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Note

This report has been prepared by the Regional Office for Europe of
the World Health Organization for distribution te the governments of Mem-
ber States in the Region and to all who participated in the Working Group
on Tuberculosis Control among Migrant Workers, Bern, Switzerland. A
limited number of copies are available for persons officially or profession-
ally concexned with this field of study from the WHO Regional Office for
Europe, Copenhagen,

The views expressed are those of participants in the Working Group
and do not necessarily reflect the policy of the World Health Organization.

The designations employed and the presentation of the material do
not imply the expression of any opinion whatsocever on the part of the
Director-General of the World Health Organization concerning the legal
status of any country or territory or of its authorities, or concerning the
delimitation of its frontiers,

This report is also available in French and Russian,
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1, INTRODUCTION

Tuberculosis in ;Lrnrmgrants and foreign workers has long been TEC-
ognized as an important health problem. It has now assumed even greater
significance in view of the vastly increased number of people moving for
the purpose of employment within their ‘own countries or to other countries,

Following its activities relating to the health aspects of labour migra-
tion! and to the prevention of the inter-country spread of communicable
diseases, & the Regional Office for Europe of the World Health Organization,
in collaboration with the Government of Switzerland, convened a Working
Group on Tuberculosis Control among Migrant Workers in Bern from
2Z to 24 April 1975,

Twenty-eight physicians, specialists in pulmonary diseases and tuber-
culosis, were present. The programme of the meeting is given in Annex I,
a list of the wurkmg papers and background documents in Annex II, and the
list of participants in Annex III,

Dr J, -P., Perret, Deputy Director of the Federal Service of Public
Health, formally opened the meeting and welcomed the participants He
gave & brief summary of the procedures applied in Switzexland since the
introduction of the Federal Law of 1928 on the prevention of importation of
active tuberculous cases into the country by means of border examinations.
Migrant workers who were in the country were regarded as Swiss citizens
and had access to all health facilities. In certain areas there were even
special institutions for migrant workers,

Dr M. Arhirii, Regional Officer for Chronic Lung Diseases, welcomed
the participants on behalf of Dr Leo A, Kaprio, Director of the WHO
Regional Office foxr Europe, and expressed his thanks to the Swiss Govern~
ment for its hospitality., He then referred to the two prevmus meetmgs
which the Regional Office had convened in Algiers and Izmir concerning the
health problems of migrant workers and emphasized that those problems
were also of great interest to other international organizations, some of
which were represented at the meeting, A single health problem, namely
tuberculosis, would be discussed, and if agreement was reached on that
issue it would form a basis for tackling othex health problems affecting mi-
grant workers,

! World Health Organization, Regional Office for Europe (1974)

Health aspects of !abour migration; Reportona Working Group, Algiers,
6-9 November 1973, Copenhagen

% World Health Organization, Regional Office for Europe (1974)
Prevention of the inter~country spread of infectious diseases; Report on
a Conference, Izmir, 3-7 June 1974, Copenhagen
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Dr Annik Rouillon (International Union against Tuberculosis -~ IUAT)
stressed the Union's concern with the problems of migrant workers and
recalled its meeting in Paris in 1964, which had been attended by some of
the participants in the present meeting.

The fact that other international organizations were represented dems-
onstrated that WHO considered them to be valuahble partners, The IUAT
was relatively free to initiate certain activities. Every year it organized
meetings, which were attended by representatives of many of its 92 member
countries,

Tuberculosis was the disease seen most frequently among mipgrant
workers, and was also the most feared, both by the host countries and the
countries of origin,

Dr D. Djordjevic (International Labour Office) spoke of his organiza~
tion's deep interest in the problem under review, He pointed out that mi=
gration was not a contermporary problem; it already existed in the nineteenth
century, when 35 mnillion people had emigrated to the USA, Eleven million
foreign workers and their families were now estimated to be living in
Europe. They had particular problems, among which tuberculogis was of
special significance, International agreements existed concerning nonw
discrimination against foreign workers, who should be given living and work-
ing conditions equal to those of nationals of the countries in which they
lived,

Dr K, =L, E. Hitze, Chief, Tuberculosis Unit, WHO Headguarters,
conveying greetings from Dr H, Mahler, Director=-General of WHO, drew
attention to the health problems of immigrants and foreign workers in
other parts of the world, not only in industrialized countries but alse in a
number of developing countries where large-scale projects were in progress.
He also referred to nomadic populations and to the masses of refugees in
Asia and Africa fleeing from famine, floods, earthquakes and war,

Recalling the previous recommendations of WHO concerning case
finding and treatment, Dr Hitze pointed out that the work of other international
organizations in tuberculosis control complemented WHO' s programme of
activities in that field,

Dr E. Arnold was elected Chairman of the meeting, and
Dr V.H. Springett VicesChairman., Dr T, Atflamaz acted as Rapporteur
and Dr M, Arxhirii was the Secretary of the Working Group.




2. HEALTH ASPECTS OF LABOUR MIGRATION IN EURCPE

2.1 Health aspects of labour migration in Europe from the point of view
of receiving countries

Europe may be divided into two parts; the comparatively wealthy in-
dustrialized region in the north, and the less industrialized and less affluent
gouth. This divigion of wealth in Europe is in line with that pertaining in
other parts of the world, Generally speaking, two types of country may
he identified: those importing workers and exporting tourists, and those
importing tourists and exporting workers.

The diseases suffered by migrant workers can be broken down into
different categories: diseases which they import, and those which they ac-
quire in the host country, including diseases {e.g., mental illness) which
they acquire in adjusting to their new surtroundings.

2.1, 1 Imported diseases

Public opinion in host countries is often based on fear of such diseases.
They can be broken down by category (ethnic origin of migrants) and by
sector (exotic parasitic and exotic non-parasitic diseases), and can easily
be traced, provided that physiciang and health officials receive prior warn-
ing that such diseases may be found among migrants. The selection of bio-
logical tests to be undertaken should be deterrmined according to the diseases
that can be forecast, and by the worker's origin. Such a2 selection is bound
to reduce the cost of systernatic disease-tracing tests.

Imported diseases must be stripped of the myths surrounding them.
In practice, they cannot normally be transmitted. They often consist of
parasitic conditions which mostly require a vector or intermediate host if
transmission is to take place. Nevertheless, they must be traced and
treated.

The impact of such imported diseases varies according to the numbers,
in absolute terms, of migrant workers in any given area, and according to
their ethnic origin and their numbers within their own group.

2.1.2 Acquired diseases

This category is dominated by tuberculosis in all its forms, both pul-
monary and non-pulmonary.

Migrant workers form a basically young group living in poor conditions
of health, housing, and nutrition, and they constitute a high-risk group.

It is known that tuberculin tests are positive in 80% of new arrivals,
and therefore cases of tuberculosis consist of re-infection or recrudescence,
and not, in most cases, of new infections. It may thus be said that usually
the disease is acguired in the host country, but the infection is imported.
Hence, indiscriminate BCOG vaccination is not an ideal solution.
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Tuberculosis in the migrant worker is not so much a medical problem
as a town planning problem, and is bound up with the building of decent
housing in a socio-cultural context which is open, which seeks to provide
them with a sense of equilibriurm and to smooth their path; it is a question
of "environrmental hygiene'’.

Out-patient treatment reduces periods of confinement in sanatoria.

Acquired diseases also include seasonal illnesses and gastro-intestinal
disturbances which have often given rise to unnecessary operations,

Generally, exotic irnported diseases (even cholera) present no real
danger because they cannot be or can only rarely be transniitted in Kurope
in our present state of sanitary development, Diseages acquired by the
migrant, on the other hand, constitute a real danger both for him and for
his own country when he returns (e.g., tuberculosis foci). An undeniable
danger ig created by the living conditions that are imposed or tolerated in
certain receiving countries. . ‘ :

2.1.3 Illness arising from adjustment (mental illness)

From the psycho-social standpoint, migration gives rise to two types
of problem; some relating to how migrants are introduced into their new
environment, and others relating to the receiving community's approach
to the newcomers, These aspects cannot be dissociated.

The process of the migrant’s social adaptation to a new comrnunity
may be divided into three phases: adjustment, integration, and assimilation.
Fach phase corresponds to the migrant's conscious and subconsacious re-
gtructuring mechanisms.

The overall psychiatric morbidity of migrants may be divided into
two types of disturbance; imported mental illness (classical mental syn-
dromes), and mental illness resulting from migration, Morbidity from
classical syndromes is, however, normally lower than that among the na-
tives of the host country, | - S ‘ -

The incidence of mental disturbances resulting from immigration
varies according to age, sex, socio-economic class, the social, ethnic and
cultural gap between the migrants' country of origin and the receiving coun-
try, and the length of their stay., It also depends on whether the receiving
environment is segregationalist or hospitable in its approach; finally, ita
incidence varies according to the social vicissitudes experienced by the
mipgrants, : ‘ ‘

With regard to mental illness resulting from migration, the real prob-
lem does not lie in the alleged ethnic frailty, inferiority, or inequality of
the migrant, The mental outlook of the citizens of the receiving country




would be at equal risk of heing disturbed if they had to subject themselves
to the standards of behaviour of the migrants’ community of origin,

The host society should be more receptive to the problems raised by
labour migration because the movement could be partly reversed, possibly
in the noteso=digtant future,

Sensitivity to migration movemaents should form part of the effort to
open up different sections of mankind to the realities of 2 true world coma

munity,

2.2 Health aspects of labour migration in Europe from the point of view
of countries of arigin ‘

The health aspects of labour migration give rise to more complex
problems for countries of origin than for host countries, These include
the problems of the family members left behind, as well as the special prob=-
lems of workers returning to their own countries.

