and the institutions in general (police headquarters,
Town administrations etc.). Moreover, the volunteer assoctations complain
of the major difficulties in accessing the necessary medicines and a lack of
resources in general (above all financial, adequate premises and suitable per-
sonncl), also in regard to the elevated number of flows. The public service
particularly complains of the shortage of “first reception” centres, other
than the low number of permanent medical and nursing personnel, repor-
ting also the semi-volunteer condition in which a large part of these opera-
tes. A prominent 1ssue concerns the awareness expressed by many regarding
their 1nability to relate to beneficiaties from “other” cultures; an inadequacy
that the sinple presence of linguistic mediators does not contribute to fully

attenuatingw‘ The communtcation difficulties percetved are 1n fact hunged at

19" All those persons that have signalled such problems constantly dispose of the aux:-
hary ad of one or more linguistic- cultural mediatots,
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a dceper level than mere oral comprehension. The demand for a deeper
knowledge of the cultural origin of the benefictaries ts rather strongly felt,
patticularly regarding specialised personnel in this sense. The inability of
fully comprehending the real necessities of immigrant beneficiaries was
admitted; or however the non-success in involving them through the stan-
dard systems of external communication, such as health educaton cam-
palgns concerning contraception and sexually transmutted disease, which do
not appear to have enough resonance. It would seem almost futle to
remember how the lack of adequate anthropological formaton in many
cases contributes to aggravating relational difficulties with foreign patients,
even though the brief and irregular collaboration that some centres have n
fact established with anthropologist researchers has produced more than
positive results in such sense.

Typology of some centres of excellence

On the basis of the data collected through the questionnaires, it 1s
thought to be ablc to identify some “ideal types” somehow representative of
the whole range of expetiences surveyed. As often occurs when attempting
to simplify and put in order what has been observed, torcing the result of
such an operation into generalised categotics, can give rise to accentuating
the borders and confinements between classes that in fact often overlap cach
other. The typologies presented are therefore not to be considered as a ngid
rule but rather as an attempt to give an over-view of the tendencies that desi-
gniate the basic orientation with which the various services approach the mat-
ter of the health of immigrants. In this perspective, the “ideal types” 1dentt-
fied are four: the most representative cases for each have been selected and
elaborated in a brief informative outline,

A. Public instimtions endowed with specific competencies for immigrants

The Polyclinic of the Hospital of Modena and the Scientific Institute
of Recovery and Care of the Dermatological FHospital of Santa Mara and
San Gallicano in Rome have been selected to represent this group. Despite
the elements that unite the two centres, there are some important differen-
ces to hold in account: while the polyclinic, by definition, offers a complete
range of health services which therefore renders it indiscriminately benefi-
cial to any type of user, San Gallicano was established as a structure specia-
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lised in dermatology,®under the personal direcion of Dr. Aldo Morrone,
physician i charge of the Institute, to intervene in favour of individuals pet-
taining to emarginated categories. A strong relationship with itmmigrant ben-
efictaries was immediately established, so much so, that extension of the
areas of medical intervention to other sectors such as paediatrics, infective
lness, internal medicine and psychiatry, subsequently occurred due to the
influx of immigrants that began to address to the Institute, thus iniroducing
very different pathologies (from 1985, the year it was established, to 1998,
the date of the last census, almost 40.000 tegular and clandestine non-EU
patients were recetved for first consultations). Moreover, such a centre is
distinguished by two fundamental characteristcs: decennial experience in the
field of research {(in collaboration with the Department of Cultural
Anthropology chaired by Prof. Gioia Longo, of the Rome University “La
Sapienza”), the results of which have had important relevance in regard to
both clinical activities and the ability to organise training-formation courses,

seminars and conferences at international level?l. Also, the key role, in a cer-
tain sense provocative, carried out by linguistic-cultural mediators (15 in all),
who besides recerving immugrants, settle various matters, preside over medi-
cal examinations when requested to, giving council to physicians on the cul-
tural reference systems of patients, working also with the public relations
office, supplying information to all beneficiaries of the structure, Italians
included. The Polyclinic of Modena, during the last years, has also been
cquipped for responding more effectively to the demands which have sub-
sequently arisen due to the great increase of imiigrants present in the city.
In tact, in 1997, an Office of Cultural Mediation was founded that comnpris-
es 24 mediators of different nationalities. It 1s important to underline that
the office was established m response to the request put forward by the

20 Currently called “Setvizio di Medicina Preventiva delle Migrazioni, del Turismo e

di Dermatologia Tropicale” [*“Preventive Medicine Service of Migrations, Tourism and
Tropical Dermatology™].