One of the health problems of the families left behind is related to the
mental and emotional life of the children, The bringing up of children by
the mother alone or by grandparents is difficult and not conducive to health,
Most countries should therefore encourage workers to bring their families,

The health status of workers who have returned to their own countries
has not yet been fully evaluated, Neither countries of origin nor host coun-
tries have a system for examining workers upon their return te their own
countries, as is done before they are admitted to the host countries,

The available information on the prevalence of communicable diseases
and occupational accidents shows that these are higher among foreign work-
ers than among native workers, but that they do not constitute a great health
hazard. No epidemiological information is available on the Kind and fre-
quency of other diseases among foreign workers, except in a few publicae
tions on mental diseases and diserders. It is quite likely that stress.
induced diseases are fairly prevalent among foreign workers, and it is
therefore impoasible to present the physical and mental health problems of
foreign workers objectively, Epidemiologists in host countries should not
limit themsaelves to diseases which are important for their own people, but
should also study the prevalence of honecommunicable diseases in order to
assist foreign workers, ‘

When discussing health problems, one should consider not only somatic
and mental diseases, but also the underlying seocial and cultural factars
which create such problems. The first question of this kind which arises
is the access of foreign workers and their family members to preventive and
curative services, The availability of the services and their utilization
are two different things, This use is affected by econornic and cultural
factors, and by the distance between client and institutions, In the case
of foreign workers, however, a new factor iz added to these basic ones,

It is the language barrier, which aggravates the adverse effect of all the
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other cultural factors. According to a survey carried out in the Federal
Republic of Germany in 1968, 55 per cent of the foreign workers who had
been living in Germany for less than two years spoke no German, The
language barrier, first of all, hinders communication between physician
and patient, and between patient and nurse. In the case of preventive serve
ices such as periodic examinations and early diagnosis of preventable
diseases, the language barrier and cultural factors affect the use of the
available services more than in the case of patient care. Since foreign
workers are in great need of health education in different fields such as
nutrition, child care and personal hygiene, a solution to the problem of
communication between health personnel and workexrs is abselutely essential.

The language barrier also has an indirect adverse effect on health,
Foreign workers who do not speak, read or understand the language of the
countyy cannot understand safety regulations in factories, find suitable ac=
comnmodation or spend their free time and weekends as pleasantly as native
workers,

Measures taken by the receiving countries to overcome the language
difficulties of foreign workers include the organization of languape courses
and the use of interpreters in hospitals. The only effective measure which
has not yet been taken is the provision of primary care facilities and public
health services where the physicians and nurses talk the languages of the
foreign workers concerned. This could be achieved in two ways, Either
the physicians and nurses of the host countries should learn appropriate
foreign languages fluently, or physicians and nurses from the countries of
origin of the migrants should be allowed to practise in the host countries,

Some social problems which prevent social well-being and cause psy=
chosornatic diseases should also be mentioned. Firstly, social conflicts
greatly disturb foreign workers, who should not be treated in receiving
countries as invaders or intruders, since they contribute to the prosperity
of these countries and provide better living conditions for their citizens.
The governments of receiving countries should conduct educational prog=-
rammes designed to create better understanding between their citizens and
foreign workers,

Secondly, social stresses cause a variety of diseases., The causes
of social stresses are numerous, among them the fear of unemployment
and deportation., This is a serious matter, and the unfair employment
pelicy of some governments aggravates the problem,

Clandestine workers are a special group among foreign workers. It
is estimated that there are more than 50 000 such workers in Europe. Their
health and social problems are more serious than those of other workers,
and there is no way to help themn. Thisg is a difficult situation which must
be clarified through the joint efforts of host countries and countries of
origin,

Foreign workers should be regarded as an aterisk group. Special
organizations should be set up to carry out extensive social well-being
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campaigns and health care programmes for foreign workers, These
workers are entitled to apecial services because they need them, and also
because they pay taxes to governments, premiums to insurance organizations
and dues to unions, but receive far fewer services than the citizens of the
receiving countries.  Foreign workers should not be regarded only as a'
necessary source of manpower. They should be assisted to obtain the

sarme rights and opportunities as the citizens of receiving countries, Other-
wise, the employment of foreign workers may become a new form of slavery
which will bring shame on our contemporary culture, Foreign workers

will clearly remain an important source of labour in European communities
for many years to come, and host countries should therefore treat them as
their own citizens,

2.3 Discussion

It is not always possible to obtain data about the epidemiological sit-
uation since the registers do not give precise information,

There are two types of migrant workers: those (usually from Moslem
countries) whose aim is to earn money and after a t;:er'tain”period return to
their own country, and those who would like to settle in and become nationals
of their adopted country,

The foundation of special institutions for foreign workers or the spe-
cialization of existing health centres will not help in the adaptation of the
migrants, However, such centres may be helpful in areas where there
are large concentrations of foreigners.

Tuberczulosw a% & whole should not be considered as an acquired
pathology; the infection itself is imported but the disease may: be actlvated
under stress or in difficult Mving conditions.

If suitable lodging conditions are made available, most foreigh workers
would prefer to bring their families to the hoét countries.

3. EPIDEMIOLQGICAL DATA QN
TUBERCULOSIS IN MIGRANT WORKERS

3.1 Federal Republic of Germany

By the sophisticated use of census figures and statistical data on notin
fled casges it Is possible to obtain a realistic picture of the epidemiological
impact of tuberculosis on both the native and the non-native population., No
distinction is made between migrant workers and ather foreigners, e, g.,
students, businessmen, etc., but migrant workers are numerically the most
important sub-group.




3.1.1 Incidence of tuberculosis

‘These data stem from Daden.W tirttemberg, the Federal Land (State)
with the highest number of migrant workers, Table 1 shows the absolute
figures of notifications, both new cases and relapses, from 1948 to 1971,
as well as the rates per 100 000, Because of the different size of the baa:.c
groups, only the relative f1gures can be compared directly; in practlcally
all groups they are higher in non=Germans than in Germans,

In table Z the figures ave broken down by age and sex, for all types
of active tuberculosis combined, Differences are least marked in the old-
est age~group; they are more distinet in fernales than in males,

3.1.2 QObserved and expected risk

The data available allew the expected number of cases among mlgrant
workers to be calculated, i,e., the number of cases which would occur in
relation to morbidity among the German population,

The results of such calculations are given in table 3, for Land Baden~
W trttemberg from 1968 to 1971, and for Land Rheinland-Pfalz from 1965 to
1971, The figures represent the grand total and not annual numbers or
rates, The overall rate in males rises to somewhat more than 50 per cent,
in females up to 100 or 140 per cent. To this extent the common idea of
an increased risk of tuberculosis in migrant workers is confirmed.

The total epidemiological irnpa.ct can be caleulated adequately, using
the observed number of German patients plus the expected number of nonw
German patients as a basis (line three in both sections), In Baden-
Wilrttemberg in a four«year period an excess rate of 5.7 per cent in males
and of 7.1 pexr cent in females indicated that migrant workers were subject
to a higher risk of contracting tuberculosis, For Rheinland~Ffalz the core-
. responding figures are 1,7 and 1,9 per cent, The lower figures for
Rheinland-Pfalz are due to the much smaller number of non-CGermans in
this S5tate and thus the observed difference may be judged as marginal,

Table 4 is compiled in the same manner as table 3, but grouped by
age and sex for all cases of tuberculosis,

3.1.3 Extent of pulmonary tubercwlosis

The extent of pulmonary tuberculosis as defined by the 1969 edition of
the Diapgnostic Standards is available for Stuttgart patients for the period
1964.1972 (table 5). This table does not bear out the thesis that tubercu~
losis among migrant workers is always, or at least usually, more extensive
than among Germans, The results indicate that migrant workers geek
access to medical services as promptly {or as tardily) as do Germans.
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3.1.4 Late primary infection

There is a fair armount of evidence that a considerable number of
migrant workers arrive without being infected by tubercle bacilli, but be-
come infected during the first few years of their residence in the host coun-
try (table 6). The differences between Germans and non-Germans are
statistically significant, but as the absolute figures are not very high the
effect of indiscrirninate BCG vaccination of migrant workers must be limited.

3.1.5 Risk of contacts

Additional information on the risk of tuberculosis in migrant workers
is given in table 7. It is based on the results of a special survey carried
ount in the Federal Republic of Germany from 1 August 1972 to 28 February
1973. There were 482 index cases with bactericlogically confirmed respi-
ratory tuberculosis and 8457 contacts (including 1344 non-Germans and
377 whose nationality was not stated). A diagnosis of tuberculosis (all
types) was made in 57 contacts by contact examination. There seems to
be a tendency for the risk of contracting active tuberculosis to be highest
in the homologous group. However, in male non-German contacts the
risk was higher for a German index case than for a non-German male one
{chi square 5.564, p << 0.02}). The other differences are not statistically
significant. The spread of tuberculosis between natives and migrant
workers is by no means a one-way affair. Migrant workers may be a
little more at rigk than the native population.

3.1.6 BSocizal class

The role of social class as a determining factor in morbidity and
mortality frorn tuberculosis is now widely neglected. This does not seem
completely justified because it could be shewn that Gerrmang of the lowest
social class are over-represented among patients with bacteriologically
confirmed pulmonary tuberculosis and, here again, among patients in the
advanced stage of the disease. Bearing in mind the results among Germans,
this point seems to be important, because the majority of migrant workers
must be classified as members of the lower or lowest social classes.

There is one additional marked difference between German and non-German
fermnale patients: the rate for housewives is rnuch lower among the latter
than among the former.

The increased risk for migrant workers depends, at least to some
degree, on their social class. The epidemiological situation in their na-
tive country is not the only decisive factor,

3.1.7 Conclusion
To summarize, there is no doubt that migrant workers in the Feder-
al Republic are subject to an elevated risk of contracting tuberculosis.

However, the risk can be reasonably accurately assessed and there ig no
need for serious concern in this respect.
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3.2 Netherlands

3.2.1 Epidemiology

Whether a host country considers tuberculosis among its irmmigrant
workers to be a potential health problemn depends largely on how the tubera=
culosis situation in the host country compares with that in the countries
where the immigrant workers originate,

In the Netherlands (population 13. 5 million) the number of persons
from abroad residing in the country is of the order of 300 000, COf these,
about 100 000 are immigrant workers in the strict sense. The others are
citizens of the realin, citizens of EEC countries, citizens of Australia,
Austria, Canada, Finland, Iceland, Monaco, Norway, Sweden, Switzerland
and the USA, who are exempted from the health examination, The immi-
grant workers are under a legal obligation to have themselves examined for
tuberculesis when entering the country, in order to obtain a residence per-
mit, '

Absolute figures on tuberculosis incidence in these immigrant workers
must be considered as approximations, and this is even more true for in«
cidence rates, Subject to this reservat:.on tuberculosis incidence rates
in male immigrant workers aged 20-39! are compared with the rate for the
corresponding age-group in the Dutch population. Excluding primary tu-
berculosis, the ratio between these two incidence rates is of the order of
17:1 {see table 8),

An effort is made to relate this type of comparison to a comparison
hetween the known or estimated infection incidence in the countries of ori-
gin on the one hand, and in the host country on the other,

By taking into account the nationalities which compose the group and
the infection incidence {or risk of infection) in the respective home countries,
the epidemiological background of the group can be simulated. The infecw
tion risk to which the immigrant grouphas been exposed up to the day of
emigration can be stated, The artificial concept of an "average infection
risk in the home country" would be valid if all the immigrant workers had
originated from one country, The ratio of this calculated average infection
incidence - forming the epidemiological background of the immigrant group
residing in the Netherlands - to the known infection in the Dutch population
is 20:1,

This serves to illustrate the fact that wellmfounded data on infection
incidence in the home countries of immigrants, together with infection ine
cidence data frorn the host population, can throw light on the findings re=-
garding tuberculosis incidence in guests and hosts; to a certain extent the
findings may even he predicted.

1 #ll cases of tuberculosis found in immigrants within two months of
entry are discarded in these calculations.
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Table 8

TUBERCULOSIS NOTIFIED IN 20-39 YEAR-QILD MIGRANT MAIES
WHO HAVE STAYED IN THE COUNTRY == 2 MONTHS,
AND IN DUTCH MALES AGED 20-39
AVERAGE ANNUAL FIGURES AND RATES
PER 100 000 POPULATION, 1968-1970

Pulmonary tuberculosis. Prima.ry_ Other. Total
tuberculosis [forms
Smear |Culture [No bact)l
positive |positive |confirm.|
Migrants
absolute
numbers 22 26 56 7 16 127
Rate per
16 000 40 48 110 13 31 242
Dutch males
Rate per ‘ '
100 Q00 2.6 | 3.0 6 3 1.8 16. 4
Ratio Dutch/ '
migrant rnales | 1/18 1/16 | 1/18 1/4 /37
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A review is given in table 9 of the time interval between the entry of
immigrants into the country and the diagnosis of active tuberculosis (includ-
ing cases found within two rnonths of the day of entry).

Table 9

INTERVAL BETWEEN ENTERING THE NETHERLANDS:
AND DIAGNOSIS OF ACTIVE TUBERCULOSIS
(All forms, both sexes, all ages, 1965-1970 inclusive, 2121 cases)

lTime inter;fal . Abﬁolut.e nurﬁbers A

<= 2 months . n 899 42

2- 5 months | 4‘54 21

6-12 months | 208 1o
13-24 months 202 ld

= 2 years 259 12
Unknown .‘ 99 5
Total T | 100

3.2.2 Infectiousness of immigrant workers

In a country where mass BCG vaceination has never been applied, the
tuberculosis surveillance systermn permits the recognition of so-called
”group infections", The purely arbitrary definition of a group infection as
used in the Netherlands notification system is as follows:

"A proup infection is a collection of more than six cases of primary
tuberculosis occurring in more than two houscholds, and caused by one

and the same infectious source,..OR a collection of more than 20 tu-
berculin conversions caused by one and the same infectious source'.

During the period 1960-1964 a yearly average of nine such group in-
fections wag reported. During 1965-1971 this figure was six per year.
Although immigrant workers have caused accidental tuberculous infections,
up to the present not one "group infection'" caused by an irnmigrant worker
hag been reported in the Netherlands. There is therefore no reason to
consider that tuberculosis among guest workers is a very serious problem
for the host population, provided that the host country avails itself of an
active tubexculosis surveillance and control systern.
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Data illustrating the practical experience of the Amsterdam Tubercu-
losis Clinic in relation to a population of 880 000 which includes 30 000 im-
migrant workers, are given in table 10.

Table 10
TUBERCULQSIS CLINIC, AMSTERDAM
Indigenous population: 850 000
Foreigners (incl. illegals); 30 000 = 3,5%
Tuberculosis incidence figures - relapses excluded
Average figures, 1972.1973
850 000 30 000 880 000
indigenous foreigners total
population &
No. % No, %. No. %
Pulm. smear positive 29 (713) 11 (27) 40 (100)
Pulm, culiure positive 28 (78) g8 (22) 36 (100)
Pulm. neo bact. confirm. 35 (63) 21 (37) 56 {100)
Total pulmonary tuberculosis 92 (70) 40 (30) 13z (100}
Primary forms 23 {79) 6 (21) 29 (100)
Other forms 21 (68) 10 (32) 31 {100)
TOTAL 136 (71) 56 (29) 192 (100)

It may be seen from table 11 that the incidence of different forms of
tuberculosis among foreigners forms about 30% of the total incidence, al -
thaugh the group of foreigners.numbers only 3, 3% of the total population.

This table gives a comparison of tuberculosis rates, expressed per
100 000 population, The rates for the indigenous and the foreign population
compare as 1:12, This relates to both sexes and all ages.

At present the tuberculosis infection risk in the Netherlands is 0. 03 per
cent annually, that is, 3 infections per 10 000 population per year. It can
be estimated - by calculation - that in order to increase this infection risk
fraom 3/10 000 to 4/10 000 per year, the country with its 13, 5 million popu-
lztion would have to import about 700 000 migrant workers of the type we
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Table 11
TUBERCULOSIS CLINIC, AMSTERDAM
Indigenous population: 850 000
Foreigners estimated: 30 000 = 3.5%
Tuberculosis incidence rates - relapses excluded
Average rates, 1972-1973
Rates pex Rates per
100 000 ‘ 100 000
indigenous p .
. oreigners
population
Pulm. srear positive 3.4 36.7
Pulm. culture positive 3.3 26.7
Pulm. no bact. confirm. 4.1 70,0
Total pulmonary tuberculosis 10.8 133. 4
Primary forms 2.7 20.0
Other forms 2.5 33.3
TOTAL 16/100 000 | ~187/100 000
' = t 1 12

have now. A further requirement would be that the guest workers would

be imiediately and fully integrated into the Dutch population., In other

words the present 100 000 migrant workers can maximally enlarge the

gener.;.l infection risk for the native population from the present 0. 03% to
032%.

Therefore, epiderniologically speaking, the presence of the existing
nurnher of migrant workers cannot be a serious danger. However, from
the individual medical and humanitarian points of view everything possible
gshould be done to find every case of tuberculosis and treat it.

3.3 Qther countries

The problem of migrant workers and therefore the tuberculosis prob-
lern connected with i, exists not only in the European Region hit also in
other parts of the world.

In the USA, with the sustained decline in the number of new cases of
tuberculesis, it is feared that a greater percentage of persons with newly
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diagnosed tuberculosis may have been infected with tuberculosis abroad,
where the rates of tuberculesis are much higher,

The data from Australia show that the "migrant" proportion of the
Australian population provides a significant proportion of the tuberculosis
notifications each year, and that, comparatively, there has been only a
marginal decrease in the notifications of "migrants’.

United Kingdom: an analysis of notifications of tuberculosis in the
city of Birmingham for the period 1970-1972 (by place of birth and for each
sex) in relation to the results of the census of 1971, compared with a similar
analysis made 10 years earlier, shows that, for all males, the notification
rate declined from 0, 99 to 0.67 per 1000 per year during this 10-year
period, and for all females there was a decline from 0,48 to 0, 42,

The lowest notification rates were for those born in Great Britain;
0. 28 per 1000 per year for males in 1971 and 0, 18 for females; for those
barn in Ireland the rates were 0, 95 and 0, 44 respectively, and for those
born in the West Indies 0,71 and 0,44, The highest rates were recorded
in immigrants from Pakistan: 7.8 per 1000 per year for males and 10, 8 for
fermales, The rates for immigrants from India were only a little less;
5.1 and 8,3 respectively., Except for the rates for those born in India and
females born in Pakistan, there was a decline of 50% or more in the last
10 years, The differences hetfween age~groups and hetween sexes for any
one birthplace group were very much less than the difference in rates bet-
ween groups defined by place of birth,

In Switzerland, the morbidity armong migrant workers is 15% higher
than among the Swiss population, However, the rates among foreigners
are somewhat less than the rates in their own countries; this is probably
due to pre-eniry examinations performed at the border.

In France the tuberculosis morbidity among foreign workers in the
age-group 20-50 years is 3-4 times as high as in the French population in

the same age-group.

According to a2 study performed during the time when tuberculosis was
treated in sanatoria it was found that the rates among foreign workexs of
different oxigins were as follows (France being 1} Italy 1, Spain 1,
Portugal 2, Turkey and Yugoslavia 3 4, Magreb countries 5-6, other
African countries 10-12,

3.4 Discussion

It was pointed out that unless the data given about migrant workers
are separated according to their countries of origin, they will not be com-
parable, since the various host countries receive varying numbers of im-
migrants from different countries with different epidemioclogical situations.

It was also menfioned that, according to recent figures, more than
80% of the immigrants from Africa are tuberculin-positive; there is
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therefore no danger of group epidemics occurring armong them, as was the
case among large groups of tuberculin-negative subjects in the past, How-
ever, it was emphasized that migrants living together in a rather crowded
environment are al greater risk of being reinfected when one of them con-
tracts bacillary tuberculosis,

The possibility of migrants contracting primary infection or heavy
reinfections during the waiting period in their own country and/or during
their travel to the host country has also to be considered.