2! "I'he Service has been recognised, through deliberation n.1358 of 15.04.1998, as a
“Centro di riferrmento e consulenza per la Regione e le aziende santtarie in merito ad
iniztative di formazione degli operatort sui termi della Tutela della salute degli immigra-
o’ [“Centre of reference and consultation for the Region and Sanitary Instirutions in
merit to formation-training ininatves of the operators on the themes of Safeguarding

the health of timmigrants™].
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Town Councd's Immigration Department to create a service capable of inte-
racting with forcign beneficiaries, due to the consequent difficulties in sui-
tably responding to their expectations, reported by the sald operators of the
polyclinic. The initiative?? has been the latest of a series of interventions
aimed at establishing a rational hospital in favour the humanisation of tts
services. According to Dr. Maha Beydoun, co-ordinator of the said office,
the most significant experience in this regard, has been the realisation of the
Safe Maternity Surgery, wherein an mteresting research has begun on the tra-
ditional phyto-therapy of the four areas (Sub-Saharan Aftica, Maghreb, India
& (China) from where the major part of the foreign women addressing the
surgery orginate. Due to thewr requests for specific therapies they have
somehow been the true promoters of the project.

B. Structures specifically addressed to immigrants within a public mnstitu-

tons

The most significant examples on the subject are certainly the Frantz
Fanon Centre of the Mental Health Department of (ASL n.1 of the
Piedmont Region (Turin) and the Trans-cultural and Community Psychiattic
Modules of the Mental Health Department of ASL. n.7 of the Calabnan
Region (Catanzaro). Whereas the confipuraton of the former 1s expressly
directed only to immigrants (regular & clandestne, refugees & torture vic-
tims), the latter theoretically offers performances to the benefit of all citizens
in conditions of social emargination, even though 1t de facto offers scrvices
calibrated for the foreign user. Both have adopted an anthropological type of
approach and affront psychic disturbance in a trans-cultural key, although
through different strategies. The Fanon Centre (founded m 1996) 15 a
broadly structured centre, which comprises two psychiatrists, eight psycho-
logists (between scholarship-holders, volunteers, trainces and psychothera-

pists) and eight linguistic-cultural mediators. Patient care procedures are of
particular relevance as they foresee the intervenuon of an interdisciplinary
and intercultural team comprising Italian and foreign operators of various

22 Entitled: “Le scelte di oggi per un ospedale di domani: e iniziative per coinvolge-
re le etnie minoritarie ¢ valorizzare le differenze” [“Today's choices for the hospital of
tomorrow: the initiatives for involving ethnic minonaes and valorising differences™].

( ASL. = Local Health Assistance).
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“ethnic-clinical mediators”) for the most part psychologists, psychiarrists,
psycho-pedagogues, psychotherapists and sociologists whose principal pur-
pose s that of reducing the risk of diagnostic error to the minimum, which
is particularly elevated in the psychiatric field and above all with foreign ben-
cticiaries. This trend in some measure recalls the experience of psychologi-
cal aid to immigrant families conducted by Tobie Nathan at the George
Devereux Centre of Paris VIII University, with which the IFanon has been
engaged for a long ttme. Also, the formula activated by Dr. Salvatore Inglese
in 1997 which, theoretically, is not distant from the formulations of
Beneduce and Nathan. Although in fact autonomously constituted by Dr.
Inglese, without a team of internal cxperts, has established a reference net-
work composed of “informal mediators”, often non-EU students of medi-
ctne belonging to immigrant communities present on the territory, who carry
out indispensable functions of “cultural negotiation™ which have allowed for

entering into contact with, and gaining the rrust of, various foreign groups=3.
Moreover, these activities are characterised by either a certain “mobility” of
intervention (home visits and in loco), or above all by the function of sup-

port to persons<*. More than just a classical type of psychiatric performance,
it has aimed rather at the establishment of a “broad social secretariat” net-
work often active in the form of inditect consultations, without the psychia-
trist personally seeing the patient who does not wish to become visible and
who therefore addresses those reference figures within the community who
collaborate with Dr. Inglese as infortnal mediators. In addition, thanks to the
substantial activity in the field of cthnic-anthropological research (and rela-
tive publications), both centres have assumed an outstanding position in the
fnternational scientific panorama. In conclusion, it is not by chance that this
second category 1s represented in both cases by services of psychiatric natu-
re. In fact, psychological discomfort by nature lends itself to many difficul-
ties - often with scarce results - to a purely mechanistic or bio-reductionisic
approach. It is precisely because of this that psychiatry, in its more advanced
aspects, has been one of the first medical disciplines to recognise the indi-

—_— . ———— craa

=3 1999, has seen it additionally engaged in the management a refugee camp.

). . . .

=1 The most [requent troubles, by and latge, are subsrantially connected to situations
of maladjustment and confusion consequent to the adopton of different life styles and
connected to matters such as inter-ethnic marnages and children born in Italy.

188



spensability of the holistic approach to the patient as a person. Yet the que-

stion that arises is still controversial®>: should the existence of mental health
centres specifically targeted to addressing immigrants be considered an
answer, subsequently refined to the request of a qualitative and personalised
reformulation of the operator-beneficiary relationship (which becomes cven
more cvident, as mentioned above, when the disorder 1s of mental nature
and particularly where the cultural distance between the two becomes grea-
ter)? Or, could it not be but the confirmation that the cultural matrix, which
is at the basis of the bio-medical system (founded upon the mind/body
dichotomy and consequently on the presupposition that culraral variables are
rclevant within the sphere of psychological disturbance and not necessartly
referable to organic pathologles}, still currently reflects on the institutions?

C. Voluntecr associations that offer health services to immigrants and
other emarginated groups
The prvate social sector offering this kind of service 1s represented by
two pioneer centres which standout, on the entire national territory, due to

their relevance and basin of beneficiaries?%: the Health Area of the Caritas
Diocesan of Rome (€5tablished in 1983) and the Naga of Milan (established
in 1987). Other than the cliuical activities performed in favour of emargina-
ted categories, clandestne immigrants in patticular, both associations have
chiefly distinguished themselves by the commitments on the level of polit-
cal proposal and planning/programming. In fact, Naga and the Caritas of
Rome were the principal promoters of the aforementioned stimulus acton
towards the institutions, which had the outcome of broadening the health
rights of irregular itnmigrants. The ultimate objective of both centres has
always been that of facilitating access and use of health services to those
who in fact resulted excluded from them (first and foremost non-EU 1mnu-
grants). It is for this reason that the new normatives enforced had led to
expectations of a progressive decrease of benefictaries to volunteer structu-
res. I lowever, such expectations have had to deal with the non-preparanon

25 Although this 1s not the seat for penetrating the intricate debate that has developed
around this theme in the field of ethnic-psychiatry and that of universal medical anth-

ropology.
20 The annual average for cach one, is approximately 20.000 performances.
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of instituttons and therefore with the delays in the effective application of
the law: in Milan the number of patients has never dropped, except in the
paediatrics and obstetrics sections of the maternal-child care sector, which
became superfluous and were finally eliminated thanks to the efficiency acti-
vated by the consulting-rooms which absorbed a large part of non-EU ben-
eficianics. Whereas in Rome, although the flux inidally showed a slight
decrease 1t has recently started to re-increase due to a certain percentage of
patients, re-routed to public structures, who tend to returnt to the Caritas
consulting-rooms. This is usually because the structure they have been sent
to does not apply (or only parmally enforces) the norm, or because the
patients, already disortentated by the substantially forcign reality, declare
themselves incapable of orientng the scattered lay-out of the public servic-
cs, which frequently operate in entrely separate compartments from one
another. While the Italian beneficiary often complains about this inconven-
tence, this becomes a tnsurmountable obstacle for the forcigner and indica-
tes the necessity to establish prefixed and well encoded routes for the put-
pose of facilitating access to the services. It is precisely in this direction that
the collaboration between the Caritas Health Arca of Rome and the public
sector 18 presently directed, in coherence with the reception policies that
have always charactenised the health approach of Caritas. While the servic-
es oltered, initially revolved around basic medicine, a scrics of specialisations
(e.g, psychiatry, gynaecology, paediatrics, dermatology, pulmonary medicine,
etc.) have gradually been introduced, modulated and diversified in relations-
hip to the demands and the most recurrent pathologies, in order to follow
the patient’s therapcutic term, from the beginning to the end, within their
structures. It1s this very model that the Cartas association intends to export
to the public structures. Another distinctive element of great interest is the
theoretical formulation which they tefer to and on the basis of which they

form their volunteers®’, each of which must follow a six month internal
course before being inserted within the staff system. Although they believe
in a kind of “mediation system”, they do not have proper linguistic-cultural
medtators to delegate assignments to, which instead are shared by everybody.