It was confirmed that the longer the stay of the migrants in the host
country, the less likelihood there is of their contracting tuberculosis; when
this does occur, it is usually during the first two years. From an epidemio-
metric point of view, this fact is important, and shows that exogenous in-
fection has very little effect on the incidence of tuberculosis among migrants.

The role of stress and the feelings of loneliness and homesickness,
exacerbated by especially language difficulties, were said to have more
effect on the migrants than their actual living conditions, especially since
many of them come from poorer and less hygienic conditions. Neverthe-
less, they do not avail themselves of the existing health and social facilities
until they have become really adjusted, and this may take a considerable
time,

4, MEASURES APFLIED IN THE DETECTION OF TUBERCULOSIS
AMONG EMIGRATION APPLICANTS

4.1 Algeria

Migration from Algeria has been mé,inly to France, but partly also
to Belgium, the Federal Republic of Germany and the German Democratic
Republic.

Varicus 2greements concluded between the Algerian and French Gov-
ernments in 1964, 1968 and 1971 limit the nummber of Algerian workers mi-~
grating to France, Migrants have to find a job within nine months of their
entry into France, However, since September 1973 the Algerian Govern-
tnent has completely halted the emigration of workers to France,

The health examination of applicants was performed by a French med-
ical mission which had branches. in various parts of Algeria. The health
examination for emigration is not performed for tuberculosis alone, but
comptises clinical, radiological and hiological examinations. As a result
of these examinations, the candidate may be labelled temporarily or perma-
" nently unfit for emigration.
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The rate of permanent refusals for all causes during the period
1971-1973 (September) was 12 per 1000. ©Of those, only 2 per 1000 were
refused because of tuberculosis.

The majority of the migrant workers are young, in good health, sui-
ficiently mativated to undertake the trip abroad and {o engage in hard work
in the host country.

4.2  lialy

The number of persons emigrating from Italy in 1972, the latest year
for which figures are available, was 141 852 persons (96 283 men and
45 569 women). These may be divided into two groups:

(1) Assisted emigrants (emigration is organized and controlled by
the Ministry of Labour as a result of official requests transmitted to
it from abroad). These emigrants are subject to a medical exami-
nation, either by the Italian authorities or by those of the host country.

in Ttaly, workers wishing to emigrate must undergo a medical
inspection supplemented, if possible, by an X-ray. The medical
examination takes place before a cornmittee consisting of the doctor
of the health administration of the cormemune where the central anti-
tuberculosis dispensary is situated and the doctor of this dispensary.

Since emigration at present takes place mainly to the Federal
Republic of Germany, the Government of this country has set up 2
spacial centre for medical inspection in Verona.

Under regulation No. 1916 /68 of the European Economic Com-
munity on the free circulation of workers in the member countries,
nearly all the workers settle abroad without having recourse to the
official bodies. That is why the Ministry of Labour decided to facil-
itate pre-selection as far as possible by entrusting this to the doctors
of the health administration of the various comrmunes, with a view (o
increasing by this means the amount of "assisted emigration'”., It
must, however, be recognized that these medical examinations are,
in fact, of a rather summary nature.

The Ministry of Labour arranges for candidates for emigration
to countries outside Europe to be examined, and certain countries
such as Australia and Canada have them examined by Italian repre-
sentatives. Certain other countries, those in South America for
example, require only a rertificate of general good health.

(2) MNon-assisted emigrants. Such emigration, which is not offi-
cially organized, is generally solicited or encounraged by relatives
or friends who are already abroad. FEmigrants in this group are
not controlled when taking up work in the host country.
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It would certainly be desirable to institute an X-ray and a tuberculin
test for all workers who emigrate, Furthermore, since studies are at
present being carried out on the prophylactic value of chemotherapy on in-
dividuals who are found to have manifest residues of tuberculosis lesions,
it would be useful to be able to recognize the carriers of these residues and
to provide them with approprizate treatment, ‘

Failing official arrangements, it is necessary to intensify the anti.
tuberculosis and medico-social propaganda, particularly in the regions which
provide the largest contingents of erigrants and which are often those most
affected by tuberculosis,

4,3 Portugal

From 1960 onwards, Portugal has provided a relatively high number
of emigrants in relation to its population (about 8 700 000 in 1970). Prier
to 1960 most ernigrants went to other continents, but since then Furopean
countries have been preferred (Federal Republic of Germany, France,
Netherlands, Switzerland, etc.). Although there have been some skilled
workers among them, most have come from the rural population. Repre-
sentatives of the profeasions, and university students, have joined the ex-
odus, mainly for political reasons.

With regard to tuberculosis, the mortality rate in Portugal is very
high compared with that in other Furopean countries (48.2 in 1960; 12.3 in
1973). The incidence of the disease may be evaluated as 100 per 100 000
yearly, and the prevalence of infection is high, mainly in the older age-
groups, though it is decreasing in rural areas.

Accordingly, the emigration authorities subject persons requesting
exit vigas to stringent controls, The basic method of screening for tuber-
culosis is the X-ray exarnination. Miniature X-rays or full-sized radio-
graphs are used depending upon available facilities. Any image that is
suspect results in an exhaustive study using the necessary radiological,
bacteriological and possibly other techniques, to ascertain if tuberculosis
is present and, if so, to evaluate its activity. Clandestine emigration,
formerly very considerable, still remains a problem. For illegal emi-
grants control seems possible only in the recipient countries, Most im-
portant would be the initial examination. In Portugal the yearly miniature
X-ray for the general population or factory workers has been of very little
value in finding cases of tuberculosis. This does not mean that regular
follow-up in emigrants is unnecessary, as the different environmental and
psychological conditions faced in recipient countries might result in a
higher incidence of tuberculosis.

Recent studies have shown that in Portugal there are at least four re-
gions with different epidemiological situations, due to differences in the
effectiveneas of the health organizations and measures applied to control
tuberculosis in each of them,
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41 4 SEaln

Two phases may be distingnished in Spain's policy towards prospective
emigrants: the first, which may be regarded as having ended around 1964,
wag characterized by a certain lack of experience; the methods used were
not as strict as they should have been.

Since 1964, when emigration became an important factor in the Spanish
economy, it has become necessary to introduce regulations which have had
a favourable effect on medical control examinations., These examinations
are centralized in provincial health prefectures, which are usually well
staffed since they have a specialized medical staff which almost always in-
cludes a specialist of the National Tuberculosis Patronato.

As medical check-ups become more and more thorough, almost all
residual pulmonary lesions, even old ones, are being eliminated, except,
of course, those due to primary infections.

Statistics taken from records of health examinations carried out among
prospective emigrants during 1973 and 1974 by the Madrid Prefecture, which
cover almost five million inhabitants, have revealed the following facts,

(2) The number of control examinations went down from 864 in 1973
to 514 in 1974,

(b) The distribution by sex was 70% men and 30% women, no signi-
ficant change in these percentages being recorded over a period of
titme.

(c) Distribution by age: in the last two years the emigrants had an
average age of 30 years, Those leaving for America were two or
three years younger than those leaving for other countries in Europe.

(d) Distribution by rnarital status: unmaxried 62%; married 36 %,
widowed 2%. The number of unmarried persons was higher among
ernigrants to America.

(e} Distribution by destination: 1973: America - 7%, Europe - 33%;
1974: America - 15%, Europe - B5%.

In these two years the countries most favoured by emigrants
were, in America, Colombia, and in Europe, Switzerland.

(f) The frequency of rejections for health reasons amounted to 5% in
1973 and to 4, 5% in 1974 of all subjects examined,

(g) Lung diseases represented 40% of the reasons for rejection in
1973 and 1974,

The Federal Republic of Germany, which receives a large proportion
of the Spanish emigrants, has a Federal Institute of Employment and As-
surance against Unemployment, to which any German or foreign worker
wighing to obtain a work permit must apply.
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Thig organization has cornmissions abroad which undertake the task
of drawing up contracts for emigrants wishing to work in the Federal
Republic of Germany. In Spain, 2 commission of this kind functioned until
Novemnber 1973. The number of emigrants examined during the 11 months
of 1973 was 31 491, of whom 3173 (10.07%) were rejected. Residual or
active pulmonary lesions represented the reasons foxr rejection in 2623
cases.

A study of the Xwrays on which these rejections were based shows that
the standards were high, and because of this strictness Spain was the coun-
try which, througheut the period of the cominission's work, had to recall
the least number of ernigrants with old tuberculosis lesions,

4,5 Turkev

Turkish labour migration has assumed increasing importance during
the last decade, The great rnajority of Turkish migrant workers go to the
Federal Republic of Germany, while smaller numbers go to Australia,
Austria, Belgium, Denmark, France, the Netherlands, Sweden, Switzerland
and the United Kingdom {see table 12}, The Turkish labour office, at the
request of the host countries, is responsible for the administrative selection
of these workers, There are two main offices, in Istanbul and Ankara, but
candidates may also apply through the labour offices in other cities,

Intergovernmental agreements exist with some host countries, which
have set up their own offices in Turkey to carry out health examinations of
applicants,

The Federal Republic of Germany has an office in Istanbul, an agree-
ment having heen signed in 1961, The screening examinations are performed

by German doctors and include:
(a} blood tests for venereal diseases, sedimentation rate;

(k) urinalysis (sugar, protein, urobilinogen), pregnancy test for
women;

(¢} wminiature X-ray, and if indicated, standard radiography {(the latter
is performed routinely for prospective coal miners, etc, ): persons
having even minor pulmonary lesions (fibrotic and calcified sequelae)
are rejected;

{d}) general physical examination.

The age limit is 35 for unskilled workers and 40 for skilled workers,
Some workers receive special training before leaving to take up work
abroad,

Austria uses the Federal German office for the selection and examina-
tion procedures, ‘
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France has an agreement with Turkey (1965). An office was set up
in 1969 in Istanbul, and French doctors conduct the medical examinations:
tests for venereal diseases and blood sedimentation rate and radioscopy
for pulmonary control are performed, For suspect cages, a standard
chegt X-~ray iz taken by a private Turkish health institute, The French
office provides the workers with Turkish~French phrase books in order to
help therm master the language problem.,

Belgium and the Netherlands have an office in Ankara.