e — —_ - D ——————————

-
Y

They currently number approximarely three hundred, plus five persons (among
which Dr. Salvatore Geraci, physician-in-charge), that deal with the direction and orga-
nisation of the centre and the co-ordination and supervision of the operators.
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For this reason, through a general traming apprenticeship, then subsequent
specialisation according to the sector to be covered, everyone needs to be
capable of receiving and attending to any persont addressing the centre,
although for language purposes foreign volunteers tend to take charge of
some pattents. Concerning the activity of Naga, the internal configuration 1s
constituted by operational sub-groups, each of which covers a sector of
intervention. Around 250 volunteers operate within the association, including
physicians, psychologists, psychiatrists and nurses. Besides guaranteeing intet-
nal medical performances (basic medicine, cardiology, general surgery, der-
matology, gynaecology, infecave illness, neurology, orthopaedics, psychiatry,
psychology, urology) a mobie group of “street medicine” exists. The group
otfers assistance to foretgn prisoners in the jais, a team of female agents that
organise internal counselling and external formation-training meetings on the
themes of prevention and contracepdon, while an ethnic-psychiatric team
(formed by a psychjatrist,- a psychologist, a general or specialised medical
practitoner, an educator and a cultural mediatress) work along the lines of
the therapeutic procedures of the atorementioned Tobie Nathan. Formation-
training and research activity 1s quite developed in both the associations, even
if the Caritas Health Area of Rome covers a particularly important role as an
emisston centre of initiatives of national and international calibre. For years,
it has 1n fact activated a residential course and more recently, a masters in
migration medicine, other than having an agreement with the Veneto Region
for the formation-training of health operators in the zone, relative to the the-
mes in question. Moreover, the long collaboration with the anthropologist
Nicoletta Diasio must also be remembered, who for years has carried out the

function of consultant and supervisor to the Caritas>®. The publications are
numerous for both but we signal the tmportance ot the convennon stpula-
ted between Naga and the publishing house Harmattan ITtalia, which starting
from 2000, has put at its disposal a series of two volumes per year that shall,

25 Some important operational choices have been calibrated and activated in rela-
tionship o the observations elaborated by Nicoletra Diasio duning her “lield work”
within the centre: for instance, subsequent to the recent restructuring of the spaces,
when facing the doubt whether or not to increase the number of the surgeries or to
enlarge and render the waiting-room more comfortable, on suggestion of the anthro-
pologist, the second possibility was opted for.
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from various points of view, intensify the thematic relative to the health of
the emarginated and non-EU mmigrants in particular,

D, Public services that deliver non-conventional medicine performances to
the entire population
Public structures that deliver performances of non-conventional medi-
cine are now numerous in ltaly. Among these, acupuncture (which unlike
homeopathy belongs to non-western medical tradition) 15 considered medi-
cal action to all effects and the national tariff nomenclature includes it with

those recognised by the National Health Service”. At this writing, The “Fior
di Prugna” (Plum Flower) Centre of tradittonal Chinese medicine of ASL
n.10 of the Tuscan Region (Ilorence) has been selected to represent this
group lor vartous reasons. Unltke many others, 1t does not offer one or more
single techniques, but makes available an integrared service, or rather all the
techniques (acupuncture, moxi-bustion, Tui Na massage, plum flower tech-
nique, glass-cupping, Chinese dietetics and phyto-therapy, energetic gymna-
stics) that composce the entire traditional Chinese medical spectrum.
Furthermore, although it addresses the entire population (Iralian patienrts
number almost 90% of total beneficiaries and only a few are neither Italian
not Chinese), 1t has been expressly thought-out to respond to the demands
of the large number of Chinese immigrants in the “extensive beneficiary

basin” comprising Florence, Prato, Empoli and PistoiasC. After a period of
experimental activitics (1995-1998), the centre is currently recognised as a
stable scheme of the Health Insttution. The staff team is constituted by an
acupuncturist physician, two massage-physiotherapists, a rehahilitation the-
rapist, a professional nurse, two linguistic-cultural mediators, some volun-
teers alongside the physicians and some that deal with the administration.
lhe hct that .:ILLIPL]IlCmrlbt 1n charge of the centre ts Dr. Sonia Baccety, or

29 Ct. the [Namstry of Health Decree] Decreto del Ministero della Sanita, 22.07.1996,
in paracular the items quoted in the chapter: “Prestasion di assistensar specialistica ambnlu-
toriale erogubil nell ambity del SSIN ¢ relative tarifle”. 1 Specialised Medical Anibulatory Assistance
defivered 1n the sphere of the Nafional Health Service and refative tariffs ™!,

30 Considering that in the municipalities in which the presence of Chinese immigranis
1s higher, the mcidence i comparison to the local populauon is around 3%, therefore
the percentage of Chinese that refer to the (Fior di Prugna) “Plum Flower Centre”
should be considered rather elevated.
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rather an Italian of biomedical formation, does not seem to be a problem for
the Chinese patients, who consider it sufficient that the doctor learned the
traditonal techniques from Chinese teachers. Paradoxically, Italian benefici-
aries often give up the idea of this therapy when they learn that it is not
administered by a Chinese expert. Nevertheless, Dr. Baccett claims that it 1s
precisely because of her formation and credibility as an “orthodox™ physi-
cian which has facilitated her relationship with the medical institution, gua-
ranteeing a certain degree of respectability to the project when initially pre-
sented to the Regional Administration. For quite some time now, the num-
ber of patients exceeds the annual average of 2.000 (two thousand) persons.
The Chinese in particular are sharply increasing, thanks above all to the cre-
dit gained during these years through her Chinese cultural mediatress in
community, (which Dr. Baccetti considers herself to be part of), alongside
the linguistic mediatress with relational type of interventions, maintaining
contacts with the patients outstde visiting-houts, accompanying them when
necessary to other health structures and above all establishing an informa-
tion office (technical-bureaucratic and for health education) within the cen-
tre. Most interesting 1s the project, that Dr. Baccetti intends to soon make
operational, relative to the set-up of a network of imnugrant Chinese physi-
cians which, 1n accord with and following the health-hygiene protocols of
the public service, shall deliver the possibility to practise both “official” as

well as Chinese medicine!.

Conclusions

The diviston by typology adopted as a reading instrument of the data
collected through the base-line survey, has made it possible to put a clearer
picture into focus concerning that which appears to be a complex and poly-
hedric reality, which could be defined as a “leopard’s skin™. In fact, although
the recent legislatve regulation would have rendered uniform the Italian
response regarding the advantages of the health services for non-EU 1mmi-
grants, the bureaucratic-administrative obstacles and the political-ideological

31 So-called Chinese “clandestine physicians™ are in fact numerous and aithough 1n

possession of a regular Chinese degree, their title of study 1s not recogmised 1n Italy.
They therefore continue to assist Chinese patients in covert conditions, often scarcely
hygienic and totally inadequate structures and instruments.
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resistance of the institutional structures have allowed, in some cases, for a
kind of laxity in the real application of the law. This has contributed to rein-
forcing a heterogeneity of response already present at local level and strongly
connected to the entity of public or private services, as well as to the philo-
sophy of intervention (religious or secular, consetvative ot progressive) of
the promoters. In this still rather confused and diversified panorama, priva-
te social intervention plays an unquestionably important role in guaranteeing
a means of delivery that was for a long time postponed, but having since
recetved the correct attention from the competent organs seems finally to be
on the road to realisation. The public institutional bodies, or at least those

more sensitised to the problem and somehow already active in this field prior

to the Dini Dectee'”, seem to have reacted promptly to the new apettures,

guaranteeing non-EU immigrants with services and performances more
comparable to those enjoyed by Italian citizens. All this results evident not
only regarding each separate centre, as verified, but above all at the larger
level of programming (Institutional Health Bodies, Regions, etc.) where ever
planning and intervention strategies become more substantial and diversified
(either at structural level, petsonnel formation-training or the degree of
wide-range information to foreign benefictaries) in order to improve acces-

sibility to the health services by non-EU beneficiaries??.