Neither Denmark nor the United Kingdom has an agreement with
Turkey and no examination is performed.

Sweden has an agreement with Turkey but no examination is performed:
very few workers go direct to Sweden from Turkey.

Switzerland has no agreement with Turkey, but all alien workers are
exarnined for commmunicable diseases at the Swiss frontier.

Australia has an office in Ankara where Australian rnedical staff
perform the required examinations. '

The Turkiszh Government plays no role in the medical scrcening of
migrant workers; this is based mainly on the regulations enforced by the
various host countries.

The present arrangements introduced by certain countries for the
health control of labour migration ensure that tubercular workers are not
accepted; however, members of migrant workers' families are not
examined before going abroad.

Furthermore, the problem seems to be more important as far as
illegal migrants are concerned. This is a matter which can be dealt
with only by the host countries,

The yearly aumbers of emigrant applicants (1969-1973) who have had
the chest X-ray examination required by certain host countries, and the
number of refuzals due to X-ray findings, are shown in table 13. The
percentage of refusals varies from 4,1 to 6.1.

When compared with the findings of Turkish screening services fox
work applicants, these rates correspond with the percentages of total
lung shadows of any type., The percentages for shadows interpreted as
probably active tuberculosis are 1.5 to 1,7, as will be seen in table 14.

Similarly, the percentages of tuberculosis suspects found during

general population surveys (1964-1970) are also lower (see table 15) for
age-groups above 15 years. ' "
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4,6 Yugoslavia

The number of Yugoslav rnigrant workers is approximately 700 000,
of whom some 500 000 are employed in the Federal Republic of Gerrhany,
Others work mostly in Austria, France, Sweden and Switzerland.

Yugoslavia still has a relatively hiph tuberculosis morbidity. In
spite of a steady improvernent in the epidemiclagical situation, the preva-
lence of active pulmonary tuberculosis in 1973 was 441. 8 pexr 100 000 popu-
lation, while the incidence was 99.5 per 100 000 population. The conse-
quence of an even more serious epidemiological situation in the past ic the
very high percentage of persons with healed inactive tuberculous sequelae
(around 8% of the adult population).

Logically, such a situation has necessitated caution in the admission
of Yugoslav workers to other countries. Measures are therefore taken to
prevent the transmission of tuberculosis into the receiving country and to
eliminate, as far as possible, the occurrence of an exacerbation of inactive

lesions in persons exposed to numerous psycho-physical stresses in their
new surroundings.

As a rule, prospective emigrants apply through the official employment
bureaux, although evasion of the legal procedures is not uncommon.

The medical documentation necessary for obtaining a permit to work
abroad includes certification of normal pulrmionary findings based on com-
pulsory chest radiography, as well as 2 physician' s opinion on the appli-
cant' 3 working ability. This medical certificate iz submitted to the
medical experts of the receiving countries foy {inal review.

Although all the receiving countries pay special attention to tubercu-
losis, their standpoints are not uniform. For instance, the Federal
Republic of Germany considers healed tuberculosis, as well as active
tuberculosis, to be a contraindication for admission. Only caleified pri-
mary complex, solitary isolated foci in the lungs, and slight pleural adhe-
sions without a decrease of respiratory function, are excepted.

According to the data for 1972, 19.3% of the applicants were rejected
for health reasons. Of all the rejections, 45.3% were because of pulmo-
nary findings. Almost 10% of the applicants were rejected because of
active tuberculosis or its sequelae; this reflects the still serious epidernio-
logical situation in Yugoslavia, with regard to this disease, the more so,
since the majority of applicants belong to the younger age-groups (under
2l: 30.3%, 21-30: 49.8%, total under 30: 80.1%). :

Because of these strict screening measures, active tuberculosiz was
identified in only 20 of the almost 250 000 Yugoslav nationals arriving to
take up work abroad during the period 1969-71,

Besides making compulsory the presentation of data on pathological
lung changes, the Dutch authorities require a statement from the applicant
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to the effect that he has never received hospital treatment for tuberculosis,
Both Sweden and France require information on any history of tubérculosis
in the applicant, as well as a normal chest X-ray. For Austria it is nec-
essary to certify that the applicant is not suffering from active tuberculo-
sis, whereas Luxembourg demands a certification that the applicant is not
suffering from active infectious tuberculosis,

Special consideration should be given to the possibility of tuberculo-
sis being transmitted by members of the worker's family who follow him
abroad and whose health control is far from adequate, as well as by wor-
kers who obtain employment after evading the legal procedure, sometirmes
because they have not satisfied the legal health control requirements,

The screening of migrant workers is indispensable; it should be
standaydized on the basis of joint criteria and information on these prob-
lemsg should be made available on a permanent basis through collaboration
between the health services of the countries concerned.

4,7 Discussion

The advisability of emigration applicants having a chest X-ray
examination, preferably before leaving their country, was confirmed,
Agreement hetween host countries and countries of origin about the criteria
for fitness of work is an important factor. For the host countries sending
missions abroad, this depends on the number of applicants to be imported
from a given country; if the number is small, an agreement with the
authorities of the country of origin on using their existing organization for
the health examination of migrants would be more logical.

The use of fluoroscopy should be abandoned. Tuberculin testing
could be utilized as an adjunct, for differential diagnosis if desired,
However, screening using bacteriological examinations ig not practicable.
This method may be used for further follow-up of the temporarily or |
permanently refused suspects with a view to their definitive diagnosis
and eventural treatment. The strictness of the X-ray criteria was .
criticized by some speakers; however, it was acknowledged that the host
countries are naturally anxious to select the best and healthiest applicants,
gince this importation of manpower is an economic necessity.

The health examination of family members was also discussed and
their examination in the country of origin was accepted. However, the
detection of tuberculosis among family members should not act as an
obstacle for the worker, or for his family, The decision as to whether
the sick mermber remains in the country of origin for treatment or receives
treatment in the host country should rest with the worker himself,




5. MEASURES APPLIED IN THE PREVENTION, DIAGNOSIS
AND TREATMENT OF TUBERCULOSIS AMONG MIGRANT
WORKERS AND THEIR FAMILIES -

5.1 Belgium

In Belgium, the nationality, method of recruitment and type of
occupation of migrant workexs play an important role in the health measures
which they rnust undergo, particularly with respect to pulmonary tuberculosis,
Nationals of member countries of the European Econoemic Community (EEC)
have the right to carry on a paid occupation on Belgian territory under the
same conditions as those applying to the national workers, but they remain
subject to the general legislation regarding the immigration authorities,

On the other hand, nationals of countries which are not members of the EEC,
but which have signed a special agreement, esither with Belgivm or with the
Organisation for Economic Co-aperation and Development {OECD) must,

in order to be able to have a paid occupation in Belgium, be in possession

of a work permit, the granting of which is subject to the prior signing of a
contract with an employer and the production of a medical certificate issued
in the country of origin by a doctor designated by the Belgian consular or
diplomatic official accredited there,

This permit, valid for a year, is renewable and carries with it the
authorization to reside in Belgium for the corresponding period, provided
that the person concerned also satisfies the general provisions relating to
the settlement or residence of foreigners within the country.

There are numerous exceptions to this procedure: they relate to
political refugees, highly-qualified specialiasts, registered nurses, servants,
dependent wives, etc.

However, many travellers make their way into Belgium without either
a work contract or a medical certificate, on the basis of a tourist passport,
Generally speaking, they go to live with compatriots and try to find a job.
Some, if they succeed in this, try to regularize their situation: they
generally obtain a work permit, provided that they have presented a medical
certificate which must state that a radiological test on the lungs has given
a satisfactory result, Nevertheless, it is no good disguising the fact that
this way of penetrating into Belgium by "infiltration" gives rise to numerous
abuses, both on the part of the employers, who tend to exploit, for their
own ends, the irregular situation of such workers, and also on the part of
the latter, who try to evade the conditions laid down by the State with regard
to their residence,

All migrant workers who have acquired lepgal status as defined above
are assimilated with the Belgian workers and enjoy the same rights.

All workers, whether Belgian or foreign, are compulsorily affiliated
to the National Office for Sdcial Security (NOSS), which guarantees to
active workers, to their spouses, and to their parents and progeny living
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under the same roof, indemnities for occupational disability, medical and
pharmaceutical care, hospitalization, inveluntary unemployment, etc,
This Oifice, which operates under a State guarantee, is mainly financed by
workers' and employers’ contributions.

During their school years, children and adolescents regularly underpo
compulsory medical examinations accompanied by tests for allergy to
tubetculin and by radiclogical examinations of the lungs,

The medico-social infrastructure of the country consists of a network
of 110 anti-tuberculosis clinics and 55 health centres, complemented by mo-
bile radiological services which are responsible for case-finding and sur-
veillance and operate gratuitously and voluntarily., There are 1900 sana-
toriurmm beds digtributed throughout the country. In addition, the National
Children's Fund operates, for infants and young children, 340 clinics open
to all, and free. There are 48 000 hospital heds for acute diseases, etc.

Referral to these institutions and liaison with them is undertaken
either by the doctors responsible for the compulsory measures described
above (factory doctors, school doctors, etc.) or, if necessary, by a
private doctor.

The provinces, communes and private bodies are increasingly taking
the initiative to set up reception and information centres which enable
immigrants and their families to have easier access to these various
institutions.