32 Two of the centres that, together with the Naga of Milan and the Caritas of Rome,
signed the Legislative proposal for the health rights of non-EU cidzens formally pre-
sented to Minister Guzzantl (see z2bove), were two public structures: the Istitwto di
Ricovero ¢ Cuyra del San Gallicane di Roma {San Gallicano Institute of Recovery and Care
of Rome] and the doctors of the Local Health Unit USSL n.18 of the Region of
Lombardy (Brescia) - Infectious Ilnesses. ¢ 1 Medici.

33 Quoted as examples: the Region of Tuscany, the Region of Veneto, the ASL n.10
of the Region of Tuscany (Florence), and the ASL n.18 of the Region of Lombardy

(Brescia).
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ITALY: A SELECTED BIBLIOGRAPHY

Maya Pellicciari and Tullio Seppills

Introduction

Within the research connected to the Project “Expcriences and strate-
gies for reducing the exclusion to health setvices of the immigrant popula-
Hon tn Europe” a bibliographical investigation was conducted finalised at
giving an account of the Italian publications, of scientific nature, relative to
health and disease problems concerning non-European Union citizens
recently immigrated to Italian tertitory.

As far as concerns the main themes, the investigation was centred on
the works that examine or discuss the situations and factors of somatic and
psychic pathologies, the state and policies of the health services and how
these have been calibrated to meet the demands of the new beneficiaties and
the cultural dynamics that arise in the relations of immigrants with health
personnel and the relative institutons.

As far as concerns the formal typology of the research, all pertinent
works of scientific nature were reviewed, whether published in the form of
volumes, collection of readings, minutes of meetings, etc., autonomous
books or specific essays tnserted tn a volume or a perodical or as an “item”
in an encyclopaedia or in an encyclopaedic dicHonary.

[‘inally, as far as concerns the territorial and linguistic characteristics, the
wotrks originally published in Italy, or translated from preceding editions
which odginally appeared in other countries, were reviewed and examined.

As a result of such investigation, approximately eight-hundred-and-fifty
publications were catalogued, artculated 1n seven thematic areas, one of
which was subsequently divided into three sub-areas: A. Generalities / B.
Health policies concerning non-EU immigrants / C. Normative policies
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concerning the health of non-EU immigrants / D. Centres of public or pri-
vate response to the health problems of non-EU immigrants / E.
Relationship between health operators and non-IEU beneficiaries / R
Pathogenic factors and epidemiological configurations concerning non-EU
immigrants [Fa. Psychic Disorders; Eb. Pathologies and situations of mater-
nal-child risk; Ec. Other pathologies] / G. Others.

This book presents a selection of fifty-three sggmificant publications of
the different thematic aspects examined, taking into particular account the
most recent research.

1. Generalities

Beneduce R., Costa G, [Favretto A. R., Frigesst D, Goglant E, Lemma P,

Pastore M., Rossignolt K| Lz salute straniera. Epidemioiogia Culture Diritii, pre-
messa ci P Maggiorott, Edizioni Scientifiche Italiane, Napoli, 1994, pp. 191.

Caritas Diocesana di Roma, Universita degli Studi di Roma “La Sapienza”,
Cattedra di Igiene Mentale, Assoclazione “Fernando Rielo”, Assistenza ¢
Ricerca Sanittana, Harvard University Department of Health Policy and
Management (Boston)} {(enti curatort), Geract S. {curatore), Medicina ¢ migra-
zioni. Traumii ¢ problemi di salute [riica e mentale in immigrati e rifugiati, Atyr del 11
Congresso internagionale. Roma 11-13 lugliv 1990, Presidenza del Consiglio det
Ministrl. Dipartimento per I'Informazione e Editoria, Roma, 1992, pp.693.

CIDIS, Centro di Informazione Documentazione e Iniziativa per lo
Sviluppo {curatore), La tutela della salute in una societa multietnica, Attt del
Seminaro tenuto a Perugta 1l 14-16 dicembre 1995 da CIIDIS e Regione
dell’'Umbria, CIDIS, Perugia, 1996, pp.139.

Colasantt R., Geract S., Pittau F (curator), Immigrats e salute: pawre, mili e veri-
td, Ediziont Lavoro - ISCOS, Roma, 1991, XVI+ pp. 260.

CUAMM, Collegio Universitario Aspiranti Medicl e Misstonar (curatore), [/
paziente immigrato, (uaderno di aggiornamento per il medico di medicina generale ¢ il

vediatra di base, CUAMM, Padova, 1991, pp. 99 (suppl. 2 “CUAMM Notizie.
Salute e Sviluppo”, n. 2, magglo-agosto 1991).

Geracl S. (curatore), Argomenti di medicina delle migrazioni, Edizioni Pert Tecnes,
Busseto (provincta di Parma), 1995, XII+ pp. 243,



Geract S., Marceca M., Del Vecchio R. (curaton), “Immipgrazione e salute:
problematiche sanitarie in una socleta multculturale”, Annals di Igiene,
Medicina Preventiva ¢ di Comunita, vol. 7, n. 3, maggio-giugno 1995 (numero
monografico), pp. 139-231.

Lamprontt V., Mactocco G. (curatort), “ll paziente immigrato”™, Salute ¢
Territorio. Rivista bimestrale di politica socto-sanitaria, anno XIX, n. 1006, gennaio-
fcbbraio 1998 (numero monografico [contributi  al  Convegno
“Immigrazione e salute”, promosso dalla Provincia di Firenze in collabora-
zione con 1 Comune e ’Azienda sanitaria di Firenze, 24 ottobre 1997]), pp.

12-64.

Morrone A., L zlra jacca di Gaia. Salute, migragione ¢ ambiente tra Nord ¢ Sud del
Pianeta, mnroduzione di (5. Gabriele, E Bonadonna, Armando Editore,

Roma, 1999, pp. 334.

2. Health policies concerning on-EU immigrants

IRES, Istituto Ricerche Economico-Sociali Del Piemonte (curatore),
Atteggiamenti e comportamenti verso gli immigradi in Qlcuni ambients ttusional,
Rosenberg & Scllicr, Torno, 1995, X+205 pp. / in partcolare: cap. 1V,
Allasino L., Etica professionale, conflitts e cambiament organizzativi net set-
vizi sociosanitar] di fronte all'itmmigrazione, pp. 91-121.

Loiudice M., Baglio G., Geract S., “Confronto tra le politiche sanitarie verso
le popolazioni immigrate in diversi Paesi sviluppati”, p. 137, in Societa
[taliana Di Igiene Medicina Prevenuva E Sanita Pubblica (curatore), 37°
Congresso nazionale Ligrene ¢ la sanita pubblica alle soglie de/ 2000. Napoli, 25-
28 settembre 1996, vol. Abstracts (Relazioni - Comunicazioni - Posters), pp.
618 [volume fuor commercio).

Marceca M., Berlinguer G., Geraci S, La politica sanitarta sull'immigrazione
in Ttalia, Annai di Ipiene, Medicina Preventiva e di Comunizd, vol. 7, n. 3, maggio-
giugno 1995 (dedicato a Immigrazione ¢ salute: problematiche sanitaric 1n
una societa multiculturale, a cura di S. Geraci, M. Marceca, R. Del Vecchio,

pp-139-231), pp. 225-231.

Tognetti Bordogna M., “La cultura della salute: gli immigrats di fronte al ser-
vizi socio-sanitari”, pp. 17-27, in Fondazione Cariplo LSMU., ICEL Isttuto

209



per la Cooperazione Economica Internazionale (enti curatori), Lanzanova
L., Lombardi M. (curatori), Sanita ¢ immigragione. Atti del Corso per dirigenti di
servigi samitari, Milano, ottobre 1992, prefazione di I.. Lanzanova e M.

Lombardi, Fondazione Cariplo per le Iniziative e lo Studio sulla
Multietnicita, Milano, 1993 (“Quaderni LS.MU, n. 5, 1993, 45 Pp-)-

3. Normative policies concerning the health of non-eu immigrants

Canitas Diocesana di Roma (ente curatore), Geraci S. (curatote), Immigrazione
¢ salule: un diritto di carta? Viaggio nella normativa internazionale italiana e regiondle,
presentazione di R. Bindi, introduzione di L. di Liegro, Edizioni Anterem.,
Roma, 1996, XVIII+ pp. 301.