In the end, the case-finding, surveillance and treatment measures
taken in Belgium on behalf of the migrant workers depend for their suc-
cess, above all, on the possibility which the workers have to integrate them-
aelves into the working environment in a manner which gives them legal
status. Their fate and that of their families is then similar to that of the
Belgian workers., This circumstance leads to the neglect of persons who
are benefiting from various exceptions or who are working illicitly. In
order to clarify the situation, it can be said that in 1973, for example,

5892 work permits were issued to persons entering Belgium during the year.
Armong them, 250 were political refugees, and 1500 (approximately) be-
longed to privilaged categories. The number of illicit workers is not
known, but in certain years it has been estimated to be about equal to that

of the legal immigrants. This situation is 21] the more disturbing in that

it shows clearly that during the firast months of their presence in the host
country, the migrants and their families manifestly run an increased risk

of an onset of patent tuberculosia,

The National Belgian Fund for Defence against Tuberculesis has
proposed that not only the work permit hut alsc the residence permit should
be subject to the production of a medical certificate. On the other hand,
at the time of remewals, an unfavourable result would not meet with
expulsion but with a request to undergo treatment,
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5.2 Denmark

The problem of migrant workers has appeared only lately in Denmark
and has not yet become a major one because the number of migrant workers
prior to 1969 was not appreciable and restrictions on the immigration of
foreigners were introduced in November 1970,

The migrant workers are concentrated in and around the larger
towng, whereas the rest of the country contains only a few,

The countrywide network of chest clinics tried on their own initiative
to have as many irnmigrants 25 possible examined by persuading the
employers to send their migrant workers for examination immediately
after they were engaped. ‘

However, it soon became adviszable to lay down rules for the tubercu-
losis control of migrant workers because a number of them had tuberculo-
sis at the time of immigration. Furthermore, the majority, owing to
language difficulties, failed to take full advantage of the social services,
even though the examination for tuberculosis at chest clinics and the treat-
ment are paid for by public funds.

In August 1973, the Ministry of Home Affairs laid down the general
principles for fuberculosis examinations of migrant workers. A
tuberculosis certificate based on an X-ray examination is a prerequisite
for obtaining a residence and labour permit. A similar certificate is
required at subsequent applications for an extension of the residence and
labour permit during the first two years, Thereafter no further compulsory
examinations are required. ‘

The migrant worker is also requirdd to undergo treatment for
tuberculosis if the disease is diagnosed, The members of his family are
not affected by these general principles, but frequently the whole family
appears when a migrant worker comes for an examination at the chest
clinic, This development is encouraged as much as possible,

The following factors have weakened the preventive effects of these
directives:

(2}  an uncontrolled number of migrant workers enter the country
illegally and take up residence without being officially registered;

(b) the obligation to obtain a tuberculosis certificate prior to ap-
plying for a residence and labour permit is not always fulfilled;

(¢) the migrant workers' families are not subject to compulsory
tuberculosis control;

(d)  with Denmark's entry into the EEC, a number of migrant wor-
kers and their farnilies avoid cornpulsory tuberculosis control,
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5.3 TFederal Republic of Germany

Every foreigner over 16 years of age must have a medical examination
before he can obtain a permit to reside in the Federal Republic of Germany
(FRG). The examination can be performed in the home country by a
special commigsion, or in the FRG, either by a public health officer or by
an authorized physician., The setting of this examination differs slightly,
depending on the institution which conducts it, but in any case an X-ray
examination is included so as to detect all cases of pulmonary tuberculosis.

The residence permit is refused in the following cases:

(1) bacteriologically confirmed pulmonary tuberculosis;
(i)  other active pulmonary tuberculosis;
(iii) probably active tuberculosis.

If the immigrant is tao i1l to return immediately to his country he
ias treated as long as is necessary, This treatment is paid for by the
social assistance systern.

The social security system covers migrant workers and their familics.
The migrant worker who takes up employment in a dependent position
becomes by law a member of the social health insurance system. As long
as they are maintained by the head of the family, the spouse and children
are insured automatically without an extra fee, - Usually 9-13 per cent of
the gross income rust be paid in equal parts by the insured person and the
employer. Medical care and hospital care is completely free of direct
costs for an unlimited period of time.

If the ingured person is incapable of work, the employer has to pay
him his normal wagpge for the first six weeks, after which a sicknens
allowance is paid by the health insurance for a period of up to 78 weeks.

This sickness allowance iz about 80 per cent of the most recent net income.
It requires regularly repeated medical certificates, This provides a very
strong motivation fo visit a doctor as soon as possible and regularly.

Every patient has a free choice of panel doctors; these include an increasing
number of foreign doctors who have their own surgeries. -

In the case of tuberculosis, the social health insurance has to pay
only if the patient has worked less than six months or has not received
previous in-patient treatment, In all other cases the pension insurance
has to cover hospital or sanatorium care, Throughout the period of
hogpitalization, whatever its duration, and for a period of up to two years
after that, the pension insurance has to pay the sickness allowance; an
additional period of 78 weeks covered by the health insurance may follow.
Thus the number of disability pensions resulting from tuberculosis is
considerably declininpg. If by chance a patient with tuberculosis is not
ingured, the local social assistance has to pay for the treatment and provide
reasonable support for the family as long as disability is present,
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The language barrier is overcome mainly by the following methods-

(1) guides prepared by the insurance companies; however, these
are of no avail in cases of illiteracy;

() learning common medical expressions used by doctors;

(3) utilizing the help of children (who learn German very quickly),
friends, relatives, etc.;

(4} seeking the support of one of the numerous national centres or
the consulates, particularly in complicated affairs.

Tuberculesis control measures are applied without regard to
nationality, There are no special programmes for migrant workers, but
some methods are used rnore intensively among migrant workers than
among Germans, e.g., BCG vaccination of the newborn, The children
of migrant workers are not admitted to schoel until they have had 2
tuberculin test. If the result is positive an X-ray is performed, There
is no difference between migrant workers and Gerrmnan nationals with
regard to examination of patients with symptoms, contact examination and
masgs miniature X-ray. If a migrant worker has to be treated for
tuberculosis, in-patient treatment is preferred because of social conditions.
This is why the percentage of migrant workers in hospitals, and eapecially
in sanatoria, is so high and why the prevalence of tuberculosis in migrant
workers is 30 greatly over-estimated by clinicians, As most migrant
workers have to perform physical work and ambulatory treatment is often
difficult to arrange, the duration of in-patient treatment tends to be longer
for migrant workers than for Germans. In spite of this, disciplinary
problems are less serious with migrants than with Germans and the
results of treatment are at least comparable.

5.4 Netherlands

Migrant workers require a residence permit which the police will
issue only if the worker submits a certificate from a Dutch tuberculosis
clinic. Once the migrant worker has his residence permit, he can
obtain 2 work permit and from that moment he iz under no further Jegal
obligation with regard to his health.

The tuberculosis sexvice, which ies hased on the voluntary co-operation
of the public, will invite the migrant worker to be re-checked. During the
first two years of his stay this is done every six months, During the
following three years it is done annually, In addition, workers employed
by larger factories are regularly checked by their own occupational
health services.

Nowadays extremely few - if any - migrant workers are expelled

from the country on account of tuberculesis, although for some categories
this is still legally possible,
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BCG vaccination is given in the Netherlands to the children of
immigrant workers if they would be liahle to vaccination when living in
their home country,

5.5 Sweden
The number of immigrants to Sweden in 1972 was 29 894 (15 377 men

and 14 517 women). The distribution of the population according to
nationality wag as follows:

Swedish 7 722 455

Alieng, total 406 705 - including the following totals by country:
Finland 196 999
Yugoalavia 40 726
Denrnark 29 222
Norway 26 674
Germany, Federal

Republic of 19 213

Greece 16 853
Ttaly 7093
UsA 6 397
United Kingdom b 922
Poland 5 529
-Turkey 5078
Czechosglovakia 4 240

A Central Tuberculosgis Index was established in 1969 for the
surveillance of tuberculosis in Sweden. Tables 16 and 17 are based on
fignres from the 1973 Report of the Index,

No regulations on antituberculesis measures for irmmigrants exist
in Sweden, and there is no established practice in this respect, The
irmmigrants are supposed to attend, if necessary, the tuberculosis
dizpensaries, where zll examinations and treatment are free of charge.
However, it is evident that owing to language difficulties and te a lack
of knowledge of the Swedish health system, many immigrants do not make
use of the available services to the same extent as the Swedes themselves,

In 1973 the Swedish Society for Lung Medicine issued the following
recommendation to its members: "In 1971-1972, 39 per cent of all newly
detected cases of pulmonary tuberculosis in the under-40 age-group were
immigrants. Immiprants from countries with a more difficult tuberculeais
situation than our own form a tuberculosis rigk group. They should be
exarnined by chest ¥-ray as soon as possible after their arrival in Sweden.
The chest physician concerned should decide on continued check-ups on a
case~-to-case basis, the lung X-ray findings, case history and other cir-
cumstances being taken into consideration". Owing to lack of communica-
tion between the imnmigration authorities and the dispensaries, this re-
commendation is not proving very effective.
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5.6 Switzerland

5.6.1 Iegal aspects

A distinction should be made between the medical examination of
foreign workers before they are granted permission to work in
Switzerland, and medical care during their residence in the country.

(a) Medical examination before taking up employment

This is a health check at the frontier, the purpose of which is to
detect communicable diseases, When a disease is detected, the figure 2
is written in the passport of the person concerned; in such a case, that
person is not admitted to take up employment and is usually obliged to
return to his horne country. The power of the Confederation to carxy out
frontier health control iz based on Article 69 of the Federal Constitution,
which states: '"The Confederation may, by means of legislation, take
measures directed towards controlling communicable diseases, very
prevalent diseases and diseases which are particularly dangerous to man
and animals",

On the basis of this Article, the Federal Law of 2 July 1886 was
enacted, relating to measures to be taken against epidemics constituting
a general danger; this was supplemented on 18 February 1921 by a
spacific reference to the frontier health service: the Federal Council
was given the power, "in respect of international frontier traffic and
health surveillance, to prescribe special measures to protect the country
from the invasion of endemic diseases'', The Confederation may thus
organize the frontier health service; measures are not lirnited to the four
diseases (smallpox, cholera, plague and exanthematous fever) referred to
in the first law on epidemics, In order to accomplish its task fully, the
frontier health sexrvice must be flexible 50 as to be able to adapt to
epldemmlugmal conditions prevailing abroad, In this connexion, directives
governing the work of the frontier health service during the postwar period
were promulgated by a decree of the Federal Council and by a regulation
of the Federal Department of the Interior dated 17 December 1948,

The 1886 law on epidemics recently underwent a complete revision;
a new law on epidemics, adapted to present-day conditions, was passed by
Parliament on 18 December 1970.2 It did not, however, enter into force
until 1974, since when it has served as the legal basis for the organization
of the frontier health service,

! Federal Constitution of the Swiss Confederation (29 May 1874,
with arnendments up to 1 January 1969)

2 Federal law on the control of communicable diseases affecting
man (Law on epidemics) (18 December 1970)
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On the basis of Articles 7 and 38 (paragraph 1) of the new law, the
Federal Counclil enacted a repulation on the frontier health service on

17 June 1974, This stipulates, inter alia, that the Federal Service of
Public Health, through its frontier health service, shall take such measures
as may be necessary. The Service organizes the operation of frontier
health stations, emsures that there is a sufficient number of doctors quali-
fied as frontier doctors, and that the latter have at their disposal the equip-
ment, apparatus and trained personnel necessary for the performance of
their tasks. The Service of Public Health, in the light of the epidemio-
logical situation with regard to communicable diseases in the home coun-
tries of itnmigrant workers, decides which diseases are to be made sub-
ject to control at the frontier, At the present time, only one disease is
subject to control, namely, pulmonary tuberculosis (by X-ray), In ac-
cordance with these new regulations, the Service of Public Health is also
empowered to carry out health measures at the frontier in time of war;
such wag not previscusly the case.

{b) Mediczl care during residence in Switzerland

When the foreipn worker has passed the frontier health examination,
this is confirmed by the figure 1 being entered in his passport; he then
receives the same treatment as a Swiss citizen. This is not the case,
however, for foreign workers who are returning to Switzerland and whe,
because of illness, are allowed only provisional entry for purposes of
work (lp entered in passport). A person who has been given the figure 1
may jein a gickness and accident insurance scheme, At the Federal level,
sickness insurance is not compulsory, and only a few cantons make it
compulsory, Accident insurance, on the other hand, is compulsery for
undertakings which are affiliated to the Swiss National Accident Fund (CNA).
While residing in Switzerland, the foreign worker, like any Swiss citizen,
has a free choice of doctor, When necessary, he may seek treatment in
& clinic, by a private doctor or in a tuberculosis dispensary, The larger
enterprises have their own doctors, and similarly hospitals have a staff
doctor who carries out a general medical examination of all new employees.
Special attention is paid to tuberculin tests and, where appropriate, to BCG
vaccination, which is performed regularly in most large enterprises and
is available to foreign workers and Swiss citizens alike., There are no
medical exarninations specifically for foreign workers in the country,

5.6.2 Medical aspects

Although tuberculosis is only one of the medical problemns facing
migrant workers, it is nevertheless one of the most important, Efforts
to contro] this disease have two aspects:

1 Regulation on the frontier health service (17 June 1974)

42




{1) detection of tuberculosis which may exist at the time of
migration;

(2) treatment of foreign workers who contract tuberculosis
during their stay in the host country.

The following arrangements are in force in Switzerland:

(a) For 25 years, i.e., since 1949, screening at the time of immi-
gration by means of an X-ray examination has been carried out by

the frontiaer health control service. Before presenting hirnself at the
frontier, every foreign worker must be in possession of a work permit,
which becomes valid only after he has been controlled by the fronticy
health service, The X-ray photograph is taken on the spot, and irmme-
diately developed and studied, thus enabling the person concerned to
continue his journey without delay and reach his place of work on the
same day.

When the mipgrant worker holds an establishment permit or resi-
dence permit he is no longer subject to frontier contrel, his position
being the same as that of a Swiss resident. The seasonal worker un-
dergoes an examination every time he enters the country, i.e¢., once
vearly.

(b) Treatment within the country calls for little comment, for the
position of migrant workers is the same as that of other inhabitants.
If a person contracts tuberculosis, the sickness insurance scheme be-
comes responsible for zll treatment expenses, including the cost of
medical care, hospitalization and drugs. Moreover, in meost trade
associations there is a daily sickness allowance equivalent to 80% of
the salary.

Morbidity among migrant workers has been the subject of several
studies, 21l of which conclude that it is slightly higher than the average mor-
bidity in the country, It should be emphasized that this group is a selected
one, as the frontier control service has already acted as a filter, Thus,
with a few exceptions, morbidity is represented only by diseases contracted
in Switzerland. Generally speaking, there are two categories of patients:

(1} Those who enter Switzerland already infected; these constitute
the large majority, In fact, studies show that most of them have a
positive tuberculin reaction. Although they are healthy when entering
the country, they later contract tertiary tuberculosis, in most cases
pulmonary, There can be no doubt that the stress of immigration,
the new living conditions, and work to which they are frequently unac-
custormed, all play a part in triggering the disease.

(2} A minority of cases coming from communities where the level of
infection is low enter Switzerland with a negative tuberculin reaction.
They may become infected in Switzerland and exhibit primary or sec-
ondaxy reactions.
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It is difficult to give exact figures concerning migrant morbidity in
relation to the country's native inhabitants, since these figures vary from
areaz to area and from year to year, According to sanatorium statistics,
foreign workers comprise 20% - 25% of all the patients, whereas they
represent only 13% of the population. Thus the difference, if it exists
at all, is not great. It may also be explained partly by the fact that
these patients come from countries where the endemic level is higher than
that in Switzerland, and their morbidity would be similar to that existing
in Switzerland about ten years ago. In view of the fact that it shows a
tendency to decrease, morbidity among migrant workers in Switzerland
poses no special problems and gives no cause for concern.

Migrant workers are invited to take part in public health measures
and in X-ray examinations organized according to at-risk groups (these
examinations are compulsory for hospital staff, tiners or others exposed
to silica, for certain categories concerned with foodstuffs, etc.).

Children for whom school attendance is compulsory are examined
by the school health services, which carry out tuberculin tests and offer
BCG vaccination. ‘

5.7 United Kingdom

Migration of workers and their families into the United Kingdom in
recent years has been mainly from Commonwealth countries in Asia,
Africa and the Caribbean area. This differs from the situation in other
European countries, where the main movement of workers has been
northwards from the Mediterranean area,

Migrants intending to work in the United Kingdom need to obtain
a work permit before leaving their home country. The issue of this work
permit is dependent, among other things, on a satisfactory chest X-ray
report. No factual information is advisable on how many intending
migrants are excluded; the number of work permits issued is now much
smaller than some years ago.

Immigrant workers may undergo a limited health examination at
the point of entry and rmay be required to have a chest X-ray. Any found
to have tuberculosis may be refused admission,

Families of workers are urged to undergo medical examination
before their arrival in the United Kingdom, but this is not compulsory,
Where evidence of a satisfactory medical examination in the country of
origin is not provided by hushands, wives, and children under 18 of
United Kingdom residents, such persons are referred by the immigration
authority for medical examination, but are not normally refused entry
on medical grounds., Any found to have tuberculosis are granted permission
to enter, on the condition that they report to the local medical authorities
at their destination, Other dependants can be refused entry on medical
grounds. The local authorities are informed immediately of any such
conditional entry,
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All immigrant workers and their dependants are issued with infor-
mation cards in appropriate languages, advising them of the facilities of
the National Health Service and the need to register with a general practi-
tioner. All immigrants also supply information on their immediate desti-
nation in the United Kingdom.

The local medical authorities are informed by the immigration
authorities of all new arrivals expected in their area. In most receiving
areas, a health visitor or inspector calls at the address within days, re-
inforcing the advice to register with a general practitioner and making an
appeintment for a chest X-ray if this has not been performed prior to entry.
It may be noted here that London' s Heathrow airport has facilities for
X-raying persons arriving from abroad.

General practitioners are advised to refer all immigrants register-
ing with thern for chest X-ray, not only an first registration, but also
subsequently if they change doctors.

If they are of school age, immigrant children are examined at a
special clinic before starting school. The routine of these clinics includes
a tuberculin test: if the result is positive, the children are referred for
chest X-ray and appropriate action; if negative, they are given BCG
vaccination.

Babies born to Asian parents are offered BCG vaccination as a
routine soon after birth in most areas,

The facilities of the National Health Service are available to all imn-
migrants immediately on arrival, Thus, medical examinations by general
practitioners and specialists are available without charge, including any
special investigation {radiology, bacteriology, etc.) required. Treatment
in hospital is also provided free of charge, Drugs for out-patients (i.e.,
domiciliary chemotherapy) are available on payment of a flat-rate pre-
scription charge, at present 20p per item. This charge is waived for
children, pensioners, and workers receiving sickness benefit or social
security payments. ‘

Similarly, immigrant workers gualify for National Health Insurance
benefits after a period of 26 weeks in employment. If they becorne ill
within this period, they are eligible for social security payments.

No separate records are kept concerning the use of diagnostic and
treatment services by immigrants. The only information available is
that based on special studies carried out either nationally over limited
periods, or on a longer-term basis in some areas where there are many
migrant workers.