Gennan M., D’Andrea M.S., “Assistenza sanitaria aglt extracomunitari trre-
golati ¢ clandestini. Obblighi del medico”, FM. Federagione Medsca, suppl. a I/
Medico d'Ttalia, n. 37, dicembre 1995, pp. 26-30.

Pastore M., “Il dintto alla salute”, pp. 161-188, in Beneduce R., Costa G.,
Lavretto A. R,, Frigessi D., Gogliani E, Lemma P, Pastore M., Rossignoli K,

La salute straniera. Epidemiologia Culture Diritli, premessa di P Maggiorot,
Ediziont Scientifiche Italiane, Napoli, 1994, pp. 191.

Zincone G., “Introduzione e sintesi. Un modello di integrazione ragionevo-
le”, pp. 13-120, in Zincone G. (curatore), Commissione per le Politiche di
Integrazione degli Immigrat (ente curatore), Primo rapporto sull integrazione
deglt immigrati in Italia, I Mulino, 2000, pp- 571 / in particolare: 3.6. L’area
della salute, pp. 87-89.

4. Centres of public or private response to the health problems of
non-EU immigrants.

Coppo G, “Il consultorio familiare pubblico e P'utenza straniera: Pesperien-
za della zona 17, pp. 50-59, in Fondazione Cariplo LSMU., USS.L.
75/Prima di Milano (enti curatori), Zanfrini L. (curatore), La saiute degli immi-
grate: proviemi ¢ prospettive. Atti del Corso per operalors santtar:, pretazione di L.
Zantrini, presentazione del Corso di A. Tropiano, Fondazione Cariplo per le
Iniziative e lo Studio sulla Multietnicita, Milano, 1994 (“Quaderm I.S.MU.”,
n. 6, 1994, pp. 61).

Esposito T., L'immigrazione extracomunitatia in Campania e nellU.S.L. 27
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dati e prospettive, pp. 25-39, in Dama A., Esposito T., Arcella T. (curator),
Cultura malattia migragioni. La salyte deglt immigrati extracomunitari in Italia ed in
Campanza: aspetti sociali, medici e psicologict. Atti del I Corso di formagione sul disagio
piichico da transculturagione (1990-1997), Regione Campania. USL. 27
(Pomigliano D’Arco). Dipartimento di Salute Mentale, s.l., 1992, pp 198.

Giacomarra M., Giordano E, “I centrt di prima accoglienza a Palermo.
Probiemi dimpatto socio-culturale e qualita dei servizi”, pp. 91-106, in
Affronti M., Spinelli A. (curatori), I Congresso nagionale della Societd italiana di
medicina deite megrazioni e 111 Consensus Conference sulla immigragione “Limmigrato:
una realla del nostro fempo: dall'accoglienza alla integragione”, Palermo, 29 maggio
- 1 gugno 1994. Atti, Societa Italiana di Medicina delle Migrazioni -
Universita degh Studi di Palermo, Cattedra di Medicina Interna -
Poliambulatorio Santa Chiara per Cittadint Extracomunttard di Palermo,
Palermo, s.d., pp.118.

Guizzardt M., “I’ASL e gli immigrati a Bologna”, pp. 15-18, in Affronti M.,
Racalbuto A., Messina M. R. (curatod), V1 Comensuys Conference sulla immigra-
zione ¢ IV Congresso nagionale della Societa italiana di medicina delle migragions
“Untori e uniz: dall'esotismo alla realta’. Palerma, 25-28 maggio 2000, Att, Societa
Italiana di Medicina delle Migrazioni - Umniversita degli Studi di Palermo.
Cattedra di Medicina Interna - Poliambulatorio Santa Chiara per Cittadini
LExtracomunitari di Palermo, Palermo, 2000, pp. 248.

Hamad LE.L., Chiodera A., Castelli E, Trinato A., Quaresimi G., Carosi G,
“Espertenza bresctana nell’assistenza sanitaria agli immigrati extracomunita-
11", La Medicina Tropiale nella Cooperazione allo Sviluppo. Rivista ufficiale della
Socteta italiana di medicina tropicale, vol. 8, n. 1, gennato-marzo 1992 (dedicato

a Attt del Convegno “Migranti e sanita”. Colombella (comune di Perugia), 24
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