6. CO-OPERATIONBETWEEN THE HEALTH AUTHORITIES OF
COUNTRIES EXPORTING AND IMPORTING MANFOWER,
CONCERNING THE PREVENTION OF TUBERCULOSIS IN

MIGRANT WORKERS

The movement of people from countries where the socio-economic
level iz generally low hasz ingvitably created problems regarding the pro-
tection of the migrants' cwn health and the health of the native populations
in the host countries,

Tuberculosis is by far the most frequent communicable disease risk,
and the need for special co-operation in this regard between the countries
importing and exporting manpower has quickly made itself felt. It has be-
come apparent that such co-operation should be organized or reorganized
in medern and rational ways likely to bring about effective prevention of
the dissase,

Measures which need to be taken to organize or reorganize this co-
operation must be based on a knowledge of the epidemioclogical situation in
both donor and host countries and of the tuberculosis control policies in
each of these catepgories of country,

6.1 Exchange of information between the donor country and the host
country coOncerns:

{a) the epiderniological situation with regard to tuberculosis in both
countries; the place of tuberculosis among major public health pro-
blems; attitudes of the population towards tuberculosis;

(b) the organization of tuberculosis control measures; legislative
and statutory aspects, local application, degree of adaptation in the
receiving country to special problems connected with tuberculosis
among immigrants;

(c) health infrastructure and functioning of the health services:
system of medico-social protection {social security, ete¢.); volun-
tary organizations in the health service;

(d) the developmént of the epidemiological situation in both coun-
tries, information being exchanged according to a frequency to be
determined,

6.2 Measures to be taken before workers leave theix own country

6.2.]1 The medical examination prior to departure from the donor country
should be jointly organized,

‘A joint medical commission should carefully draw up a protocol for
the medical examination of the prospective emigrant, setting out:
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{(a) the aptitude criteria to be met by the workers themselves and
by the members of their families;

(b) the scope of the medical examination;

{c) the approach to be adopted towards those who present an abnor-
mal thoracic picture,

6,2.2 The introduction of a migrant worker's health record book, prepared
by the same joint medical cornmission that is responsible for drawing up
the medical examination protocol, and registration cards establishing
liaison between the medical services of the donor and the host country

could also be considered. This health record book should accompany the
worker throughout his working life and all medical procedures and findings
should be entered in it.

6.2.3 Health and civic education for the prospective emigrant should be
organized in the form of a short course, lasting several days, after he
has been declared fit, This course should be arranged with the
asgistance of "social workers'' or monitors from the host country. Its
purpose would be to provide the candidate with information on the new
living conditions which he will experience in the host country,

6.3 Measures to be taken after workers arrive in the host country

6.3.,1 All first arrivals (especially those who axe residing for the first
time outside their home country) undergo a period of great vulnerability,
especially as regards contracting tuberculosis. In this situation’it is
therefore necessary:

a) to pive particular attention to their living and working conditions;
E g 124

(b) to make it possible for them to consult doctors within the frame-
work of digpensaries where interpreters and social workers famil-
iar with immigrants' problems are available;

(¢} to ensure that the activities of voluntary organizatians include
measures aimed at making itmmigrants aware of the risks to which
they are subject and of the facilities available to thern.

Thege are tasks for the host countries, but they can be undertaken
much more effectively with the co-operation of the health authorities in
the donor countries. For example, doctors and social workers from
the host countries could pay information visits to the donor countries
or, conversely, social workers from the latter could be recruited by host
countries by agreement with their governments. A part could also be
played by those immigrant workers who have resided for a considerable
period of time in the host country and are familiar with conditions there.

6.3.2 With regard to immigrants arriving direct in the host country and
who have work, as well as those who enter as tourists or illegally and
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who later request a work permit, provision is made for a medical examina-
tion for which responsibility lies entirely with the host country. Since

the same problems atrise here as those reviewed above, it would appear
very desirable for the fitness criteria, the content of the medical examina-
tion, the fate of those who have abnormal chest X-ray pictures, the content
of the "health" section of a possible course upon arrival, the documents

to be given to new arrivals, etc., to form the subjects of consultation with
the health authorities of the donor country and, still better, the subjects of
joint study with their representatives.

Illegal immigrants and those without work are among the categories
most exposed to the risk of contracting tuberculesis, It is desirable
that they ghould be given the means to regularize their situation at the
earliest opportunity and to obtain employment, but it is alse necessary to
aveoid favouring illegal immigrants to such an extent that legal irnmigrants
are discouraged. Doctors in hoth donor and host countries should prese
their respective government authorities to organize migration in such a
way that the safeguarding of the immigrants’ health is always taken into
consideration,

6.3.3 Since the implementation of these measures requires the support

and participation of immigrant workers and their families, they have to be
informed and convinced. Hence, there is a need, in respect of tuberculosis,
to conduct health education that is adapted to the mentality and requirements
of the immigrants. This educational work should form part of the literacy
and language training programmes of the host country or of social and
cultural activities for immigrants, It should be accompanied by occupational
health examinations,

If the objectives set out here are made the responsibility of the
host country, adaptation of the organization of the host country's
tuberculosis control prograrmme to the immigrants' needs could well be
studied in collaboration with those responsible for the tuberculosis
contral prograrmime in the country of origin,

6.3.4 Direct, close and permanent co-operation should be established
between the various occupational health services of the host country and
its mission in the donor country so as to keep the doctors who are in
charge of the initial health examination informed about the progress of
their candidates, This information regarding the fate of immigrant
workers at the health level has a dual effect: !

{2} to evaluate tuberculosis morbidity among bmmigrants in the
host country and to inform the donor country thereof;

(b) to make the work of the doctors in the mission set up in the
donor country less depressmg by keeping them informed of the
regults of their work.

The temporary return to the donor country of patients undergoing
treatment may give rise to certain difficulties, e, g., the rigk that treatment
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will be abandoned, or the difficulty of obtaining there the drugs prescribed
by doctors in the host country. ~ Here, too, collahoration between doctors
or dispensaries or at the highest official level may enable solutionz to be
found to these problems.

Harmonization of the diagnostic and treatment methods used in the
donor and host countries should be carried out on a systematic basis,

At present, cases of repatriation of tuberculesis patients are
exceptional and therefore each constitutes a special case,

6.4 Practical means of co-operation

It is necessary to make optimal use of the existing structures for
consultation and thus to develop opportunities for contact between
interested bodies at all levels, at the same time paying attention to the
private sector of medico-social or socio-cultural activities and avoiding
cumbersome adminigtrative procedures.

6.4.1 At the government level, i.e,, at the highest level, the questien

of tuberculosis prevention should be tackled from both the technical angle
and the socio-economic angle at regular meetings., Well-defined, flexible
and humane organizational measures relating to migration, a suitable
reception and decent living conditions are the proper ways of preventing
tuberculosis, Physicians, to whatever country they belong, have a key
role to play here vis-a-vis the responsible politicians,

6.4.2 At the level of directorates-general of health, countries can make

a joint in-depth study of technical problems of a statutory nature: fitness
criteria, content of the medical examination upon arrival or departure

with regard to tuberculosis control (especially the problem of the tuberculin
test and the BCG vaccination, whose practical realization sometimes proves
difficult), health record book (health card}, establishment in the host
country of dispensaries for new arrivals, at which 1nterpreters and
specialized social workers are available, etc.

6.4.3 Contacts between those responsible at national level for tuberculosis
control (and between representatives of voluntary tuberculosis organizations)
should make it possible better to adapt tuberculosis control in the host
country to the needs of immigrants.

The use of national veluntary organizations in the donor countries,
and especially in the host countries, may serve three purposes:

(2) that of assistance in adaptation and acclimatization;
(b} that of health education; and
(e) that of psychosocial aseistance,

6,4.4 At the more decentralized levels (imissions of host countries in
donor countries, sectorial medico-social and socio-cultural activities in
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the host countries), co-operation passes beyond the madical framework and
should draw upon the services of social workers, health educationalists
and leaders of voluntary organizations, ‘

In this field, it would seem appropriate to promote the exchange of
""social workers' im the broadest sense of this term by:

(a) contacts between social workers in the host countries who are
familiar with migration preblems, and their colleagues in the
donor countries, by means of study visits to the latter;

(b) visits by social workers from the donor country (consultants,
organizations, etc.) to the host country, or their recruitment by the
hoat country with the agreement of the authorities of the donor country,

6.4.5 Co-operation between host and donor countries regarding the
prevention of tuberculosis in rmigrant workers could be furthered, where
existing structures prove insufficient, by establishing agencies which
would be responsible for organizing and maintaining such co-operation,

The national workers' emigration offices in the donor countries and
the foreign workers' immigration offices in the host countries should be
made responsible for organizing inter-country cellaboration by means of
a joint medical or medical and administrative commission.

6,5 Digcussion

It was pointed out that imperative rules could not be formulated by
the Working Group, because the importation of manpower was an economic
problem for the receiving countries, which had the preropative of
deterrnining health criteria in respect of prospective immigrants, It
was also stressed that the procedures of case-finding and treatment should
not be applied in a discriminatory way to foreign workers and their families.

It was agreed that the sﬁggested health record book was not practiczl,
due to the danger of its possible use for purposes other than purely medical
ones, .

The need to make health education and help available to migrants so
as to facilitate their adaptation to their new social life and to make them
familiar with the health services of the host country was ermphasgized; this
could be rmost effectively achieved through co-operation between the host
countries and the countries of origin.
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ANNEX 1

PROGRAMME

Tuesday, 22 April 1975

Registration of participants -
Opening of meeting

Health aspects of labour migration in Europe
Countries of origin « Dy N.H. Figek
Host countrias - Professor M, Gentilini

Epidemiological data on tuberculosis in migrant workers
Federal Republic of Germany - Professor G, Neumann
Netherlands - Dr J. Meijer

Legal aspects: medical examination of foreign workers in
Switzerland B
Dr Susy Roos

Wednesday, 23 April

Measures applied in the detection of tuberculosis among emigration

applicants ‘
Algeria - Professor D, Larbaoui
Italy - Professor G, Daddi
Portugal - Dr ¥, das Neves Almeida
Spain ~ Dr C. Zurita Gonzalez-Vidalte
Turkey - Dr T, Atlamaz '
Yugoslavia - Dr V. Zrilié

Measures applied in the prevention, diagnosis and treatment of
tuberculosis among migrant workers and their families

Belpgium . - Professor M. Millet
Denmark - Dr K,H. Clausen
Federal Republic of Germany - Professor G, Neumann
Sweden - Professor G. Dahlstrdm
Switzerland - Dr B, Arncld

United Kingdom - Dr ¥V,H, Springett

Thursday, 24 April

Co~operation between the health authorities of countries exporting and
importing manpower concerning the prevention of tuberculosis in
migrant workers :

Dr H., Coudreau and Professor D. Larbaoui

General disgussion

Conclusions and recommendations

Closure of meeting
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